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PREFACE 


Health legislation and administration form part of the activities which go to make 
up a nation’s public life. Unlike political institutions, health institutions are not 


throughout controlled by a single authority and cannot be developed in accordance with a 


definite scheme. The innovations and changes effected in the course of time have mainly 
been the result of chance. Life itself has put forward its problems. It is the needs of 


the hour, in short, which have led the legislator and the administrator to take action. 


As may be easily understood, the conditions governing the problem of public health 


have varied enormously at different times and in different places. The technical 
“weapons and the moral forces at the disposal of Governments have been wholly different, 


and as a result each public health organisation has assumed a form of its own. 


= 


Accordingly, any attempt to weigh the merits of foreign public health organisations 
is exceedingly difficult, even for health experts, and yet, in view of the complexity and 


the increasing number of international problems with which we are faced, a knowledge 


of these different institutions is urgently required. Without such knowledge it is hard to 


achieve any sort of co-operation and, in addition, any opinion which may be formed 
about the health conditions of a country is very liable to error. 


Furthermore, reports on diseases supplied by different countries are difficult to 


compare with one another for the very reason that they come from different sources. 


Before any useful investigation can be carried out in this domain, the information provided 
must be arranged and harmonised, which demands a thorough knowledge of the various 
national health administrations. 


The work of the Health Organisation of the League of Nations being purely 


‘international, the first care of this Organisation must be to remove as far as possible the 
‘many difficulties due to the diversity of sources. For this reason the Health Organisation 


decided to publish a series of monographs describing the form and working of the public 


health administrations in the different countries. For the writing of these reports it 
secured the assistance of persons holding prominent posts in the different public health 
- organisations. 


It was at first intended that all these monographs should be prepared on set lines. 


_ For this purpose the Health Section of the Secretariat of the League of Nations sent a 
_ memorandum to the authors of the monographs with a view to obtaining reports which 


could be directly compared one with another ; but most of the writers preferred a greater 


measure of freedom in framing their statements. 
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In the series we have undertaken to publish, health administration is considered 
from the general point of view only. It is our intention later to publish a number of 
studies on certain special aspects of public health, which will supply further and more 
detailed information on these different aspects. 


In publishing the general studies, we have been greatly helped by the generous 
financial aid given by the International Health Bureau of the Rockefeller Foundation. 


HEALTH SECTION OF THE SECRETARIAT 
OF THE LEAGUE OF NATIONS. 


Geneva, February 1926. 


THE PUBLIC HEALTH SERVICES OF BULGARIA 


GENERAL ADMINISTRATION OF BULGARIA. 


The Government consists of the Head of the State, the representatives of the 
people and the Cabinet. The Head of the State is the King (Tsar). The representatives 
of the people, who are elected every four years, each deputy representing 20,000 
inhabitants, constitute the National Assembly (Sobranje). The Cabinet is composed 
of ten ministers. 

Bulgaria is divided into 16 provinces, 82 districts and 2,391 communes, of which 
82 are urban and 2,299 rural, the total number of settlements being 5,652. 

Each province is administered by a prefect, appointed by the Ministry of the Interior 
and assisted by a provincial council and a provincial committee. The districts are 
administered by sub-prefects. At the head of each commune is amayor, whois assisted by 
one or more deputies elected by the municipal council ; the council 1s elected by 
‘the inhabitants. Questions of interest to the municipality may be submitted to a 
referendum at the demand of at least one-sixth of the electors. Sofia possesses a special 
communal organisation. 


Division OF POWERS. 


The legislative power is in the hands of the Crown and the National Assembly. The 
Government generally draws up laws and takes the initiative in matters of reform. 
‘Bills are laid before the National Assembly by the minister of the department respon- 
sible for their promulgation. Private members may also introduce bills, which must, 
however, have been signed by a quarter of the representatives in the National Assembly. 
The legislative bodies of the communes are the communal boards. These boards must 
not, however, issue regulations which are at variance with the national laws. 
The executive power is in the hands of the Crown, the ministers and the Cabinet. 
Ministers issue executive regulations under the laws passed by the National Assembly ; 
these regulations must be sanctioned by royal decree. Ministers cannot promulgate new 
laws or amend, add to, orreplace existing ones. In exceptional circumstances, and subject 
to a decision by the Cabinet, the Crown may publish decrees having the force of law. 
The prefects, assisted by the provincial councils, are the highest representatives of 
the executive power in the provinces. They may issue orders, which must not, however, 
_ exceed the scope of the national laws. The powers of sub-prefects are purely administrative. 
In the communes, the executive power is represented by the mayors, whose orders 
have the force of law. 
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ORGANISATION OF PUBLIC HEALTH SERVICES. 


The public health organisation consists of a central administration, namely, the 
Directorate of Public Health, and local administrations. 


I. THe DIrReEcToORATE oF PusBLic HEALTH. 


This forms part of the Ministry of the Interior. It is almost autonomous, however, 
and its Director has wide powers and maintains direct relations with the other Ninistrigat 
The Directorate of Public Health sees that health laws and regulations are properly 
applied, watches public health in general and reports onit every year; organises campaigns 


against epidemics, inspects pharmacies and public health institutions, and supervises: 


the exercise of the medical and allied professions. 
The Directorate is divided into five departments, viz. : 


1. Public health ; 

2. Infectious diseases ; 
3. Hospitals, ete. ; 

4. Pharmaceutics ; 

5. Financial services. 


The following also come under the control of the Directorate : The Chemical Insti- 
tute (Public Health Department), the Bacteriological and Public Health Institutes (Infec- 
tious Diseases Department), the Central Depot of Pharmaceutical | and a 
Health Material (Pharmaceutical Department). 


The heads of departments act as chief inspectors of their respective departments. j 


They have assistant. chiefs and subordinate staffs under their orders. 


1. Public REY Department. 
Its functions are the following : 
(a) Urban sanitation (water-supply, drainage, etc.) ; 


(b) Reclamation of marsh-land, conservancy of waterways, land drainage, etc. 
(c) Medical inspection of schools, prisons, factories and hospitals ; 


(d) Preparation and application of hygienic regulations in regard to streets _ 


and public institutions ; 
(e) Inspection of food ie ieee 
({) Preparation of building schemes proposed by the Directorate. 


The head of the Public Health Department is a doctor of medicine ; he is assisted 
by an engineer and an architect. 
ame nfectious Diseases Department. 
This department has the following duties : 


(a) It watches the spread of infectious diseases and epidemics in neighbour- 
ing countries ; ; 


(b) It supervises the epidemiological condition of the country ; 

(c) It sees that laws, regulations and circulars relating to campaigns against 
infectious diseases are properly observed, and supervises the services in 
operation at public health stations on land and sea frontiers ; 

(d) It submits proposals for the erection of frontier medical stations, bacte- 
riological stations, isolation and disinfection centres, etc. ; 

(e) It supervises the operation of the disinfection services and supplies them 
with staff ; 

(f) It recruits bacteriological and epidemiological specialists ; 

* —s (g) ‘It inspects institutes of bacteriology and hygiene, and the depots of serums, 
vaccines, medicaments and disinfecting material necessary to combat 
infectious diseases. | 

The head of the Infectious Diseases Department is a doctor of medicine. He is 
assisted by an epidemiological specialist (who also acts as chief of the epidemiological 
staff of the Public Health Directorate), a chief medical inspector for malaria, and an 
inspector for tuberculosis and venereal disease. He has also under his orders a subordi- 
nate staff and an engineer to operate disinfecting appliances. The malaria inspectorate, 
however, though forming part of the Infectious Diseases Department, is, in practice, 
very largely independent. 

. 3. Hospital Department. 

The duties of this department are as follows : 

“i (a) \t deals with the administration and working of hospitals, sanatoria, etc.; 

(b) It supplies material and appliances to these establishments, and also to 
quarantine stations, ambulances, etc. 


‘ 


It is directed by a chief medical officer. 


4. Pharmaceutical Department. 
The Pharmaceutical Department has the following functions : 
(a) It inspects pharmaceutical depots and State pharmacies ; 
(b) It supplies them with medicaments, bandages, disinfecting material, 
disinfectants, etc. ; 
(c) It controls, jointly with the malaria inspectorate, the quinine monopoly ; 
(d) It issues licences to chemists (private, communal and State dispensaries) 
and wholesale chemists, supervises their professional activities, and. also 
the quality and price of the articles they supply to the public ; 
(e) It settles questions connected with the importation of medicaments. 
The pharmaceutical division is directed by a chief chemist, who has under him a 
deputy chief ; both are qualified chemists. 


5. Financial Services Department. 


The duties of this department are as follows : 
(a) It prepares the budgets of the Directorate of Public Health, afte 
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consultation with the Director of Public Health, the heads of departments, 
and the General Medical Council ; 
(b) It examines requests for credits submitted by the heads of departments. 


The Financial Services Department is under the direction of a head of department, 
assisted by eight comptrollers, representing the Ministry of Finance, and by subor- 
dinate staff. , 

There is also attached to the Directorate of Public Health a medical statistician, who 
collects and arranges the data supplied in the annual reports of provincial medical 
officers and the periodical and special reports sent in by the various health authorities. 


I]. Advisory ORGANISATIONS OF THE PuBLIC HEALTH DIRECTORATE. 


The General Medical Council consists of ten members, viz., the Director of Public 
Health, the Chief of the Army Medical Service, the President of the Bulgarian Medical 
Association, six doctors, and one member chosen from among the judges of the Courts 
of Appeal or Cassation. 

The functions of the General Medical Council are as follows : 


1. It examines and discusses draft health laws and regulations ; 

2. It has to approve the budgets of the Health Directorate and the health 
budgets of provinces and large towns ; 

3. It takes suitable steps to prevent the entry into the country of persons 
suffering from infectious diseases, and to prevent persons suffering from 
endemic diseases from moving from one part of the country to another ; 

4. It draws up the official pharmacopceia and fixes the prices of medicaments f 

9. Its approval has to be secured for the opening of new pharmacies or the 
closing of existing ones, and for the opening of private hospitals or sanatoria ; 

6. It analyses mineral waters ; 

7. It holds the qualifying examinations for doctors, pharmacists, dentists 
and midwives ; it supervises the exercise of the medical and pharmaceu- 
tical professions, obstetrics, dentistry, etc., and settles questions relating 
to professional secrecy ; 

8. It settles disputes in regard to doctors’ fees. 


The Council meets twice a week, and also holds special meetings when necessary. 
Its decisions become executory on approval by the Minister of the Interior and Public 
Health. ; 

Attached to the Council is a Pharmaceutical Committee, composed of the head 
of the Pharmaceutical Department of the Health Directorate and two chemists. This 
Committee attends meetings of the General Medical Council when it is deeling with | 
pharmaceutical questions. : 


III. Locat Hearn AUTHORITIES. 


Bulgaria is divided for public health purposes into sixteen provinces, corresponding 
to the administrative provinces, and directed by provincial medical officers. Each 
province is subdivided into medical districts, but these are more numerous (they 3 


; 
: 


sea fs eas 


numbered 126 in 1923) than the administrative districts. There is a district medical 
officer at the head of each medical district. These districts, in their turn, are subdivided 
into medical sections (numbering 456), under the direction of “ feldshers’’. There are 
local health authorities in the provinces, districts and communes, which have public 
health councils. 


1. Provincial Health Services. 


Each health province has two health services : (a) the State health service and 
(b) the provincial council health service. 


(a) The State Provincial Health Service supervises the application of health regulations 
and provisions and watches the state of public health in the province. It is directed 
by the provincial medical officer, who has authority over the district and municipal 
medical officers ‘and all health institutions in the province. The provincial medical 
officer has to make two annual inspections of all the services placed in his charge, and 
also of private dispensaries and wholesale chemists’stores. He examines, jointly with the 
prefects, the health budgets of rural communes, and submits to the public health council 
of the province the health budgets of the provincial councils and urban communes. 

(b) Health Service of Provincial Councils. — The provincial councils assist the 
Government in the protection of public health ; they provide in their budgets special 
credits for increasing the public health personnel, opening and maintaining hospitals, 
homes, etc., and distributing medicaments to the poor free of charge. The appointment 
of the health personnel of provincial councils is subject to the approval of the Directorate 
of Public Health, and this personnel has the same rights and obligations as those of the 
Government service. 


2. Health Services of Medical Districts. 


These services are under the direction of the district medical officers, who are them- 
selves under the orders of the medical officer of the province. The district medical 
officer watches health conditions in populous centres and gives orders for any necessary 
improvements ; he investigates the causes of any prevalent diseases and the outbreak 
and spread of infectious diseases, arranges the measures to be taken against them, and 
organises health propaganda. He sees that health regulations and orders are properly 
observed, supervises the exercise of the medical profession, and inspects all the services 
under his charge at least twice a year; he has also to make any special inspections which 
may be required. Further, he examines poor persons free of charge at dispensaries and 
also at his own office. When asked to visit patients elsewhere than at the dispensary or 
his office, however, he is entitled to charge a fee. He sends in reports of his inspections 
to the medical officer of the province. 


3. Health Services of Medical Sections. 


The “‘feldshers” who are in charge of these services act as auxiliaries tothe medical 


- officers, and must carry out any instructions given them by the latter. They have to 


make tours of inspection of their sections twice monthly. Their duties consist in seeing 
that streets, fountains, wells and public premises are kept in a proper state of 


ee 
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cleanliness, and in preventing the formation of swamps, ponds or pools of stagnant 
water, etc. They have power to report offenders. ihe: 


4. Communal Health Services. 


Every commune with a population of over 4,000 possesses a communal health Service, 
directed by a communal medical officer. The larger communes have several such officers, 
as well as veterinary surgeons, ‘“‘ feldshers”’, midwives, health inspectors, disinfecting 
staffs, ete. 

The communal health service sees that the health regulations are properly applied, 
supervises the exercise of the medical profession, inspects the sanitation of streets, markets, 
restaurants, hotels, private dwellings, public buildings, prisons, workshops and. provision 
shops, and also inspects foodstuffs. It organises precautions against infectious diseases, 
examines prostitutes twice weekly, organises free medical services for the poor at 
communal dispensaries or in the patients’ homes, and supervises school hygiene. 


TV. ORGANISATIONS WHICH ARE CONSULTED BY THE LOCAL HEALTH AUTHORITIES. 


Every province, district or commune to which a medical officer is attached has 
a health council. 

The provincial health councils consist of fourteen members, the prefect being ex 
officio chairman and the provincial medical officer vice-chairman. These councils 
must also include three other doctors, an engineer, an architect, a veterinary surgeon, 
a judge, the inspector of schools, and the mayor of the capital of the province. 

District health councils consist of eleven members, and communal health councils 
of six members. These councils supervise public health in their respective areas, and also 
the water-supply, drainage, reclamation of marsh-land, sale of foodstuffs and sanitation 
of private dwellings. They take measures to put down epidemics and organise the 
public medical relief services. 

The decisions of district and communal health councils have to be passed by the 
provincial health councils, whose decisions are in turn subject to the approval of the 
General Medical Council. They are empowered to impose fines of from 250 to 625 levas. 
The health councils are summoned once a month by the medical officer of the province, 
district or commune, as the case may be ; special meetings are also held when necessary. 


V. Frontier HEALTH Service, 


The Bulgarian frontier is divided into quarantine sectors under medical officers, 
There are three permanent sectors, Burgas and Varna on the Black Sea and Seilengrad on 
the Greek frontier on the Constantinople-Sofia-Western Europe railway route. Other 
quarantine sectors are formed at different points as and when circumstances require. 

There are health surveillance stations in the smaller ports and at all points where 
railways or roads cross the Bulgarian frontier. The medical officers in charge of 
quarantine sectors are assisted by health inspectors (‘‘ feldshers ’’), health police and 
disinfection staffs. Under the Quarantine Regulations (1904), the quarantine officials in» 
charge of health surveillance stations should be qualified doctors, but owing to thelack of | 
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doctors these posts are at present filled by ‘feldshers”. When an outbreak of infectious 
disease is declared in a neighbouring country, these surveillance stations are closed ; the 
medical officer in charge of the quarantine sector carries out a medical inspection of 
shipping, examines passengers, issues bills of health, and sees that the health regulations 
are properly observed. Quarantine officials have the same powers and duties, except 
that they cannot issue bills of health. 


VI. AUXILIARY CHARITABLE ORGANISATIONS. 


4. The Bulgarian Red Cross Society, founded in 1883, has, since March 1884, belonged 
to the International League of Red Cross Societies. It carried out its duties, so far as 
its resources allowed, during the Balkan wars and the world war. At present there are 
only four branches of this Society in existence. 

The aim of the Society is the improvement of the national health by means of health 
propaganda, the introduction of the system of visiting nurses, etc. Owing to lack of funds, 
however, it has not yet been able to carry these schemes into practice. It publishes a 
journal in Bulgarian, entitled The Health Review, which carries on health propaganda. 
It has an up-to-date hospital with 80 beds at Sofia, and since 1900 has also possessed a 
training school for nurses. 

2. The Bulgarian Anti-T uberculosis Society watches the spread of this disease in 
Bulgaria, organises anti-tuberculosis propaganda, founds school colonies for children who 
are predisposed to tuberculosis, and opens anti-tuberculosis dispensaries. It obtains 
funds by means of members’ subscriptions and by gifts in money and in kind from the 
Government, the provinces, communes, private associations, etc. It has a central com- 
mittee and sections at Sofia, Stara-Zagora, Svogje, Pleona and Trnoga. 

The health organisation of Bulgaria is based on the principle of centralisation. Its 
public health legislation, however, which dates from 1909, has not kept pace with the 
development of medical science, and no longer meets present-day requirements. Four 
official schemes of health legislation have been drafted in the course of the last ten years, 
but have never been passed by the National Assembly owing to political developments 
since 1912, and a new bill is now in course of preparation. 


HEALTH PERSONNEL. 


4, Doctors. 


At the time of Bulgaria’s emancipation there were barely twenty Bulgarian doctors 
in the country. Accordingly, foreign doctors had to be called in to carry on the national 
health services. The Government and certain provinces and communes offered scholar- 
ships to enable Bulgarian students to study medicine or complete their studies abroad, 
‘and by 1914 the number of doctors had risen to 728, there being thus one doctor to every 
5,958 inhabitants — a very low proportion compared with that of other countries. 
The lack of doctors was most acutely felt during the world war. The Government 
took this problem actively in hand, however, and in 1918 a Faculty of Medicine was 
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established at Sofia under the auspices of the Ministry of Education. This Faculty 
admits 85 men and 15 women Bulgarian students every year, besides 15 Russians, the 
students being chosen from. the most successful matriculation candidates. The course 
of study lasts six years, the curriculum being as follows : 


First year : Chemistry, physics, botany, zoology and anatomy. 

Second year: Anatomy, physiology, histology, embryology and physical chemistry 

Third year : General pathology, pathological anatomy, bacteriology, srcloes 
internal pathology, surgery and pharmacognosy. 

Fourth year : Children’s diseases, pharmacology, medical clinic, surgical alinid 
obstetrics and gynecology. 

Fifth year : Medical clinic, infantile clinic, surgical clinic, dermatological ane 
venereal clinic, nervous and psychical disorders. 

Sixth year: This year is devoted to practical work in medical, surgical 
obstetric, ophthalmic, pediatrical and dermatological clinics. 


Students are examined annually. The Faculty of Medicine comprises 19 professors 
and five lecturers. At the end of 1923, four students had obtained the medical doctor’s 
degree in the Faculty of Sofia, and there were in the whole country 908 qualified 
Bulgarian doctors. Of these, 66 obtained their State diploma in 1923. There are alse 
some 200 refugee Russian doctors, of whom 107 are in the various branches of the Publie 
Health Directorate. A quarter of all the doctors in Bulgaria live at Sofia, where there 
is one doctor for every 750 or 800 inhabitants. There are very few doctors in private 
practice in the rural centres of population. Inhabitants of country districts generally 
have to go to the district medical officer for treatment. 


Under the Public Health Protection Law, all candidates for the medical profession, 
except those holding the medical diploma of the Faculty of Sofia, must pass a State 
examination. Candidates for the State examination must be Bulgarian subjects and 
must hold the matriculation certificate of a Bulgarian secondary school and also a medical 
degree. The State examination is conducted by a board of three members of the General 
Medical Council specially appointed by that body for each examination. The syllabus 
of the examination is prescribed in the State Examination Regulations (1904) regarding 
the qualifications for the right to practise as doctor, chemist, dentist, or midwife in 
Bulgaria. The State examination consists of a written test, namely, a thesis on legal 
medicine and a thesis on the clinical branches, and also a clinical examination, the 
candidate being required to examine three patients, form a diagnosis and prognosis ol 
their cases, and prescribe the necessary treatment. 


Public medical officers must also possess certain special qualifications. The Director 
of Public Health, for example, is appointed by royal decree, being selected from those 
doctors who have been practising for at least ten years and are well known for their work 
in connection with the health administration. The medical officers in charge of quaran- 
tine sectors are chosen from among officials who have already had several years’ admi- 
nistrative experience and are acquainted with the principal foreign languages. No 
special qualifications are required for district malaria inspectorships. The Secretary 
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of the Directorate of Public Health must be a doctor or ‘“‘feldsher”’ of marked 
administrative ability. 

The public health duties of medical officers are defined by the Public Health 
Protection Law and the Regulations regarding the Powers and Duties of Medical 
Practitioners (1904). ; 

On the outbreak of an epidemic, or in case of emergency, the Government calls 
upon private medical practitioners to occupy temporary paid posts in the public health 
services. Doctors are required to attend women during confinement, poisoning and 
accident cases, and all cases involving grave danger. Doctors must notify the authorities 
of any casesof infectious diseases and must take all necessary measures of isolation and 
disinfection. 

Before the recent wars, the Directorate of Public Health had organised six-months 

finishing courses at the Alexander Hospital, Sofia, and used to send a number of doctors, 
selected by competitive examination, to foreign countries for two years’ post-graduate 
work. Since the restoration of peace, however, the Directorate has temporarily been 
obliged, owing to lack of funds, to give up the finishing courses, and also to discontinue 
its travelling scholarships. Public medical officers receive a monthly salary varying from 
2,500 to 4,500 levas, inclusive of cost-of-living allowance. This salary constitutes practi- 
cally their entire income, as their duties take up nearly all their time. Seeing that since 
the war the cost of living has increased forty times, whereas the wages of subordinate 
officials have only increased about twenty-two times, and the salaries of higher officials 
nine times, it will be realised that the position of Government officials in Bulgaria consti- 
tutes one of the most serious social problems with which the country is faced. 

The incomes of doctors are lower than those of members of any of the other liberal 
professions — lawyers, engineers, etc. — and consequently great difficulty is experienced 
in recruiting officials for the public health services. 

In addition to the difficulties already mentioned, there is the uncertainty of tenure 
attached to posts in the health administration, these officials being always at the mercy of 
political vicissitudes. 

F. The State Officials Law allows civilian officials the right to combine in defence of 
their professional interests, and Bulgarian doctors have formed a Bulgarian Medical 
Association, the objects of which are to create a link between its members, to endeavour 
to improve their general position, to help doctors in straitened circumstances, and to 
carry on health propaganda. The Association has a relief fund and publishes a monthly 
journal, entitled Archives of the Bulgarian Medical Association. It has 625 members. 


2. Dentists. 


In 1888 there were only two dentists in Bulgaria. Since then, however, young 
Bulgarians have been going abroad to study dentistry, and at the end of 1923 thenumber 
of dentists established in Bulgaria was 217, or one dentist to every 22,400 inhabitants. 

Dentists have to pass a State examination, which is open to candidates who hold a 
certificate showing that they have received a secondary education and have obtained 
a dentist’s diploma. The examination is held by a board of three members, two of whom 
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must be members of the General Medical Council, the third being a dentist nominated 
by that body. The examination consists of written, oral and practical tests. Dentists 
are not allowed to treat other affections than those in which they have specialised, or to 
act as anesthetists. There is an Odontological Association, which protects the 
professional interests of dentists, its organ being the Odontological Review; there is also 
a Surgeon-Dentists’ Association. f 


3. Chemists. 

At the end of 1923, there were in Bulgaria 68 State drug dispensaries attached to 
hospitals, 18 communal dispensaries and 191 private dispensaries. The law requires 
that dispensaries and wholesale chemists’ stores shall be kept by qualified chemists of © 
Bulgarian nationality, who may, however, also employ dispensers. Chemists have to pass 
a State examination, which is open to candidates holding a matriculation certificate, ~ 
a dispenser’s diploma, and a chemist’s diploma. The examination is held by a board 
consisting of two doctors, who must be members of the General Medical Council, a 
pharmacist, who must be a member of the Pharmaceutical Commission, and a 
pharmaceutical chemist. The examination consists of written, oral and practical tests. 

Candidates for the dispenser’s diploma must hold a matriculation certificate and al 
certificate showing that the holder has had at least two years’ training in a dispensary. | 

Private dispensaries are operated under licence. Licences are granted to communes 
(to which preference is always given) and to qualified chemists of Bulgarian nationality — 
who have worked for at least four years in a State, provincial or communal dispensary. 

Drug stores are stores where medicaments, chemical products and appliances are 
sold wholesale. Licences are required for these also, subject to the same conditions as | 
those applicable to dispensaries. At the end of 1923, there were twenty-four such 
wholesale chemists’ stores in Bulgaria. | 4 

Doctors are forbidden to prepare or sell medicines unless they live more than ten 
kilometers from a dispensary. The official pharmacopceia is the Russian Pharmacopeeia | 
No. VI, but chemists are allowed to use medicines from other pharmacopoeias when 
prescribed by a doctor. The prices of medicines, bandages, etc., are fixed by the 
General Medical Council. | 

At the end of 1923, there were in Bulgaria 346 chemists, of whom 21 were employed at 
State dispensaries, 19 at communal dispensaries, and 275 at private dispensaries. The 
number of dispensers at that time was 625, of whom 43 were employed at State dispen- 
saries and 582 at communal or private dispensaries. There is no University Faculty of 
Pharmacy in Bulgaria. 


4. Midwives. 1 
The first school of midwifery was founded in Sofia in 1895. The courses were | 
originally arranged to last three years, but this period was afterwards reduced to two, 
and recently single-year courses were instituted for midwives desiring to practise in| 
country districts. . 
In 1924, the number of licensed midwives in urban districts was 549, and in country . 


districts 286. In 1914, the total number was only 292. Midwifery candidates must pass 
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a State examination if they have not studied in Bulgaria. In order to be eligsble for 
this examination, candidates must hold a diploma showing that they have taken a course 
at a school of midwifery recognised by the General Medical Council, and entitling them 
to practise in the country where they completed their studies. The examinations are 
held by a board consisting of two members of the General Medical Council and the Director 
of the Sofia Maternity Institute. A special syllabus of the examination is issued. 
Midwives can be called upon at any hour of the day or night. They are forbidden to 
operate or to procure abortion, and they are required to keep a register of normal and 
abortive births. 


5. Feldshers. 


Feldshers were introduced into the public health service owing to the shortage of 
civilian and military doctors, and are intended to do their work when doctors are not 
available. 
The feldsher acts as an assistant to a doctor and has to carry out the doctor’s orders. 
During the period between the emancipation of Bulgaria and the end of the world 
war, some 15 courses were arranged for civil and military feldshers. The period of study 
was originally fixed at three years, and candidates were required to have received a 
secondary education. Subsequently, however, the courses were shortened to two years. 
Under the Public Health Protection Law the rank of feldsher was granted to persons 
who passed the State examination after having successfully completed their courses at 
a feldshers’ college, or who passed (before 1909) through a military feldshers’ college. 
This law was amended in 1921, and now all non-commissioned officers of the medical 
corps can be graded as feldshers, and all privates of the medical corps are eligible to 
take the State examination. The number of feldshers was 468 at the end of 1914, but 
by the end of 1923 the number had risen to 1,735, of whom 696 were in the public 
health service. After ten years in the service of the State, or of a province or commune, a 
feldsher has the right to practise medicine in country districts where there is no 
medical officer or section feldsher. | 


6. Public Health Inspectors. 


Public health inspectors act as assistants to communal medical officers. Every 
commune of more than 4,000 inhabitants must have at least one public health inspector. 
Their duties consist in seeing that public and private buildings are kept in a proper state 
of cleanliness, inspecting foodstuffs, arranging for the isolation of cases of infectious disease 
which are being treated at home, and preparing lists of persons requiring vaccination or 
re-vaccination. Privates in the army medical corps may become public health inspectors 
on passing an examination. As a rule, the duties of public health inspection are 
performed by feldshers. 


7. Nurses. 


The first school for nurses was founded in 1900 by the Bulgarian Red Cross, and was 
the first nurses’ school in the Balkan Peninsula. The course originally lasted one year, 
but was afterwards lengthened to a year and a-half, and, recently, to two years. In order 
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to be admitted to this school, candidates must have passed through the sixth class at 
a secondary school (tenth educational year). The school is classed as a special middle 
school. Between April Ist, 1900, and July 31st, 1924, 289 nurses completed their studies — 
there. There are only 158 nurses employed in Bulgaria, of whom 110 are Bulgarians and_ 
48 Russians. The grade of nurse is granted to any woman who has successfully com- 
pleted the course at a nurses’ school recognised by the General Medical Council as- a 
special middle school. The duties of nurses are defined by the regulations issued in 
1924. Nurses have a Florence Nightingale Association, which publishes a journal Mae 
Thought. 
The subordinate health personnel (feldshers, midwives, nurses and administrative — 
staff) have combined to form an association entitled the “ Medical and Veterinary ae 
Union ”, founded in 1884. This association aims at protecting the general and pro-" 
fessional interests of its members. At present it has a membership of 2,818, of whom 
1,609 are medical feldshers, 396 veterinary feldshers, and 602 midwives. It has an 
organ, The Cry of Health, and also issues a popular journal called Medical Thought. 


MEDICAL RELIEF ae j 


After the emancipation of Bulgaria, the medical officers of the public health services 
had to provide medical attendance for the population generally, as the private medical — 
practitioners in the country had fallen into discredit. In order to induce people to avail © 
themselves of the services of doctors, the State provided medical attendance free of 
charge. The army exercised a considerable influence in this direction, and since the 
war the services of doctors have been widely used. The medical relief service provides : 


1. Consultations at dispensaries ; 
2. Hospital treatment ; 

3. Attendance at home ; 

4, Free medicine. 


Consultations are given at fixed hours at dispensaries, hospitals and district or 
communal medical offices. The feldshers of the various health areas give first aid 
wherever accidents or outbreaks of infectious disease occur, and either send patients to 
the dispensary or have them examined by a doctor in their own homes. Patients in 
good circumstances are charged for treatment and are sent to first-class hospitals. 
Patients are examined free of charge at district medical officers’ dispensaries and 

second- and third-class hospitals. All patients who cannot be treated at home or have to be 
isolated are admitted to hospital. Cases of plague, cholera, smallpox, leprosy, typhus, 
relapsing fever, enteric, dysentery, scarlet fever, diphtheria, erysipelas, puerperal fever, 
malignant pustules and venereal diseases are treated free of charge if the patients declare 
themselves unable to pay. State officials, Bulgarians and foreigners who are seriously 
ill are treated free of charge, if sent to a dispensary or hospital by the health authorities. 
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Nationals of countries with which Bulgaria has concluded special conventions for the 
‘purpose are treated free of charge on presenting certificates of indigence issued by their 
‘consulates. Bulgaria has concluded such conventions with the Kingdom of the Serbs, 
Croats and Slovenes, Czechoslovakia, Roumania and Italy. | 

Communal doctors are bound to give their services to women during and after 
confinement. 

Infectious patients and all State officials can obtain medicine free of charge from 
the dispensaries where they were examined. 

In 1923, 161,271 patients were examined at the dispensaries of State hospitals ; 
843,526 at district medical officers’ dispensaries ; 300,125 at communal dispensaries ; 
74,682 at other dispensaries ; making a total of 1,389,604 patients examined. 

In 1923, 76,486 patients were treated at the State hospitals. The total number of 
days’ hospital treatment given was 1,296,797, and the average number of days’ 
treatment per patient was 17. The number of surgical operations performed in 1923 
was 18,000. 


HEALTH INSURANCE. 


Health insurance for the workers was introduced in Bulgaria on March 31st, 1905, by 
the “ Law regarding Relief Funds for Workers in Public Undertakings ”’. 

On July 4st, 1924, all previous legislation was superseded by the Social Insurance 
Law, whereby all workers were insured in respect of accidents, sickness, maternity, 
disablement and old age. State officials also benefit under the State Officials’ 
Pensions Law. | 

Insurance is compulsory for workers, employees, small artisans, agriculturists, 
persons engaged in trade, and all persons exercising the liberal professions, but is optional 
for State employees. Accident insurance premiums for workers and employees are paid 
by the masters, but premiums for sickness, maternity, disablement and old-age insurance 
are paid in equal shares by the insured, theemployerandtheState. The amount payable 
is proportionate to the wages of the insured. For a daily wage of 15 levas, each of the 
three parties pays 6 levas per week ; for a wage of 16-30 levas, 8 levas ; for a wage of 31-40 
levas, 10 levas ; for 46-60 levas, 12 levas, and for over 60 levas, 16 levas per week. These 
sums constitute a fund called the Social Insurance Fund, from which all insurance 
payments are made. Every worker of either sex must have a personal health insurance 
card ; this is issued by the communes free of charge after a medical examination by the 
communal doctor, and certifies that the holder is fit for work. It 1s handed over to the 
employer, who returns it to the worker when he leaves hisemployment. In case of illness, 
the person insured is entitled to nine months’ medical treatment per year, and in case of 
accident he is given treatment until cured. During the whole period of his illness he 
receives an allowance proportionate to his wages and varying in amount according to 
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whether he is treated at home or in hospital. If he is not cured in nine months, he” 
receives thereafter the allowance he would draw if treated at home. % 

In the event of an accident involving permanent disablement, the insured receives — 
a pension proportionate to his wages at the time of the accident. In the case of death, 
the surviving dependents receive a pension proportionate to the insured’s wages at the” 
time when he was taken ill or met with his accident. 

Sick persons are treated in State hospitals and sanatoria. The Social Insurance Fund | 
is sufficiently large to allow of the erection of a hospital, sanatorium and dispensary.” 
Any qualified doctor can practise under the social insurance scheme, and patients are 
free to choose their own doctors. The supervision of diagnoses is carried out by medical ) 
inspectors in the insurance service, and the supervision of the supply of pharmaceutical 4 
products is entrusted to a chemist also in that service. 2 


The following table gives a survey of the income and expenditure of the Social Insur- ; 
ance Fund and the contributions made between 1919 and 1923: q 


Pisa Receipts 
Insured eee . 
Workers ee rte Interest Contributions Receipts from 
Year | (Male and ORE! spite h i 
: on Capital By Masters | By Workers | By the State Other Sources 
Female) : : 
Levas 
1919 34,720 | 4,632,904 267,699 928,280 738,388 | 4,000,000 | 614,118 
1920 62,364 5,066,028 404,606 1,543,649 1,449,837 1,000,000 492,076 
1924 97,546 9,466,528 569,427 2,349,944 Zrooo ee 4,000,000 612,690 
1922 112,242 | 13,166,528 748,086 2,756,980 2,640,659 4,000,000 596,867 
1923 125,680 | 16,656,526 872,640 2,920,567 2,926,067 4,000,000 783,725 
Expenditure Pensions at end of Year. 
Relief Disablement Other Paid to Insured Paid to Surviving 
Year in Person. Dependents. 
Accident Thineds Pensions. Expenditure ~ = 
3S Payments Ss Payments 
= = ae 
Levas 5 Levas 3 Levas 
38,885 512,302 Falayeyt 326,374 Ah 15,648 89 50,530 
77,012 1,016,041 92,756 82,250 66 18,930 | 103 56,629 
99,502 4,909,796 113,756 522,619 89 58,800 | 117 83,689 
298,833 Byori ya) . 270,082 786,702 | 1419 101,200 | 132 86,905 
375,058 6,968,010 313,064 702,234 | 161 151,600 | 153 117,385 
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HOSPITALS, ETC. 


There were 108 hospitals and similar establishments open during the year 1923, the 
total mumber of beds being 6,686, or one bed to 750 inhabitants. There are 85 public 
hospitals (84 State and one communal), four hospitals belonging to charitable societies, 
and 19 private hospitals. Of the State hospitals, 14 are ranked first-class, 17 second-class 
and 47 third-class, whilst six are hospitals for special purposes. 

The first-class hospitals are in the towns of Sofia, Burgas, Varna, Shumla, Rustchuk, 
Trnova, Plevna, Lovech, Vratza, Vidin, Kustendil, Philippopolis, Stara-Zagora, and 
Slivno. These hospitals include 17 wards for internal diseases (two clinics), 14 surgical 
wards (two clinics), five obstetrical and gynecological wards, seven wards for skin and 
venereal diseases (one clinic), two ophthalmic wards (one clinic), one oto-rhino-laryngeal 
clinic, four ophthalmo-oto-rhino-laryngeal wards, two psychiatrical wards, one child- 
welfare department, five tuberculosis wards and one infectious diseases ward at Sofia. 

The number of beds in the various first-class hospitals varies between 80 and 300, the 
total number in these hospitals being 3,610. 

The medical staffs of first-class hospitals consist of the following : 


A medical director ; Chemists ; 

Medical heads of departments ; Dispensers ; 
Assistant doctors, first class ; ‘¢ Feldshers ”’ ; 

Assistant doctors, second class ; Nurses. 


Voluntary assistant doctors ; 


At the head of each department is a doctor, who has under him assistants, 
“ feldshers ’’, etc. The director is responsible for the working of the hospital as a whole 
and for the technical operation of his own department. First-class hospitals also have 
dispensaries. 

The principal hospital in Bulgaria is the Alexander Hospital at Sofia, which was 
founded in 1879 and was established in 1884 in the five main blocks which it still occupies. 
It possesses twenty-six buildings and has fifteen departments, seven of which are used as 
university clinics pending the erection of special buildings. There are 1,200 beds. In 

4923 the hospital staff was composed as follows : 


PP RHOSROLSP eo de ie as ahs Ry pest eaten, heveke ele Hees 14 
AGREED es aap pie ee een ik 3 Klin a RC been nant 41 
Pe ipaidsassistants. Peat. wa we ete hea Ros Sach oles 8 
PEACEOL SS eel ak RP Te: aah SOON oo Cie sir cee” Tabet 33 
EC aOTS: Papeete, eee se ad Peet ceje ta ae 21 
Nurses Pee Par aE Nee, LL DRE oan nay atau ies eee oe ee 56 
Subordinate employees .. .. «+ +e ee te ot 368 
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The seventeen second-class hospitals are situated in the chief towns of districts. 
They have from twenty to a hundred beds each, the total number of beds being 780. 

The staffs of these hospitals consist of two doctors, one being entitled the director and 
the other the assistant medical officer. 

Both these doctors treat the patients in the hospital and also those who come to the 
dispensaries for consultations. . 

The forty-seven third-class hospitals are situated in small towns and large villages. 
They have from ten to twenty beds each, the total number of beds being 670. They take 
persons suffering from infectious or other serious diseases, and they also provide out- 
treatment at their dispensaries. 

The third-class hospitals are under the charge of the district medical officers 
assisted by the hospital doctors. 

These three classes of hospitals are maintained by the State. 

There are the following special hospitals : 


? 


The Sofia Maternity Home, with 134 beds (clinic) ; 


Two sanatoria for pulmonary tuberculosis (one at Iskretz, with 100 beds, 


and one at Troian, with 50 beds) ; 
A sanatorium for surgical tuberculosis, near Varna, with 170 beds ; 


cf 
Two lunatic asylums for incurables, with 330 beds. 


In all, there are 784 beds in the special hospitals. The average cost of a day’s treat- ~ 


ment in hospital is estimated at 75 levas. 
There are also : 


A communal hospital, with 40 beds, at Rustchuk ; 
Nineteen private hospitals, with a total of 400 beds ; 
Four hospitals belonging to charitable societies, with a total of 402 beds. 


Under the Public Health Protection Law, any person who can offer sufficient guarantees 
can obtain permission from the Ministry of the Interior to open a hospital. Private 
hospitals must be under the charge of a qualified doctor, and their regulations must 
be approved by the General Medical Council, Private hospitals are placed under the 
supervision of the local authorities, and are not allowed to admit patients suffering from 
acute infectious diseases. 

The hospital service is divided into the medical branch, which is under the supervision 
of the Public Health Directorate, and the administrative branch, which is supervised by 
the departmental medical officers. The only institutions which are under the immediate 
control of the Public Health Directorate itself are the Alexander Hospital, the Sofia 
Maternity Home, and the Sanatoria at Iskretz and Varna. 


The first- and second-class hospitals have a medical board which deals with medical 
and scientific questions, uhe administration of the hospital service, etc. Any provincial — 


or district medical officer or private practitioner is eligible, if he wishes, to join this board. - 
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MEASURES AGAINST INFECTIOUS DISEASES. 


I. GENERAL MEASURES. 


The Government, provincial councils and communes are all actively engaged in 
preventing and putting down infectious diseases. 

The Government — that is to say, the Public Health Directorate — prepares public 
health laws, regulations and orders, sees that they are enforced, and takes steps to 
protect the country against the importation of tropical diseases. The provincial councils 
and communes assist the Government in this work, and keep a register of cases of infec- 
tious diseases which are notified in their respective areas. 


4, Health Measures at Frontiers. 


Under the International Health Convention of Paris (1912), which was ratified by the 
Bulgarian National Assembly in 1922, the signatory States must notify each other, through 
the diplomatic or consular officials in their respective capitals — or, in their default, by 
telegram — of the first verified cases of plague, cholera or yellow fever. 

Before the war the Bulgarian Public Health Directorate received such information 
through the Ministry of Foreign Affairs, but it now receives it direct, by telegram, from 
the Bulgarian diplomatic or consular officials in other countries. Generally speaking, the 
Convention of Paris is not yet observed very strictly, and the machinery of the epidemio- 
logical information service does not work as smoothly as might be wished. Moreover, 
although the Directorate of Public Health receives twenty-three periodical health reports 
and bulletins from foreign countries, these generally reach Sofia too late to be of use. 

Bulgaria has concluded a special convention with the Kingdom of the Serbs, 
Croats and Slovenes for the purpose of organising a direct epidemiological intelligence 
exchange service between the heads of the health administrations. 

This special convention— which is based on the principles of the International Health 
Convention of Paris — has been signed and ratified by both Governments, and will come 
into force shortly. Since it was signed, the Bulgarian and Serb-Croat-Slovene health 
administrations have regularly exchanged epidemiological intelligence. The first verified 
cases of plague, cholera or yellow fever are notified by telegram, and cases of typhus, 
relapsing fever, enteric fever, dysentery, influenza, encephalitis lethargica, epidemic 
cerebro-spinal meningitis, and polyo-encephalitis are notified by post without delay. 
Immediate notification is given whenever an area is declared infected or free of infection. 
Conterminous provinces exchange bulletins weekly (or every ten days in Bulgaria) 
regarding notifiable infectious diseases. All notifications of infectious diseases, whether 
by telegraph or by post, are sent free of charge. 

As the only information generally transmitted from Constantinople through the 
diplomatic channel is the notification of first cases of notifiable diseases, the medical 
officers in charge of the frontier stations at Burgas and Varna have to notify Sofia by 
telegram of all fresh cases occurring at Constantinople of which they may learn from the 
bills of health of vessels arriving from that city. 
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Owing to her geographical situation, Bulgaria is exposed to attack by plague, 
cholera, smallpox and typhus from the East — Russia, Turkey, Greece, Syria, Palestine, 
Egypt, etc. — where there are numerous centres of these diseases. ; 

The measures prescribed by the International Health Convention of Paris are applied 
in Bulgaria to passengers, luggage, goods, vessels, railway rolling-stock, ete. Traffic 
between Bulgaria and the Kingdom Ae the Serbs, Croats and Slovenes will shortly be 
brought under the provisions of the special convention concluded between the two kingdoms, 
The maritime health service is subject to the Regulations regarding Quarantine, Cane 
Medical Officers and the Health Service in Black Sea Ports (1904). Special measures. 
against plague on land frontiers are provided for (Instructions for the Health Service on 
Land Frontiers in the Case of a Threatened Outbreak of Plague, 1924). According to 
the Regulations regarding the Surveillance of Passengers arriving from Countries which 
“aie been declared Infected (1924), any passenger coming from such a country is given 

‘health passport” on arrival in Bulgaria. His ordinary passport is sent to the local 
“anti authorities of his place of destination, and is returned to him at the end of the 
period fixed for surveillance. ; 

There are four quarantine stations in Bulgaria, situated respectively at Varna, 
Burgas, Svilengrad and Rustchuk ; five health surveillance stations on the Black Sea ; one 
surveillance station on the Dobrudja frontier, one on the Danube, three on the Serb- 


Croat-Slovene frontier, and three on the Greek frontier. 


The Varna Quarantine Station comprises the office of the post medical officer and a: 
lazaret ; it also possesses a Clayton apparatus. The office of the port medical officer is on 
the aan: of the port authority, which also contain a bacteriological laboratory and 
an office for the subordinate staff. The lazaret is situated on the opposite coast of the Ba 
of Varna, and consists of a disinfection station, an isolation building for the sick, three 
isolation buildings for passengers under observation, a depot and a kitchen. 

The disinfection station is equipped with farina and delousing plant which can 
deal with twenty-four persons in an hour, including their personal effects. The lazaret of 
the Varna Quarantine Station is not, however, adequate for present requirements ; a 
reconstruction scheme has been prepared, but unfortunately.the financial situation of the 
country renders it impracticable. 

The port of Varna is open to all vessels, whether infected, suspected or free of infood 
tion. The Varna Quarantine Station is a very important one, not merely for Bulgaria, 
Roumania and the Kingdom of the Serbs, Croats and Slovenes, but for the whole of 
Central Europe. 


The Burgas Quarantine Station comprises the office of the medical officer, which is on 
the premises of the port authority, and a lazaret established on the opposite coast of th 
Bay of Burgas. The lazaret is constructed in accordance with the specifications of the 
International Convention of 1903 ; it has four wings, which are at present occupied by 
refugees from Thrace. The disinfection station has been turned into a school. 

Since the summer of 1924, vessels which are free from infection but have come from 
infected areas may call at Burgas. 
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The deratisation of vessels is carried out by means of Dutsch stoves, and passengers’ 
personal effects are disinfected by the disinfection station of the State Hospital at Burgas, 
pending the completion of the port disinfection station. 

The Svilengrad Quarantine Station consists of a disinfection building and five wooden 
huts. It was begun in 1914, but, unfortunately, owing to lack of funds, has never been 
finished ; it has still no permanent disinfection apparatus and no shower-baths. The 
buildings are very large and can accommodate several train-loads of passengers at once. 

It has as yet no buildings for isolation or for administrative purposes, and no housing 
accommodation for the staff, latrines, drainage, or ring-fence. 

The Syilengrad Quarantine Station is a very important one, not only for Bulgaria and 
the neighbouring countries but also for Western Europe. 

The Rustchuk Quarantine Station is intended for passengers from the Lower Danube 
(Russia and Roumania). It has a lazaret, which is situated five kilometers to the east of 
the port and includes a disinfection station and a number of buildings constructed 
according to the specifications of the International Convention of 1903. 

The lazaret was partially demolished in 1918 by the armies of occupation, and is, 
moreover, situated at some distance from the port, so that it is no longer adequate to 
meet present-day requirements. The Directorate of Public Health is contemplating the 
erection of another lazaret between the port of Rustchuk and the State Hospital, but 
owing to lack of funds it is impossible to say when this scheme will be carried out. 

! The Rustchuk Quarantine Station is only open at times when Russia or Roumania 
is declared to be an infected area. 

The following table gives a survey of the work of the quarantine stations at Burgas, 
Varna and Rustchuk : 
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2. Notification of Infectious Diseases. 


The compulsory notification of infectious diseases is one of the most important of 
the anti-epidemic measures, in that it allows the health authorities to take in time the 
necessary steps for the isolation of the patients. Unhappily, the notification regulations 
are not always complied with, and, despite the severity of the penalties enforced against 
persons guilty of neglect in this respéct, a large number of cases escape the notice of the 
health authorities. It still happens that doctors and feldshers conceal cases of infectious 
diseases for fear of losing clients. : 

In the capital and large centres, the population is accustomed to have recourse to the 
doctor whenever a case of infectious disease is suspected. In the small towns and villages, 
on the other hand, the inhabitants frequently conceal such cases and neglect to call in a 
doctor for fear that isolation measures might curtail the patient’s liberty and that disin- 
fection might damage his personal effects. Health propaganda will do much to induce 
the population to notify all cases of infectious disease. Notification is made free of charge. 


3. Searching out of Cases of Infectious Diseases. 


Head masters and school-teachers render valuable assistance in tracing infectious: 
diseases. They are even frequently in a position to draw attention to unknown foci. 
In schools which do not possess a school doctor, the school teacher is bound to question 
pupils every day regarding the causes of absence of their fellow-pupils. If he has grounds 
for suspecting that the cause of absence is an infectious disease, he makes a list of the 
names, christian names and addresses of the absent pupils and the nature of the disease 
suspected. This list is forwarded by the mayor to the district medical officer or to the 
communal medical officer. The mayor also forwards in writing to the feldsher of the 
section all information given by. the school teachers. As soon as the district medical officer 
receives information of the existence of an infectious disease in his district, he despatches 
the section feldsher, who verifies the case, takes all necessary measures for isolating the 
patient, traces any foci of infection which may exist in the neighbourhood, prescribes the 
necessary health measures, and forwards a report of his visit to the district medical officer. 
Should the feldsher receive direct information of a case of infectious disease, it is his duty 
to investigate the case at once on the spot and to inform the district medical officer. 

District medical officers visit all villages in which the feidshers have reported even a 
single case of the following infectious diseases : 


Plague ; Relapsing fever ; Cerebro-spinal meningitis ; < 

Cholera ; Enteric fever ; Dysentery ; | 
Smallpox ; - Scarlet fever ; Measles ; . 4 
Typhus ; Diphtheria ; | 


or an outbreak of whooping-cough or mumps. 
The feldsher himself takes the necessary measures with regard to other notifiable 
diseases. : . 
The district medical officer draws up his report in three copies on a special form. 


The first copy is sent to the commune, the second to the provincial medical officer and 
the third is filed in his archives. 
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A fourth copy will henceforth be despatched to the Infectious Diseases Department 
at the same time as the reports sent in every ten days. 

The provincial medical officer visits, examines and treats patients suffering from 
infectious diseases, investigates the causes of the disease and its dissemination, and gives 
the inhabitants all necessary instructions for taking proper care of the patients and pre- 
venting the disease from spreading. It is the duty of sub-prefects and mayors to help him 
to enforce the application of the prescribed measures. If the disease should assume the 
character of an epidemic, it is the duty of the doctor to visit the village at least once a week. 

In cases of infectious disease, the duties and responsibilities of the communal medical 
officers are the same as those of the provincial medical officers. 


4, Diagnosis of Infectious Diseases. 


It is essential that the diagnosis should be established at an early stage to allow of 
effective measures being taken against any infectious disease. Where the diagnosis of 
plague, cholera, typhus or relapsing fever is doubtful, the district medical officer must 
at once take the necessary steps for a bacteriological examination ; in cases of enteric 
fever, diphtheria and cerebro-spinal meningitis, where doubt may exist, examination 
by one of the State Institutes is optional. | 
Bacteriological and serological examinations are carried out by the State Institute of 
Bacteriology and the State Health Institute at Sofia, and by the communal bacterio- 
logical laboratories at Plovdiv and Choumen. Special regulations govern the taking 
and despatch of all matter to be examined. The Health Institute undertakes. all 
analyses for the provinces north of the Balkans and the Institute of Bacteriology for 
the provinces south of the Balkans. These institutes inform the sender by telegram 
of the results of their analyses. Bacteriological and serological examinations are made 
free of charge for medical officers, but must be paid for by private practitioners unless 
these latter despatch the matter to be examined through the medical officer. 

The State Institute of Bacteriology at Sofia was founded in 1894 and acted first 
of all as a centre for the production of vaccines; an anti-rabies service was added in 
1897, and since 1898 this Institute has also prepared anti-diphtheria serum. The 
Health Institute at Sofia was founded in 1908. 

The table below shows the number of bacteriological and serological examinations 
carried out by the Institute of Bacteriology from 1920 to 1923 : 


Other Exa- 
Years. Widal. Wasserm. | Weinberg.| B. Koch. | Malaria. : : Total. 
minations. 


1920 861 450 10) 21 ae 207 1,633 
1924 713 612 4] 161 954 236 2,750 
1922 ; 794 812 64 484 608 315 3,037 
1923 824 725 ae 502 453 524 3,125 


- The Health Institute at Sofia carried out 733 bacteriological and serological exami- 
nations in 1922 and 311 in 1923. 
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5. Isolation of Patients suffering from Infectious Diseases. 


It is the duty of all communal and provincial medical officers to isolate all patients 
suffering from infectious diseases that are compulsorily notifiable ; in the towns the police 
and in the country districts the communal authorities see that the instructions regarding 
isolation laid down by the medical officer are properly carried out. Patients may be 
isolated either in hospital or at their own homes. 

Isolation in hospital is compulsory for the following diseases : 


1. Plague ; 

2. Cholera ; 

3. Smallpox ; 

4. Typhus ; 

5. Relapsing fever. 


In view of the difficulty of enforcing sufficiently stringent isolation measures to 
prevent the patient, his personal effects, or those around him from spreading the disease, 
hospital isolation is frequently made compulsory for the following diseases : 


6. Enteric fever ; 
7. Scarlet fever ; 
8. Diphtheria. 


Patients suffering from : 


9. Cerebro-spinal meningitis ; 
10. Dysentery ; 

11. Measles ; 

12. German measles ; 

13. Chickenpox ; 

14. Erysipelas ; 

15. Mumps ; 

16. Whooping-cough ; 

17. Puerperal fever ; 

18. Malignant pustules, 


are isolated in their homes until completely convalescent and all danger of infection 
is over. 
Persons employed in public establishments, such as hotels, inns, boarding-houses, 
cafés, bakeries, dairies, butchers’ shops, ieirdhester® shops, schools, etc., are in all cases 
subjected to isolation in hospital ; so are all persons dwelling in hobula inns or boarding- 
houses. Should there not be sufficient room in the hospitals, the health authorities 
organise temporary hospitals. Isolation is enforced until all danger of spreading the 
infection has disappeared — that is to say : 


In the case of cholera, until the pathogenic germs have disappeared from 
the patient’s stool ; 

In the case at smallpox, until the Beng eae se of all desquamation ; 
that is to say, for at least 40 days ; 
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In the case of typhus, from 21 to 30 days ; 

In the case of cerebro-spinal meningitis, 6 weeks ; 

In the case of enteric fever, 30 days ; 

In the case of dysentery, 8 days ; 

In the case of scarlet fever, until disappearance of all desquamation ; that 
is to say, for at least 40 days. 

In the case of diphtheria, 15 days ; 

In the case of measles, 14 days. 


When the patient is isolated in his own home, persons coming into contact with the 
patient are forbidden to go out to their work until the sickness is over. Isolation 
measures are applied to the entire dwelling occupied by the patient. If the patient 
occupies a house of two stories, each story having two separate flats, only the flat 
belonging to the patient and its occupants is subjected to isolation measures. When 
two flats are situated on the same floor, possessing a common corridor, kitchen or 
closet, all the inhabitants of that floor are isolated. The persons who are isolated may 
not receive visitors from the outside, and their personal effects may not be taken away 
before they have been disinfected. The health authorities affix a notice at the entrance 
to every infected house stating that it is forbidden to enter the house, and the 
administrative authorities place aman on guard (a gendarme in the towns and a watchman 
in the villages), who forbids access to everybody excepting the medical staff in charge 
of the case. If one of the isolated persons desires to leave the infected dwelling in order 
to pursue his occupation or to fetch provisions for the other isolated persons, he can 
obtain permission from the health authorities after submitting to disinfection and to a 
period of observation equal to the period of incubation of the disease, but he may not 
return to the isolated dwelling. .No permission of this kind may be given to school- 
children, school-teachers or priests. 


In cases of measles, dysentery, whooping-cough, mumps or cerebro-spinal menin- 
gitis, children not infected may continue to attend school after a period of observation 
equal to the period of incubation, if they can be maintained strictly isolated from the 
patients. 

The following are the periods of observation : 


From two to seven days in the case of plague ; 

Five days in the case of cholera ; 

From twelve to fourteen days in the case of smallpox ; 
From ten to twelve days in the case of typhus ; 

From twelve to fifteen days in the case of enteric fever ; 
From four to six days in the case of scarlet fever ; 

From two to four days in the case of diphtheria. 


Should a family become destitute on account of the isolation measures to which its 
members may have been subjected, the health authorities must advise the administra- 
tive authorities, who, after making enquiries, will provide for the necessary relief. 


_ 
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Vaccination against smallpox alone is compulsory. The health service has never 
theless frequently prescribed vaccination against other diseases. The population readih 
accepts vaccination and, in fact, frequently asks for it. The State Institute of Bacterio 
logy at Sofia prepares the five serums most usually employed in Bulgaria : 

Anti-diphtheria ; 
Anti-tetanus ; 
Anti-streptococcus ; 
Anti-dysentery ; 

- Anti-meningococcus. 


The Health Institute keeps twenty horses for the preparation of the sera. 
The table below shows the number of tubes and phials of sera prepared during th 
last four vears : 


Serum 1920 1921 1922 


de ANU pupieriagen s5 m2 2 Shetek 14,720 14,634 14,714 
DR UMeATUA-GeLamilsies wate tr akte ss os he 6,323 6,324 8,034 
Se ADU VBCILELY 5.5 tice oi eo 3,184 1,656 2,153 
Ay) ANtIAstreplococcus <..4 Se... 2,650 2,912 2,273 
5.) Anti-meningococcus 0.20.04... .. 44h 331 609 


CObaby- aye er, snes et 27,321 25,866 27,783 


The Bacteriological Institute further prepares the following vaccines : 
Anti-typhus ; 
Anti-cholera ; 
Anti-streptostaphylococcus ; and 
Gonococcus serum. 
It also prepares cultures from the typhus murin. 
The Health Institute possesses an anti-plague section, which prepares anti-plague 
vaccines and serum. . 
Sera are distributed free of charge, except to persons of means. Of 35,665 phials 
distributed, only 3,648 were paid for. : 
The sera and vaccines prepared by the State Institute of Bacteriology at Sofia are 
delivered to the public by the Institute itself. Stocks are kept in the provinces by the 
chemists, hospitals and dispensaries. As the Drugs Act does not allow any profit to 
be made on the sale of these sera, the chemists sell sera and vaccines imported from 
abroad. Chemists and drug stores are allowed to import and sell all kinds of sera, vaccines 
and biological preparations subject to the approval of the General Medical Council. 
Each consignment is verified by the Institute of Bacteriology at Sofia, and every phial 
or tube must display a label indicating the name of the establishment where it was 
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prepared, the name of the drug, the date of its preparation and its efficacy and also the 

‘quantity of microbes it contains. Sera and vaccines more than six months old are 
destroyed. Further, every phial or tube not furnished with the regulation label is also 
destroyed. 


7. Disinfection, Disinsectisation, Deratisation. 


Disinfection has now become the object of special attention on the part of the 
Bulgarian health authorities. It is compulsory for the following diseases : 


Plague ; Scarlet fever ; 

Cholera ; Diphtheria ; 

Smallpox ; Cerebro-spinal meningitis ; 
Typhus ; Dysentery ; 

Relapsing fever ; Measles. 


Enteric fever ; 


Should the doctor in charge of the case, the patient’s friends, relations or attendants, 
the heads of public establishments, mayors or health authorities express the wish, 
‘disinfection may also be carried out in the case of diseases notification of which is not 
compulsory. Disinfection is carried out during and upon the termination of the disease. 
It is carried out free of charge in the case of the poor, the expenses being payable by the 
municipality in the towns, and by the provincial councils or by the State in the villages. 
_ Persons of means, moreover, only pay for the ingredients employed in the disinfection. 
The communal, district and provincial medical officers and hospital doctors are respon- 
sible for the application of disinfection measures in the case of the following diseases : 


Plague ; Searlet fever ; 

Cholera ; Diphtheria ; 

Smallpox ; Cerebro-spinal meningitis ; 
Typhus ; Dysentery ; 

Relapsing fever ; Measles. 


Enteric fever ; 


In cases of German measles, chickenpox, erysipelas, puerperal fever, mumps, whooping- 
cough and malignant pustules, the disinfection is carried out by the persons looking 
after the patient under the supervision of the feldshers. 

Special instructions regarding disinfection were published in 1915 by the Directorate 
of Public Health. Towns of over 15,000 inhabitants must possess a steam disinfecting 
apparatus. Towns of over5,000 inhabitants must possess an apparatus for disinfecting by 
means of formol. These apparatus, which before the war years were rare, even in towns 
of over 15,000 inhabitants, were unknown in the smaller towns. At the present time all 
disinfecting appliances manufactured in Bulgaria or imported must be accompanied by a 
certificate from the Directorate of Public Health. The Health Institute at Sofia is respon- 
sible for verifying the working of these appliances. No apparatus may be used before it has 
been examined. At the end of 1923, the Directorate of Public Health had at its disposal 
202 steam disinfecting apparatus, of which 178 were portable and 24 fixed installations. 
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Of the portable apparatus, 88 were in good condition and 62 needed repair. Of the 
fixed installations, 12 were in good condition and 12 needed repair. Two squads of expert 
mechanics are available for carrying out repairs on the spot. 

The State possesses only 17 disinfection stations, of which three are attached to the 
frontier health stations, 12 to the first-class hospitals and two to the second-class 
hospitals. A few communes also possess disinfection stations. 

There is still a lack of experienced disinfecting staff. It is composed at present of 
a few disinfectors, who were employed during the last war, and for the rest of persons 
who possess no technical knowledge and have no experience in the handling of the 
complicated steam plants. 

Special compensation is provided for effects damaged by disinfection. Damages are 
estimated by a Commission composed of representatives of the financial services, the health 
authorities and communes. The State pays compensation for effects damaged by the 
frontier health stations ; the communes pay compensation for effects damaged by urban 
disinfecting installations, and in the case of those damaged by the rural disinfecting 
apparatus the cost of compensation is shared equally by the provincial councils and the 
communal funds. 

8. Anti-epidemic Staff. 

Each sanitary province possesses a squad composed of a doctor and a technical 
expert, with one or more assistants for the operation of the disinfecting plants. The 
Directorate of Public Health has at its disposal an anti-epidemic staff for the application 
of measures against plague, cholera and infectious diseases of an epidemic nature. This 
staff is composed of a doctor specialising in epidemiology, a bacteriologist and a specialist 
in internal diseases, several ‘“‘feldschers”’, a technical expert for disinfection, a treasurer 
and a certain number of subordinate employees. With the exception of the chief official, 
whose appointment is subject to a special decision, the whole of this staff is recruited, 
in case of necessity, from amongst the staffs of the institutes or hospitals. The anti- 
epidemic squads take measures to trace and isolate the patients, place suspected cases under 
observation, take charge of cases, issue instructions and advice to the population, give 
preventive vaccination and carry out disinfection during and at the termination of the 
disease. Each squad possesses all material necessary for organising the anti-epidemic 
campaign on the spot. Where one squad is not sufficient for the needs of a province, 
the Directorate of Public Health despatches one or more squads from the neighbouring 
provinces. In 1923, the Directorate of Public Health had at its disposal ten sanitary 
squads and two provinces possessed their own squads. The results obtained by these 
anti-epidemic squads were most satisfactory. 


9. Burial Regulations. 
No burial can take place without the permission of the health authorities, which are’ 
responsible for verifying the causes of death. When death is due to an infeetiont disease, 
access to the death chamber is forbidden, except to the near relatives of the deceased, : 
and transport of the body to the churches is also prohibited. The funeral service is held 
in the cemetery. The transport of the body from the death chamber to the cemetery is 


} 
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_ effected in a closed coffin after due disinfection. Transport of the body from one commune 
to another is only permitted if the body is placed in a hermetically sealed metal coffin. 
If death was not due to an infectious disease, the body is transported in a metal coffin 
after previous disinfection. The body must be wrapped in a sheet dipped in a liquid 
disinfectant and placed in a hermetically sealed coffin for transport from one district to 
another within a province. Embalming is compulsory for the transport of a corpse 
from one province to another or beyond the frontiers of Bulgaria and, moreover, a 
hermetically sealed coffin of lead or zinc enclosed in wood is essential. 

A body may not be sent from one province to another or beyond the frontiers of 
Bulgaria without a passport issued by the sub-prefect or mayor upon previous notice 
from the provincial medical officer. Burial must take place in a cemetery, except in the 
eases of ecclesiastics or lay persons to whom their country may desire to pay special honour 
and who may therefore be buried in the churches, mosques and synagogues. Cemeteries 
must be situated at least 500 meters from the town and 200 meters from the villages, 
surrounded by a wall and planted with trees. Graves must be 2 meters long by 80 centi- 
meters wide by 1.50 meter deep. The distance between two graves must be 50 centimeters 
laterally and 60 centimeters lengthways. Grave concessions cover a period of ten years. 
Exhumation and transport of dead bodies is subject to the permission of the General 
Medical Council. Such authority is only given after three years if death was due to an 
infectious disease. Exhumations are governed by special regulations and come’ under 
the control of the local health authorities. 


Il. CAMPAIGN AGAINST SpeEciFic INFECTIOUS DISEASES. 
1. Plague. 


Plague was unknown in Bulgaria until January 26th, 1924, when two cases— imported 
by aship from Syria— were reported at Varna. Thanks to energetic prophylactic measures, 
the disease did not spread. Prophylaxis against plague is organised on the sea frontiers 
in accordance with the provisions of the Paris International Convention of 1912. Special 
measures are taken by the sanitary service on the land frontiers in case of a threat of 
plague. The prophylactic measures include : 


Destruction of rats in the ships and in the ports ; 
Isolation of plague patients in hospital ; 
Preventive vaccination of the staff of the quarantine stations and of the railways. 


In case of a threat of plague, the campaign for the destruction of rats is carried on 
throughout the country. 


Be Cholera. 


Situated between Russia and Turkey, Bulgaria is constantly threatened with cholera. 
In 1896, for example, a few cases of cholera were reported at the quarantine station of 
Toutrakan amongst the Bulgarian agricultural labourers who migrate to Southern Russia 
in spring and return to Bulgariain the autumn. In 1910, after the Turkish manceuvres 
at Adrianople, the soldiers from Anatolia brought cholera with them into Eastern Thrace 
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and into Macedonia, where it spread amongst the civil population. Three cases were 
reported at that time at Varna and two at Tatar-Pazardjik. In 1911, 32 sporadic cases, 
48 of which were fatal, were notified in several towns in Bulgaria. In 1912, the Bulgarian 
Army, which was in pursuit of the Turkish Army, was held up at Tchataldja by cholera, 
which was raging in a violent form amongst the Turks. New cases of cholera were 
reported in 1913, brought by the Turkish prisoners and disbanded Bulgarian soldiers. 
Happily the disease did not spread. An extraordinarily violent outbreak of cholera 
occurred amongst the Roumanian Army of Occupation in Bulgaria. After the departure 
of this Army and the return of the Bulgarian Army, which had also come in contact with 
this disease in Macedonia, an epidemic affecting several thousands of people broke out. 
in the country. 

During the war the retreating Russian Army carried cholera to the Dobrudja. Many 
cases were reported amongst the Bulgarian soldiers occupying the district and amongst the 
civilian population. Thanks to the energetic measures taken (rapid tracing of the early 
cases and vaccination of the Bulgarian Army), the disease did not become epidemic. 
During October, November and December 1916, the field hospitals in the Dobrudja treated 
8,456 cholera cases, of which 116 were fatal. There have been no cases of cholera in 
Bulgaria since 1916. 

The prophylactic measures adopted against this disease are in accordance with the 
provisions of the International Sanitary Convention of 1912. Further, all suspected cases: 
are notified, isolated in hospital and submitted to a bacteriological examination ; all 
persons coming into contact with the patients are vaccinated. 


3. Smallpox. 


Owing to the introduction of compulsory vaccination, this disease has become very 
rarein Bulgaria A fewlocal outbreaks have beenreported during and since the great war : 


8,746 cases in 1949 24 cases in 1922 
SVE eh eee RSA 20... Spite eas 
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During the last few years, moreover, the cases reported occurred mainly amongst 
the refugees and the Turkish population, many of whom succeed in evading vaccination. 
Anti-smallpox vaccination was introduced into Bulgaria in 1845 by Sultan Mahmud. 
Human serum was employed under Turkish rule. . 
At the present time, all children are vaccinated before they attain the age of one 
year. The first re-vaccination takes place before the age of seven and the second before 
theageof 20. During an outbreak, vaccination is compulsory for everybody who has not 
been vaccinated within the previous three years, with the exception of those who have 
already had the disease or who are over 45 years of age. Vaccination is carried out by 
doctors, ‘‘ feldschers ’’ and midwives. 
A certificate is handed by the vaccinator to everybody who has been successfully 
vaccinated or re-vaccinated. The presentation of this certificate is compulsory for all 
pupils who wish to attend school. During their tours of inspection, provincial medical 


officers verify the application of the vaccination regulations. . 
| 
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The vaccine is prepared by the State Institute of Bacteriology at Sofia. The table 
below gives a summary of the vaccinations carried out during the years 1920 to 1923 : 


Vaccinations. Re-vaccinations. 


ie ay Number of 
. Positive Results. Positive Results. Tubes 
Number of Number of 


prepared. 


Persons Persons 


Vaccinated. Number. % Vaccinated. Number. 


1920 123,036 111,548 93.31 151,995 80,712 63.0 27,739 


2924 93,962 93,962 92.5 60,897 39,748 45.0 23,003 
1922 ° 128,649 113,249 86.9 89,035 54,577 61.0 20,863 
1923 55,4014 54,622 93:9 42,951 24,473 56.0 19,972 


All persons living in a house where a case of smallpox has been reported or in its imme- 
diate neighbourhood must he vaccinated or re-vaccinated. If amongst such persons 
there is a pupil attending school, all the pupils of that school must. be vaccinated or 
_re-vaccinated. 


4. Typhus. pak en ; re shares 

Typhus was imported into Bulgaria at the beginning of the war by the Serbian 
prisoners from Macedonia released in Bulgaria by the Austrians, and has been reported 
in all the districts inhabited by these prisoners. One hundred and thirty-four cases 
were notified, of which 38 were fatal. 

After the entry of Bulgaria into the war a fresh outbreak occurred, again imported 
by the Serbian prisoners. The Greeks who were interned also introduced this disease 
into certain districts in Bulgaria after the occupation of Macedonia, where it was raging, 
The Roumanian and Russian prisoners also helped to spread it in Bulgaria. | 

The table below shows the mortality, case fatality and morbidity of typhus 
between 1914 and 1923 : 


Morbidity. Mortality. eer 
ramber, | #2#2 227 80.000]  Xuaner, [RANE OE 10009] soe 100 Cases 
134 0.276 38, 0.078 98.3 
371 0.753 34 0.069 9.16 
670 1,339 89 0.178 13.30 
6,697 13.320 7164 1.519 11.44 
4,276 8.381 520 1.012 12.15 
5674 11.340 726 1.450 13.42 
3,185 6.601 376 0.781 12.86 
874 1.790 99 0.210 11.54 
488 0.980 68 0.140 14.68 
LAS 0.832 54 0.103 12.83 


vv ee 4,74 277 0.56 13.96 
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5. Relapsing Fever. 


Relapsing fever was reported in Thrace in 1912 and at Boulair in 1913, and appeared 
amongst the population of Nevrokop in1914. Serbian soldiers from Macedonia, disbanded 
in Bulgaria by the Austrians at the beginning of the war, brought relapsing fever with 
them (410 cases). The disease was reported amongst the prisoners and later amongst 
the Russian refugees settled in Bulgaria. The measures enforced against typhus and 
relapsing fever are isolation in hospital and disinsectisation of the patients. All persons 
who have been in contact with the patients are subjected to the same measures and placed 
under observation for three weeks in the case of typhus and two weeks in the case of 
relapsing fever. Disinsectisation is repeated every five days during the period of obser- 
vation. When the disease becomes epidemic, disinsectisation of the whole population 
and of all dwellings is ordered. 


6. Enteric Fever. 


The table below gives a summary of the spread of enteric fever in Bulgaria : 


Number Rate per 10,000 Number Rate per 10,000] Case Fatality 
of Cases ; : 100 Cases 
reported. Inhabitants. of Deaths. Inhabitants. per ases 


4,192 8.39 54l 1.09 
3,080 6.38 324 0.68 
1,915 3.93 222 0.46 
2,867 5.77 304 0.64 
2,799 5.63 0.66 


2.971 6.04 0.69 


The provinces of Plevna, Rustchuk, Trnovaand Sofia have been most seriously affected 
by enteric fever between 1919 and 1923. This disease increases regularly in intensity in © 
autumn, when the heavy rains wash fecal matter into the rivers. The water in the springs, — 
pipes, wells and rivers thus becomes contaminated. The water in the wells is frequently 
contaminated by the vessels brought by the inhabitants from their homes to lower into 
the wells. The habit of washing the linen and clothes of patients near the wells, springs 
and fountains is also a frequent cause of the contamination of water. Milk is often conta- — 
minated by the water which the peasants add to it on the way. Natural ice, which ~ 
often comes from contaminated rivers, is also a source of infection. 

Enteric fever occurs frequently in the poorer districts. The lack of education in — 
matters of health, the fact that the inhabitants do not wash their hands before meals and 
that they still often eat by dipping their fingers into the dish, together with swarms of flies, — 
help to spread the disease. 

Patients are isolated in the hospitals or in their homes. 
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The use of every suspected spring is forbidden until it has been submitted to a 
bacteriological examination. If the examination yields a positive result, disinfection is 
applied and the whole population of the district is vaccinated. Disinfection continues 
until the disease has disappeared. 


7. Scarlet Fever. 


Scarlet fever is widespread in Bulgaria. The following table shows the morbidity, 
mortality and case fatality per 100 cases between 1905 and 1925 : 


SS SS SS SR SS A SS SS SSE NER SS A SSE SESS SSRE SEP SERS SES ERLE SERRE SES WAT SATIN ETE SSE 


Morbidity. Mortality. 
Peaks. Case Fatality 
Number, Rate Per 10,000] amber, [Rate per 10,000 toon 100) Cases): 
Inhabitants. ' TInhabitants. 
Os hic, ae 8s cag, SER 2174 5.24 415 1.01 19.19 
te leet. oe ee 3 6,355 {5.41 1,160 2.82 18.25 
CLUS Sotey Aha aan a 5,474 13.08 1,055 pB aye} 19,27 
ES CaN ear 5,093 42.02 1,060 2.50 20.81 
MeO A Axe sis 4,799 ATAG 934 2.16 19,36 
eM SS, 2,130 4.88 362 0.83 16.99 
OSs a a 1,624 3.66 256 0.58 5,70 
SE? ata a 2,720 6.05 Ee ie ay 1.09 18,12 
OL ES ea 6,923 14.26 1,235 2.55 17.85 
OU 3,440 6.98 577° (ey 16.77 
OT 4,092 8.18 699 1.40 — 17.08 
eI S, ko. eek Bl3t 10.24 903 . 1.80 17.60 
oS 2,435 4.79 519 4.02 Diot 
JO a 3,113 6.23 552. 1.10 14.49 
A ee ee 4,398 9.11 760 A558 18.76 
SS 6,062 42.45 1,184 2.43 19.53 
2 7,196 14.49 4 Ad 2.45 16.98 
0 en 15.595 31.40 2,935 5.91 18.68 


Between 1906 and 1922 the average number of cases was 4,930 per annum. During 
certain years scarlet fever became epidemic ; for example : 


In 1907, 6,355 cases were reported (15.4 per thousand) ; 
In 1914, 6 923 AS ae 19 (14. 26 ” ” es ? 
£7 1923.15,585 __,, i ~ (31.4 ,, state 


The yearly average of deaths due to scarlet fever during those years was 869. 

In 1923, the mortality due to scarlet fever was 2.08 times greater than in 1922. This 
disease increases as autumn approaches and decreases in spring ; it rarely occurs during 
the summer months. 
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The following table shows the monthly distribution of the incidence of scarlet fever 
during the last three years : ; 


Months. 

Years. 
I II LOL IV V VI VII VII Ix x pe he ae 
———— | a : ] 
1924 425 | 393 | 421 | 288 | 366 | 340| 288 330 5A4 809 | 1,070 | 848 | 6,062 
4922 500 3334290") 204 )' 248). 2541" 337 507 810 | 1,197 | 4,297 ered | 
cases| 750] 661! 593 | 521 | 700 | 648 | 824 | 1,096 | 1,954 |-2,403 | 3,145 |- 2,323) 15,585: 
2 , 
uve ae Lath | Rate il 20g) | 4.00 | 4.44 | 4.30 | 1.65: 2.20] 3.93 | 4.84, 628] 4.68] 31.407 


The high case fatality of scarlet fever is explained by the fact that it was impossible 
to isolate the patients.or secure proper treatment for them and also by the ignorance of 
the rural population. In 1923, scarlet fever was prevalent in a more severe form in the 
country districts than in the towns ; one case amongst the children in a school was suffi- 
cient for the infection to spread to all the children in the village. Although scarlet fever 
principally attacks children, adults were by no means immune. | 2 

The misery which ensued after the war, the insufficient food and the lack of proper 
housing created favourable conditions for the development of infectious diseases. . 


8. Measles. 


Measles is one of the most widespread diseases. It occurs generally in a mild form, 
but severe cases have nevertheless been reported. . 


9. Diphtheria. 


Diphtheria is very prevalent and is considered the most fatal disease. It has been 
reduced to a great extent since the introduction of anti-diphtheria serum and it can now 
be considered a sporadic disease. It is most prevalent in the month of December. 


10. Influenza. é | 
. j 

Influenza assumed at the end of the war the character of a real pandemic and has 
continued to claim a number of victims for several years. In 1921, 20,896 cases were 


reported, of which 258 were fatal. } 
, 
11. Rabies. 7 


Rabies, a disease which is endemic in Bulgaria amongst domestic and wild animals, 
assumed -the character of an epizootic after the war. The number of persons bitter 
increases every year. The annual average number of deaths from rabies is between 15 
and 20. The following table shows the number of cases treated by the anti-rabies 
section of the State Institute of Bacteriology at Sofia during the years 1920, 1921, 1922 
and 1923. 


Bitten by: 1920 1921 1922 1923 
es | ————__———— 

OE OE es re eee 1,02 1,788 2,481 SIS 
SS ee one ee ve hs: 30 [400 101% 
RECS 9 ee eee 45 10 25 3 
Beatie ek es Oe ag en a 8 ot ar — 2 14 
| OVRGR) CS) ope aS 14 6 13 af 
ek Aa —- — 5 a 
Donkeys op UE aes 17 7 Spt 16 
TRG: 00 2 Sa dg a — — 4 — 
Bimemeand: DULaAlOeS .. a. fj ee sense ta! — — 43 4A 
Bee cs. -, 8) od cuneate oy. meres 109 — — 
ae ice hte _— — it 4) 
6 LS OIE Se See oe — a 1 fi 
DE ES Far ea ie ee para a 18 66 26 36 
eta oy lat NC a aR ee re aera ey — — 6 2 

atl ke oie eters 4,112 2,016 25190 3,429 


In 1923, 1,600 peasants and 1,829 urban dwellers were bitten by animals suffering 
from rabies. It is estimated that this disease caused the country a loss of 15,000,000 
levas in 1923 alone. 

The organisation of the campaign against rabies has been entrusted to the Veterinary 
Service of the Ministry of Agriculture. As soon as a zone has been declared infected or 
suspect, the muzzling of all dogs becomes compulsory. They must be kept on the chain 
at home and are only allowed in the streets on a lead. All rabid animals, or animals 
which have come into contact with rabid animals, are killed ; suspect herbivorous animals 
are placed under observation for three months. Persons infected or suspected of being 
infected are sent to the State Institute of Bacteriology at Sofia, which is the only anti- 
rabies institute in the country. . | 

Moreover, efforts are being made to reduce the number of dogs by making it compul- 
sory for every dog to wear a collar and medal, by heavy taxes on luxury dogs and by 
killing all stray dogs. 


Ill. PREVENTIVE MEASURES AGAINST INFECTIOUS DISEASES IN ScHOOLS. 


School-teachers are obliged to examine their pupils ; any pupil who is suffering from 
an infectious disease is immediately sent away from school, as also his brothers and 
sisters, should the school doctor considerit necessary. The school-teacher notifies the local 
health authorities, who disinfect the school. Any pupil who has a high temperature is 
sent home or, if he lives at the school, is isolated. Every boarding school must have one 
or more isolation wards. When a pupil is sent away from school on account of sickness, 
the head master warns his parents of the danger of infection and indicates what 
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prophylactic measures should be taken. A pupil returning to school after convalescence 
must submit a medical certificate stating that he has kept his room for a week after the 
disappearance of every symptom of disease. _ If the infectious disease takes on an epidemic 
or malignant form, the local health council, on the initiative of the head master or school 
doctor, orders the school to be closed, and a sheet of instructions stating the prophylactie 
measures to be taken is distributed to all the parents. . 
In cases of smallpox, scarlet fever or measles, the pupil is forbidden to attend the 
school for 40 days in the case of a first or second infection, and for 16 days in the case of a 
third infection; the school books and copy-books are destroyed and a rigorous disinfection 
carried out. The boarders or staff attached to the school are treated at the school if the 
isolation conditions are adequate and if the school doctor gives his permission. 
The following are the preventive measures in force in schools : 
A supply of pure water, filtered or boiled, is provided ; 
The closets are constructed at a distance from the school-rooms and from. 
the wells ; . 
The school-rooms are cleaned without raising the dust ; 


The floor is disinfected once a week and the walls are lime-washed twice 
a year. 


IV. Preventive Measures acainst INFEcTIOUS DISEASES ON THE RAILWAYS. 


Despite the importance of this question, the only steps which have so far been taken 
have been in respect of plague and cholera. The railways are forbidden to carry 
patients suffering from plague or cholera. i 

Patients suffering from smallpox, leprosy, typhus, cerebro-spinal meningitis, enteric 
fever, scarlet fever and diphtheria must be carried in a special carriage ; patients suffer-_ 
ing from dysentery, measles and whooping-cough must travel in a special compartment | 
with a reserved water-closet. Railway officials are obliged to remove from the train at 4 
the first possible station any passenger who is visibly suffering from an infectious disease. 
In case of doubt, the patient must get out at the first station possessing a railway 
doctor, with whom all further decisions will lie. Railway carriages in which patients 


suffering from infectious diseases have travelled are sealed directly the patients have left 
them and are disinfected. 


‘ 
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V. MEASURES AGAINST Epizootic DIsEASEs. : : 


; 

The application of preventive measures against epizootic diseases is entrusted to. 

the Veterinary Service attached to the Ministry of Agriculture and State Lands. The 
Veterinary Service is conducted by the Veterinary Section of the Ministry of Agriculture 
and by the General Veterinary Council. o 
The Veterinary Section makes every effort to keep the country free from epizootic 
diseases and to improve stock-raising conditions. It supervises all animal food products, 
controls the s]aughter-houses, the knackers’ yards and the cold-storage installations and is 
responsible for the sanitary inspection of the market-places and cattle fairs. 
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The Veterinary Section is composed as follows : 
A Chief of Section, assisted by an assistant chief and several veterinary surgeons ; 
A technical engineer at the head of the cold-storage service ; and 

: Auxiliary staff. 

_ The General Veterinary Council is a scientific and advisory body. 

The provincial veterinary services include : | 


16 provincial veterinary surgeons ; 
62 district veterinary surgeons ; 

3 frontier veterinary surgeons ; 

3 railway veterinary surgeons ; 
12 sectional veterinary surgeons ; 

310 sectional ‘‘feldschers”’ ; 

21 communal veterinary surgeons ; 
22 communal ‘feldschers”’. 


The veterinary surgeons usually study at universities in France, Germany, Italy, 
Russia or Austria. 

The “‘feldschers’’ attend a special veterinary college. 

Each department possesses institutions (hospitals and dispensaries) for the treatment 
9f domestic animals. These institutions come under the budgets of the provincial 
‘ouncils, a section of which provides for their construction and maintenance. 

The Veterinary Section possesses a Veterinary Bacteriological Institute, suitably 
quipped for bacteriological examinations and research work. This Institute produces 
all the vaccines and sera necessary for diagnosis and for the treatment of animals. 
Special measures are laid down for the following diseases : 


Bovine plague (Rinderpest);  - Swine fever ; 

Contagious boyine pleuro-pneumonia ; Swine erysipelas ; 

Contagious goats’ pleuro-pneumonia ; Rabies ; 

Bacterioid carbuncle ; Aphthosa ; 

Infectious emphysema ; Tuberculosis ; 

Ovine smallpox ; Scabies ; 

Glanders ; Pyroplasmosis ; 

Dourine ; Chicken cholera and plague. 
The most prevalent infectious diseases amongst live-stock in Bulgaria are : 

Ovine smallpox ; Dourine ; 

Swine fever ; Infectious angina ; 

Anthrax ; Infectious pneumo-enteritis. 

Glanders ; 


The importation of animals and of animal food products is permitted only through 
certain stations fixed by the Ministry of Agriculture, and is subject to supervision. 

The transport of animals and of animal food products in the interior of the country 
can only take place with the permission of the veterinary authorities, who deliver a 
waybill. 


ees Gi 
The following measures are laid down against epizootics : 


Sero-vaccination and vaccination ; 
Isolation ; 

Quarantine ; 

Confiscation ; 

The slaughter of diseased animals. 


‘ 
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The Veterinary Section has an ‘epizootic fund”’ at its disposal to cover the expend 


of measures against epizootics and to compensate the owners of slaughtered animals. 
Every commune of over 3,000 inhabitants must possess a slaughter-house, which i 
placed under the supervision of the local veterinary inspector. Private slaughic: oa 
are forbidden. 
Markets and fairs are subject to the authority of the Ministry of Commerce ant 
Industry. . f 


PREVENTIVE MEDICINE. 


I. Urspan ann RuRAL HYGIENE. 
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The present resources of the country are not sufficient to allow of active steps bei 
taken to eliminate factors favourable to the spread of infectious disease, or to a 
hygienic conditions in the more populous areas. The Ministry of Public Works is ty 
department responsible for hygienic improvements, and in this respect it acts in one 
with the Ministry of the Interior and Public Health. The Ministry of Public woul 
prepares schemes for town-planning, rectification of street frontages, paving, town ve 
supplies, drainage works and construction of sewers, conservancy of water cours 
construction of slaughter-houses, etc. 
The cost of municipal improvements is borne by the communes, but the will 
frequently receive grants from the State. | 
Improvement works in villages are carried out by the rural communes at their own 
expense ; they receive grants from the provincial councils. The State makes special 
grants for supplying villages with water. . 


1. Water-supply. 


Work in connection with water-supplies is carried out by the communes at their own 
expense. All questions concerning the construction of conduits must be examined on 
the spot by representatives of the Institute of Hygiene and discussed by the provincial 
health council. The decisions of the provincial health councils are submitted for approval 
to the General Medical Council. The Ministry of Public Works then authorises the 
execution of the work. Private water-conduits are not allowed in the towns. 

Water in the villages is also provided by co-operative effort. Every province posse es 
a special fund for providing villages with water ; this fund is constituted by contributions 
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‘om the State, the provinces and the communes, the latter contributing two per cent of 


heir budgetary income. | 

: Credits for providing villages with water are voted by the provincial councils one 
ear in advance, and the budget is submitted for approval to the Ministry of Public 
Vorks. 
— 1n1911, in Bulgaria, only seven towns and three villages had modern water-supply 
astallations ; in 1923, 13 towns and 99 villages were equipped with modern plant. The 
quantity of water available in populous centres is everywhere inadequate. Centres 
yhich have no up-to-date equipment utilise water drawn from rivers, springs and wells. 
[he springs are generally close to the surface and are canalised by very primitive means : 
he water is either drawn at the source or carried away through wooden, earthenware or, 
nore rarely, metal pipes. Centres which have no water-conduits use well-water ; the 
wells are of very primitive construction and are exposed to every form of pollution. They 
are in many cases sunk in the immediate vicinity of water-closets or cemeteries, and are 
aot covered from rain-water and melting snow. 

Loans contracted before the war by many towns and villages for the purpose of 
improving their water-supply were spent, during the war, on more urgent needs. 


ae Sewerage and Canalisation in the Towns. 

The communes are responsible for the work of canalisation and the construction and 
upkeep of sewers. In towns which possess a sewerage system, Owners are bound to 
construct at their own expense sewers connecting their dwellings with the nearest 
main sewer. 

In the villages many houses possess no water-closets, and excrement is deposited in 
the open fields. 3 

Many townis have not altered the sewerage system which existed under Turkish rule : 
each quarter or group of houses has a sewer which flows into a river or stream and houses 
‘not connected with one of these sewers have cesspools. In some towns the cesspools are 
periodically cleaned out by nightmen, while in others the emptying and cleaning of cess- 
pools is left to private initiative. The nightsoil is emptied into ditches or spread over 
the fields. 

Only the towns of Sofia, Varna, Philippopolis, Rustchuk and Burgas possess a modern 
sewerage system, but as these towns have grown very rapidly only the central quarters 
are canalised. The Sofia system is of the“ main sewer” type. In quarters which have 
not yet been provided with sewers, the municipality has organised a special service for 

cleaning out cesspools with vacuum apparatus. 


3. Collection of Refuse. 
_. Only seven towns have a regular service for the collection of refuse. In other towns 
this is left to the individual. 


4. Road-sweeping. 
» As regards cleanliness, the streets, squares and market-places leave much to be 
desired ; only a few towns possess a regular street-sweeping service. 


In small towns and villages, each person sweeps before his own house. Since, 
moreover, only the principal streets are paved, there is much dust in summer, and in 
winter the streets are almost impassable on account of the mud. Certain towns water 
the main streets in very hot periods. | 
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II. Sanirary IMPROVEMENT WoRrKs. 


The Law on the Prevention of Malaria provides for : 

(a) Major sanitary improvement works in marshy areas, the draining of 

lakes and swamps, the correction of water-courses, and the construction of 

dikes ; 

(b) Minor sanitary improvement works, the drying-up of pools near wells 

and fountains, the filling-up of hollows in which pools form, the correction of 
small water-courses and small dikes in the rice-fields, market-gardens, ete. 


As the larve of mosquitoes cannot live in water of a salinity of over 20 B, lakes and 
marshes are treated with salt water introduced through canals. The main works of 
major sanitary improvement carried out by the Directorate of Public Health are the 
construction of the Ghebedje Canal, the salting of the Athanasskeui lake, and the 
draining of the Jakeshi and Turkmen lakes. ) 


III. Domestic SANITATION. 


No building may be constructed without the permission of the competent authorities. 
Plans for. the construction of all public buildings must be approved by the Ministry of 
Public Works. The sanitary authorities examine these plans from a hygienic point of 
view. All plans for the construction of hospital buildings — whether State, provincial, 
municipal or private — must be approved by the General Medical Council before the 
Ministry of Public Works -authorises their construction. Plans for slaughter-houses, 
permanent markets, bathing establishments, schools and factories must be approved by 
the provincial health councils. £ 

The Public Welfare Act defines the conditions which must be fulfilled in the case 
of public buildings. Rooms must be at least 214 meters high ; the floors of premises to” 
be used as dwellings or workshops must not be below the level of the street pavement. 

There are few ordinary bathing establishments in Bulgaria, although many towns 
possess Turkish baths. The increase in the price of fuel has made baths so costly that at 
the present time, for most of the population, they are a luxury. 

The housing shortage is a post-war phenomenon, though Sofia has been suffering 
from it for 145 years. The number of houses in Bulgaria was steadily growing in propor-_ 
tion to the growth of the population until the war broke out, : 

In 1900, in the whole of Bulgaria, there were 472,716 dwellings, while in 1910 
there were 758,342. 

The number of dwellings therefore increased by 60 per cent, while the population 


was increasing by 16 per cent. In 1900, there were 18 dwellings per 100 inhabitants 7 
in 1920, there were 17.5. 


After the war, the shortage of houses became noticeable in the more populous centres 
— Sofia, Philippopolis, Rustchuk, Haskovo, etc. 
In 1910, Sofia possessed 112 dwellings per 1,000 inhabitants, and in 1920, 102 per 1,000. 
The corresponding figures for the other towns are : 
Philippopolis, in 1910 : 173 dwellings per 1,000 inhabitants. 
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1920 cA Ds oe) ” ”? 
Rustchuk,in 1910: 187 is — + 
1920 : 184 ~ 


In the other towns the average is : 
1910 : 193 dwellings per 1,000 inhabitants. 
1920 : 184 . 
The shortage is particularly nce at Sali and Philippopolis. 
At Sofia, in 1920, there was an average population of 2.1. per room. 


At Philppopolis ,, os ns “3 1.97 “ 
At Varna ; 29 ” ” ” 1.84 ” 
At Rustchuk a; = = iy Haass eS 


: ‘In order to meet the shortage, several communes have offered land free for the 
sonstruction of small houses; these sites, situated outside the main centres of population, 
possess neither sewerage systems nor adequate water supplies, and are much subject to 
infectious diseases. 

In the big towns, large apartment-houses have. also been constructed, but the 
apartments are in almost every case immediately monopolised by banks, hotels, shops 
and offices. 

From 1921 to 1923, 4,026 apartment-houses were constructed at Sofia, bringing the 
number of houses up to 19,962 for a population of 183,200. The average annual increase 
in the number of houses is 7.8 per cent. 

In order to reduce the shortage, two lines of action have been followed : 

14. A maximum scale of rents has been fixed and relations between land- 
lords and tenants have been regulated by special legislation. The law accords 
special protection to State, provincial and communal employees and to poor 
persons. 

2. Efforts have been made to encourage building. 

The law stipulates that rents may not be more than eight times 1915 rentals. This 
restriction, which will terminate on April 1st, 1926, does not apply to houses under 
construction, the rental of which is subject to no maximum rule. These buildings will 
also be exempt from taxation until 1930. 

A grant of 70,000,000 levas has been made by the State to the communes to 
encourage building. 

It must be admitted that all steps hitherto taken to meet the housing shortage are 
merely palliatives. The numerous co-operative building societies which exist in Bulgaria 
find their activities paralysed by lack of funds, and the financial situation of the State is 
such that the only remedy would seem to be to attract foreign capital and resort to loans 
on a very large scale. 
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Although no house may be built unless its plans have been approved by the engineers 
of the public services, houses of recent construction are still far from hygienic. The rooms 
are small and dark. The peasants’ houses, with their large projecting roofs, small windo 
and beaten-earth floors, are still more unhealthy. They generally consist of a 7 
room, situated next the stable and so badly protected from it that the air 18 polluted, 
Some slight progress, however, has been noticeable in recent years. The peasants’ houses 
are somewhat larger and conditions are slightly more sanitary. 


LV. INSPECTION OF FOODSTUFFS. 


The high cost of living having rendered the manufacture of foodstuffs profitable, 
this industry has developed enormously since the war; but there has also been an 
incredible increase in the number of counterfeit or adulterated 1 Nearly al 
essential articles of food are affected. 

The veterinary authorities are responsible for the inspection of foodstuffs of animal 
origin, and the sanitary authorities for all other foodstuffs. a 

Two seals are affixed to all samples taken for inspection, the first by the sanitar y 
authorities and the second by the dealer. The samples are then despatched, with 
report, to the nearest analytical laboratory. A second sample is kept in case the deale 7 
appeals against the decision of the laboratory. Should analysis show that the foodstuf 5 
“examined are harmful or imitations, a report on the analysis is sent by the laboratory to 
the sanitary authorities, who take proceedings against the offender. All foodstuffs found 
to be harmful are destroyed. q 

The staff engaged in analysing foodstuffs must hold certificates proving that they 
have studied chemistry and are acquainted with research methods. Foodstuffs are 
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Vidin. There are very few chemical laboratories in Boles : 
_ The Institute of Chemistry attached to the Directorate of Public Health at Sofia, 


engaged in analysing foodstuffs. The following table shows the work it has aceon stil 
from 1909 to 1923 : iT 


Foodstuffs. og | 33 Sa 83 _% 6 |g Sa : 
5g Zs 2° Ze £42 Seb Income in | 
Year. ee oe Imported. Total: os = s a E 2 : = A 2 4 Ss os Leyas. 
j=) 

1909 568 942 1,510 67 RAS 68 40 1,930 10-59), — | 
1910 379 878 1.257 72 98 74 20 45524 43 7 a 
104A dt Add 715 1,126 ve 3ol 80 — 1,636 17 = 
1914 |. 1,865 = ed 92 — 170 a 262 — ~— 
1919 206 181 AZT 70 R12 — aii 856 188 = 
1920 131 55 186 78 205 — 80 549 74 “44,345 ff 
1921 182 vo AAT anil 504 == 88 874 1414 15,000 y 
1922 526 95 624 82 382 61 1414 1,260 147 34,355 | 
1923 1,054 600 1,654 123 748 4A 85 2,054 96 74,040 “" 


(‘) The institute of Chemistry was closed during the years 1912, 1913, 1915, 1916, 1917 and 1918. 
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The State Institute of Chemistry at Sofia is directed by a chemist with a number of 
assistants, including a pharmaceutical chemist. 

The State Institute of Chemistry is making investigations with a view to determin- 
ing the standard which food and drink should attain to be fit for consumption. The 
work is long and difficult, on account of the scarcity of specialists. 

Imports of foodstuffs assumed such proportions before the war that the General 
Medical Council found itself obliged to call upon the Customs chemical laboratories to 
examine all imported foodstuffs. The Customs chemists, already overburdened with 
work, are unable to devote as much care as could be desired to this additional task, and 
a certain quantity of low-quality foodstuffs still finds its way into the market. 


| The inspection of foodstuffs of animal origin is carried out by the communal vete- 
rinary surgeons, the communal veterinary ‘‘ feldschers”’ or, failing these, the district 
yeterinary surgeons. These officials are under the veterinary section of the Ministry of 
‘Agriculture. 


Meat for human consumption is examined by the veterinary authorities or, if there 
are none, by the communal authorities. The animals are examined the day before 
slaughtering, and those found to be suffering from anthrax, rabies, ovidian smallpox, 
bovine pleuro-pneumonia, cattle-plague or other infectious diseases may not be killed at 
the slaughter-house. All meat found to be unfit for consumption is confiscated and meat 
of inferior quality is sold as such. Foodstuffs of animal origin are subject to the super- 
vision of the veterinary surgeons throughout every stage of their preparation, as are also 
‘the premises on which they are prepared. Persons employed in this work are under the 
‘supervision of the health service. No butcher’s shop, milkshop, fishmonger’s business 
or factory for the preparation of foodstuffs of animal origin may be opened or established 
without a permit issued by the municipality after consultation with the municipal 


: 
veterinary surgeon. 


All towns are obliged to build permanent markets for the sale of foodstuffs of animal 
origin. Counterfeit or harmful foodstuffs are destroyed or rendered unfit for consumption. 
Every commune of over 20,000 inhabitants must possess a laboratory for the testing of 
these foodstuffs. 


| The veterinary authorities inspect milch animals and the sanitary condition of 
stables. Every cattle-owner who desires to carry on a milk business must obtain per- 
“mission from the commune ; permission is granted after the live-stock, stables, etc., 
have been inspected. Milch animals are tuberculinised at least once a year, and animals 


Foodstuffs of animal origin may only be imported through certain frontier stations 


: A 
where there is a veterinary surgeon, 


The veterinary authorities send in reports on all offences against the foodstuffs 
regulations to the district veterinary officer, who determines the amount of the fine. 
If the offence is such as to call for imprisonment, he sends the report to the criminal 
court. 
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V. HeattuH PROPAGANDA. 


The intellectual level of the people is not yet very high ; they are beset with supersti- 
tions and prejudices, and their habits contribute greatly to the propagation of infectious 
diseases. Their hygienic education has yet to be begun. A large part of the population 
is incapable of understanding the reasons for the rules laid down by the health authorities, 
and consequently does not realise that it must sometimes sacrifice a little of its personal 
liberty in the cause of health. This state of affairs seriously hinders the campaign against 
infectious disease and doctors’ advice is often disregarded. A certain amount of health 
propaganda work has already been accomplished, but in an irregular manner without 
any definite plan, because no proper organisation exists to undertake the campaign. 
The teaching of hygiene is compulsory in Bulgaria in the primary and secondary schools 
and in the high schools. This instruction is carried a step further in the teachers’ training 
colleges. 

Many doctors give lectures on infectious diseases, tuberculosis, alcoholism, ete. 
These are very well attended, although the lecturers unfortunately possess no magic-lantern 
or cinematograph apparatus to bring their points home graphically to the population. 

The University of Sofia organises popular scientific lectures and a | films and 
magic lanterns. 

During the last two years the railway sanitary service has organised a course of lectures 
at Sofia for railwaymen and their families. 

The Directorate of Public Health and the other health services of the country pubis 
propaganda pamphlets. Before the war there existed a number of popular health journals 
with a very wide circulation, but unfortunately the increased cost of printing has greatly 
diminished their number. 

The Directorate of Public Health endeavoured to establish a health museum in the 
State Institute of Hygiene at Sofia, but was forced to close it owing to lack of funds. 


CAMPAIGN AGAINST SOCIAL DISEASES. 


Owing to her deplorable financial situation, Bulgaria has not yet been able to organise 
a systematic campaign against social diseases. The Public Health Protection Act 
which is now in preparation lays down that curative treatment shall be provided at the 
expense of the provinces and communes as heretofore, but that the State shall take over 
preventive hygiene and the campaign against social diseases. 
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4. Tuberculosis. 


As tuberculosis is not classified as a notifiable disease, no aformatnan is available 
regarding its incidence in Bulgaria. 


) 


The Directorate of Public Health, however, has collected information regarding 
‘tuberculosis mortality from 1900 to 1922 in 50 of the 54 towns of Bulgaria having a 
population of over 5,000. We may quote the following figures : 

Per thousand. 


1905 : mortality from tuberculosis .. .. .. 3.5 
1913: * - “ Spe cae 2.4 
1914 : 5 . Ps Brn dca eh 7 2.8 
1916 
4917 99 99 99 29 
1343°: te 3 Fe deh eat is dg 
1919: _ 4 i wits poh Rang 3.4 
1922 : Me = es ice bs eae 3 
The proportional mortality from tuberculosis in these 50 towns was : 
Per cent. 
Se OS, ra ae 15-16 
1912 4) Boch 5 6 eR RIS es aceon 12 
VGINSS ook ace, hn rei Penna aeee as 
Bel Me NO Ss a) Spat Dae Pee wy ole Ala 
Ihe Pade aa BIe ea Bee ee 14.8 


Among the 850,103 inhabitants of these 50 towns there were, in 1922, 2,111 deaths 
from tuberculosis, or 2.5 per thousand. The general average mortality for the same 
period in the same towns was 20.7 per thousand. In towns of over 5,000 inhabitants, 
therefore, tuberculosis is responsible for one-seventh of the deaths. 

If we assume a similar rate of mortality from tuberculosis for the rest of the country, 
we arrive at the conclusion that this disease causes approximately 14,583 deaths per annum 


in Bulgaria, a figure which, having regard to the fact that the average duration of the disease 


is about five years, entitles us to suppose that there are about 72,000 tuberculosis cases 
in the country, or 14 per thousand of the total population. 
The mortality from tuberculosis at Sofia was : 
Per ten thousand. - 


OTS ADAG Ss Seca ae a ROR ae Me a ROI 2 Fis 6) 
TAA RSs MERA ey) SRS Sas SUR eh an OM, pcb OO 
IAMS ye ie ae le eR Bee ns Datei tary ee 39 
Lee Aes Se 890% (ss pty eek 45.6 


At Plevna, Slivno and Varna, ae otis rate de te 60 per hundred thousand. 

Tuberculosis is also beginning to spread among the rural population. Army health 
statistics covering a period of ten years show that, of the recruits from the towns between 
20 and 25 years of age, 7.6 per thousand are affected with tuberculosis. For the same 
period, the incidence of tuberculosis among the recruits from the country districts was 
8.9 per thousand. 

Among the causes which have contributed to the spread of this disease since 
Bulgaria’s emancipation, we may mention: the over-sudden transition to modern life, 
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with its intense physical strain, its workshops, factories, schools and offices in which 
sanitary conditions were deplorable, inadequate nutrition and the lack of knowledge of 
hygiene among the people. 

During the wars the population passed through a period of intense strain, nervous 
disturbance and acute famine, which wore out the organism and predisposed it to 
tuberculosis. 

Owing to lack of adequate hospital accommodation, tubercular soldiers were sent 
back to their homes, where, as a result of overcrowding, insufficient food and general 
poverty, conditions were arith such as would lead to the propagation of the disease. 

The exodus of the rural population into the towns, where they find occupation as 
servants,.workmen and soldiers and whence they often return with tubercle bacillus, 
has contributed largely to the spread of the disease in the country districts. . 

Bulgaria possesses two sanatoria for cases of pulmonary tuberculosis, one at Troian, 
with 50 beds, founded in 1905, the other at Iskretz, founded in 1919, with 100 beds. 
There is also a sanatorium for surgical tuberculosis cases near Varna. This establish- 
ment, which was founded in 1922 in a well-sheltered situation, including a small sea 
frontage, contains 170 beds and is open all the year round. 

The towns of Sofia, Philippopolis, Rustchuk, Lovech and Trnova each possess 
special accommodation for tubercular patients who cannot be admitted to the panatorg 
but whose state of health necessitates hospital treatment. } 

Patients suffering from open tubercular lesions are admitted into second- and third- 
class hospitals. No single hospital, however, may devote more than half its total number 
of beds to such cases, and patients may not remain in the hospital for more than three 
months. 

The following table shows the number of tubercular patients treated in the State 
sanatoria and hospitals in 1922 : 


Z ae Ee z Sea lF Eels. a Sex. 
Name of Hospital. Ca 2.4 Eee sé S 5 ies Te og s 

EU | @s| eS | 83 |ssPleeolase 

eS ° a a = s co) a B 3 H- Oo M. F 
Iskretz Sanatorium ..... 520 - : — | 316 204 
Troian Sanatorium...... 302 - 198 104 
VarnaSanatorium....... — a 60 | 330 16 — abel ee 202 
First-class hospitals ..... 2.550) oso Wd ei) 482.9 ood 83. | 178. | 2iSiee eae oe 
Second-class hospitals.... 458 49 23 48 81 lal 64 456 278 
Third-class hospitals .... 199 aL 6 3 ie 2 8 149 93 
Special hospitals ........ 1 Bob = — 4 

EO Lele tee: eee 4,036 | 385 | 236 | 563 | 345 | 109 | 261 | 3,643 | 2,079 | 5,922 5 


The Sofia section of the ‘‘ Society for the Prevention of Tuberculosis ” has set up a 
tuberculosis dispensary, which is working very satisfactorily. It is the ong one of its 
kind in Bulgaria. | 

During 1923, there were 18 holiday colonies in Bulgaria, attended by 1,300 children 
in all. 
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Lupus is very common among the poorer rural population. The patients have often 


to be supported by their families or the State. 


The dermatological clinic at Sofia has a special branch with a Finsen apparatus for 


‘the treatment of lupus. 


2. Malaria. 


Malaria is one of the commonest diseases in Bulgaria, where it has caused the aban- 
donment of whole villages. In 1909, the Directorate of Public Health sent three Bulgarian 


doctors to Italy to study the methods adopted in that country to combat malaria, and 
_as far back as 1910 “Rules for the Prevention of Malaria” were published and an anti- 
malaria campaign was organised in the regions of Burgas, Vidin and Tatar-Pazarjik. 


Quinine was distributed free as a preventive and curative, and efforts were made to 


destroy mosquitoes. Patients were examined and quinine distributed by the provincial 
and district medical officers of the malarial regions. 


During three years of the European war, 400,000 malaria-infected soldiers were reported 


in the Bulgarian Army in the malarial regions of Macedonia, the Dobruja and Thrace. 
The incidence of malaria was considerably increased by the passage of the armies of occu- 


pation, and by the arrival of prisoners and Russian refugees from infected areas. 
In 1919, the Directorate of Public Health promulgated a “‘ Law on the Campaign 
against Malaria’’, setting up an Inspectorate for Malaria. This inspectorate, which acts 


only in localities declared by the General Medical Council to be infected, consists of a 
medical expert on malaria, a hydraulic engineer and a zoologist. Towards the middle 
of 1922, 495 towns and villages in Bulgaria, grouped in 11 malarial regions with from 14 


to 60 places in each, were reported to be infected. A Medical Inspector of Malaria was 


appointed to each of the 11 areas. 


As malaria is not notifiable, it is not easy to determine the number of existing cases. 


The Directorate of Public Health has carried out an enquiry with a view to ascertaining 


geographical distribution and incidence of the disease. Information collected in 1924 
in 86 health districts, comprising 1,325 localities selected from all parts of the country, 
show that five districts were free from malaria ; in 30 districts malaria was very rare (from 
0.8 per thousand to 5 per thousand); in 20 districts the incidence reached 20 per thousand, 


and in others 87 and even 92 per thousand. 


During this enquiry, 73,855 malaria cases, 7.¢., 1. 5 per thousand of the total population, 
were examined in State, Perot and Laine dispensaries. Of these, 37,858 came 
from the 11 malarial areas, which have a total population of 363,763. In these areas the 
Inspectors of Malaria examined, in 1922, 23,863 school-children, noting 8,839 cases of 
splenal hypertrophy, v.e., 37 per cent. 


Malaria is widely prevalent throughout four basins : 
(a) The Black Sea basin, with the three malarial areas of Varna, Burgas 
and Aitos ; 
(b) The Danube basin, with the three malarial areas of Vidin, Lom and 
Sistovo ; 
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(c) The Maritza basin, with the three malarial areas of Pazarjik, Philip- 
popolis and Pambol ; 
(d) The Struma basin, with the malarial area of Gorna-Jumaia. 


Of all these areas the Burgas area is the most heavily infected. 

The Anopheles maculipennis is very common in the plains and up to an altitude 
of 1,300 metres. The marshes and pools in the plains, with their muddy bottoms and 
quantities of weed, are the favourite haunts of the larve. 


The Anopheles bifurcatus is very rare in Bulgaria. 


The Mysorrhynchus pseudopictus is met with in Southern Bulgaria, particularly in 
the rice-fields. It does not enter houses, and probably bites persons sleeping in the open 
fields during the working seasons. 

The first egg-laying season extends from the beginning to the end of April. As the 
temperature is still low at this period, development is very slow, and the eggs hatch out 
at any time from the middle of May to the beginning of June. If the spring is parti- 
cularly cold, the first brood hatches a week late. 

The second batch of eggs is laid between the beginning and the last welk of June, and 
the second generation is hatched between the beginning and second half of July. — 

A third brood is hatched between the beginning of August and the middle of 
September. When the summer has been dry, the third brood frequently fails to 
hatch. 

Bulgaria, with her 172,000 square kilometers of lakes and marshes, forms a very 
favourable habitat for mosquitoes. . 


Although higher than the Roumanian side, the Bulgarian bank of the Danube, with 
its numerous tributaries flowing into the main stream at the same point and thus forming | 
marshes and its periodical floods, provides favourable breeding conditions for mosqui- 
toes, though the part played by them must not be over-stressed. 


In 1923, in the district of Philippopolis, 339.4 hectares were under rice, and in the 
district of Tatar-Pazarjik 135.2 hectares. Generally speaking, very few mosquito larve 
are found in the rice-fields ; they are more numerous in the stagnant waters which lie 
round about. 


The ditches along railway lines and roads generally contain enough water for the 
hatching of at least one generation. The immediate neighbourhood of the peasants’ 
dwellings, with their shallow and ill-constructed wells, surrounded by puddles, their kitchen- 
gardens intersected by little irrigation canals and streams, and the clay-beds worked for 
brick-making, affords excellent conditions for the development of mosquitoes. The stables 
situated in the immediate vicinity of the dwellings, often in the same building, provide a 
refuge for the insects in winter and summer. \ 


Before the World War, malaria was rare in the mountain villages. The disease was 
imported into them by inhabitants who came down into the plains as agricultural labourers. _ 


The incidence of the disease is highest during the months of August and September. 
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In 1922, the Inspectorate of Malaria examined 43,201 cases and made 39,449 blood- 
tests, of which 7,276 gave the following positive results : 
| 


Tertiary malaria in 5,252 cases ; 
Tropical malaria in 1,770 cases ; 
Mixed forms in 262 cases. 


The tertian form is to the tropical form in the proportion of 1.3. The quartan 
form exists in Bulgaria, but no case was reported in 1922. Malaria assumes a benign 
form in Bulgaria, and complications are rare; the mortality from the disease 
‘is very low. In 1921, only 156 deaths from malaria were returned throughout the whole 
of Bulgaria. 
The Inspectorate is practically independent as regards the organisation of measures 
against malaria, only very important questions being submitted to the General Medical 
Council for approval. Every malarial area has an inspector, with a preparing assistant for 
“microscopic analysis, a number of minor officials responsible for the distribution of 

quinine, and labourers for minor sanitary improvement works. Quinine is distributed 
by “ feldschers ’’ — where there are any — or by schoolmasters, priests, secretaries of 
communes, mayors, etc. 

The malaria campaign is not organised on scientific lines. Uniform steps are taken 
everywhere, without regard to local conditions, and the remedy applied is everywhere the 
same -—— quinine for prevention and cure and the destruction of mosquitoes. 

The Inspectorate attaches great importance to hydraulic sanitary improvements. 
‘Inits annual report for 1922, it divides the measures taken into two classes : 

(a) Palliative measures: quininisation, oiling, mechanical protection and 

sanitary propaganda ; 

(b) Radical measures : hydraulic sanitary improvements. 


In every locality recognised as infected, some particular person is responsible for the 
distribution of quinine and the taking of blood-samples. The blood is sent to the medical 
inspector’s laboratory, and, if the results are positive, the patients undergo quininisation. 
The persons responsible for the distribution of quinine, unfortunately, receive no special 


training. 
The treatment is as follows : 
Every day for five days... .; .: .. 4 gr. of quinine; 
Five days’ interval ; 
Every day for four days. .. .. .. 1 gr. of quinine ; 
Four days’ interval ; 
Every day for three days .. .. .. 1 gr. of quinine ; 


Three days’ interval. 

Curative quininisation is discontinued in winter and spring, patients being treated by 
the district medical officers or in hospital. This treatment is to be regarded as a pallia- 
tive ; relapses are frequent ; many cases are not cured at all, and in the spring become 
carriers spreading the disease. Malaria-infected cases are treated free of charge in the 
hospitals. 
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With a view to providing the population with cheap, good quality quinine, the State 
has established a monopoly. Some of the quinine is sold by private chemists, while the 
rest is distributed free to the population in the malarial regions. The amount of 
quinine consumed annually is about 6,000 kgs., representing an annual expenditure 
of 15,000,000 levas. : 

Adult mosquitoes are not destroyed in winter. Oiling is not carried out on a large 
scale, and the persons responsible for this work have received no training. In seriously 
infected areas the inspectorate provides hospitals, barracks, railway-stations, etc., with 
wire gauze free of charge. Proprietors of hotels, inns, factories, etc., are obliged to 
provide their buildings with wire gauze at their own expense. 

The radical measures which the inspectorate has in view (the elimination of condi- 
tions favourable to the development of mosquitoes by sanitation works in lakes and 
marshes) cannot easily be effected, since lakes and marshes cover an area of 162,000 sq. 
km., and the State has been greatly impoverished by the war. Up to the presen 
moreover, these measures have not yielded any appreciable results. 

No buildings may be erected in the affected areas or areas under sanitary improvement 
without the permission of an inspector for malaria. The inspectorate has published a 
popular propaganda handbook, instructions for the use of elementary-school teachers, 
and a poster ; some inspectors have also given lectures. 


3.  Venereal Disease. 


P 


Syphilis has existed in Bulgaria in an endemic form for over a century. Asa result | 
of the treatment given in hospitals and dispensaries, the number of cases was decreasing 
considerably before the war. During the war period venereal disease spread very appre- 
ciably : 14 per cent of the soldiers suffered from syphilis, and 21 per cent from gonorrhoea. i 
As it was impossible to demobilise the army in accordance with the scheme previously 
drawn up, men suffering from these diseases were sent home without treatment, and spread 
the trouble throughout the whole country, in the villages as well as towns. The passage 
of the armies of occupation considerably increased the number of cases, and it would: 
appear that since the war venereal disease has been much more prevelaeel Since 1920, 
any person suffering from syphilis and coming to a hospital or dispensary is entered on a 
register. If the patient is unwilling to give his name, nothing more than his initials are 
entered, and this information is communicated to the local health authorities nearest his 
home. The latter then register the name of the patient. § 

At the end of each year the communal medical officers send copies of their registers 
to the district medical officers. Thelatter forward the particulars to the provincial medical 
officers, who in turn transmit them to the Directorate of Public Health. The number 
of cases thus registered in 1923 was 3,393, but the actual number of cases of syphilis is far 
greater ; 1,366 cases were treated in the hospitals in 1923. 

In 1922, the Directorate of Public Health organised two mobile squads to conduct a 
campaign against syphilis in the provinces of Vidin and Vratza, near the Serbian frontier. 
These squads examined the whole population of the villages and small towns in the 
provinces, and ¢arried out blood-tests on all persons who did not show clinical symptoms. 
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During 1923, these squads discovered and treated 2,056 cases in the two provinces in 


question. In certain villages they observed veritable epidemics of syphilis : 


: At Chereshovitza, a village of 450 inhabitants, 280 cases (62 per cent) ; 
| ,, Kopilovtzi, nae eae earl 4 753 ,, (46 per cent) ; 
,, Chiprovtzi, ae srakes yan eee) Ay Joo 4,) (9.5"*per cent): 


Before the war, tertiary lesions of the skin and bones were observed, and now certain 
lesions of the nervous system are reported — tabes and general paralysis. 

| In the towns, syphilis is generally propagated by sexual intercourse and in the 
country districts without sexual intercourse. The very widespread custom in Bulgaria of 
all eating out of the same plate, and only using one glass or bowl, largely contributes to 
the spread of the disease, and infection from this cause is very frequent. 

Before the war, gonorrhoea was very common among the urban population, and at 
‘present many cases are met with in the rural districts. 

: Popular ignorance is one of the principal causes of the prevalence of venereal diseases. 
The people have not been instructed as to their nature, the manner of their trans- 
‘mission and the methods of prophylaxy. 

The health administration has commenced propaganda in the schools; sexual matters 
‘are explained to the children in the elementary schools. It has also organised lantern 
lectures on venereal diseases. These lectures are well attended, and the people seem 
‘to take a keen interest. : 

As yet there is no legislation regarding the ascertaining of cases of venereal disease 
and their compulsory treatment, nor are there any special institutions for the scientific 
diagnosis and treatment of these diseases. There is no co-operation between the medical 
services of districts and communes on the one hand, and the hospitals on the other. 

When sources of infection are discovered, the communal and district medical officers are 
‘not notified, and they are consequently unable to take the necessary prophylactic measures. 

Venereal disease is treated free of charge in the hospitals and dispensaries. 

Before the war, Bulgaria possessed two venereal services attached to the first-class 
hospitals of Sofia and Rustchuk respectively. In 1923, there existed a venereal clinic at 
Sofia and venereal services attached to the hospitals at Vidin, Plevna, Trnova, 
Rustchuk, Varna and Philippopolis. Sofia has also a venereal dispensary. 

In the first-class hospitals of the country, there are in all 295 beds reserved for venereal 
cases. Cases are also treated in first-, second- and third-class hospitals which possess no 
special organisation for the purpose. In 1923, 2,848 venereal cases were treated by the 
venereal services of the hospitals. Of these, 1,366 were suffering from syphilis, 271 from 
soft chancre, and 1,455 from gonorrhoea. There are very few specialists, and the doctors 
in the second- and third-class hospitals are, generally speaking, insufficiently trained in 
the diagnosis and treatment of venereal disease. 

Owing to the ignorance of the population and a certain feeling of reluctance, many 
sufferers go to quacks instead of consulting a doctor. Most persons suffering from vene- 
real disease do not undergo regular treatment. 

There is as yet no legislation in Bulgaria for the prevention of venereal disease. 
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Provision is made for the punishment of certain offences in connection with prostitution 
and brothels. On the other hand, there is no provision for the punishment of persons 
suffering from venereal disease and infecting others. 
Persons suffering from acute or chronic infectious disease may not work as bakers, 
butchers, milkmen, coffee-house keepers, hairdressers, masseurs, ete. As, however, the 
health authorities have no means of tracing cases of syphilis, the protection thus given is 
illusory, whereas severer measures are taken in the case of tuberculosis. A 
Prostitution greatly increased during theEuropean War, owing to the lowering of general 
moral standards, the economic situation, and the lack of associations for protecting and 
finding employment for girls. The measures in force against prostitution are the following: 
(1) Prostitutes are registered and are subject to medical and police supervision ; 
(2) Prostitutes suffering from disease are isolated and must undergo medical treatment. 
The medical officers of the provinces are responsible for the medical ‘Inspection of 
prostitutes. The communal medical officers éxamine the prostitutes twice weekly, and 
send all who are diseased to hospital. Brothels were very numerous in Bulgaria before 
the war ; they are now fast disappearing (there is at present only one). | 
In spite of regulation, many women still engage in prostitution and avoid supervision 
by working as housemaids, chambermaids, music-hall artistes, étc. Regulation is 
ineffective, supervision insufficiently strict and medical examination too superficial. | 
4. Cancer. 


In the opinion of many doctors, cancer is tending to become more prevalent. In 
1923, 1,699 patients — 832 men and 867 women — were treated in the dispensaries and 
hospitals. The disease is more frequent among women, because it more often attacks 
the female genital organs (127 cases) and the breast (138 cases). 

The following table shows the organs affected in the 1,699 cases examined : ; 


Organs. Men. Women 
jr § eee 

1. Buceal cavity Pe ae eee oe 225 ea | 

Peovomachandaliyer.taeul =o eee ae nS 184 149 

A CESUP Hap Us as toyse his) JE cues ad pe 4 1 f 

Pe LUVL EB LLIG geri t tk) Oly tee Terenas beh tC Be el 44 6 | 

9. Rectum and peritoneum.. .. .. ., 32 38 \i4 

OMIT ens SasiclnRee re. UP lero bali Mur rei ® — 1 ve 

Peat VLE cue Ag), tae RU ee OY Be £1 a . 

Om pemoalertenital: organs) 420) lew Oe 127 127 i 

Bemierea shee aad Lo wy We Ge ae Pelco AM el ge 12 138 150° 
10. Testicle. . call ERT Soa Mer eH 8 zs 8 if 
RAC CCS aes e a. «uuu o.ARe i easel Uaamnvee felled MING = s i 
12. Bladder. . 3 _ 3 
13. Kidney .. BL Snare EN ded 4 — 1 
Agee OID CN a a Wis ae ail! a Rane ke Neh Mann ae 144 102 243 4 
15. Cancer of other organs or non-localised .. 192 154 346 | 
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- The Department of Infectious Diseases is proposing shortly to carry out an enquiry 
ato the incidence of cancer, its geographical distribution and occupational frequency, 
he number of deaths occurring in hospital, etc. 

f Trachoma. 

_ Trachoma is fairly common. An enquiry conducted in 1907 in the district of Karlovo 
howed that 10 to 20 per cent of the population were suffering from the disease. At 
Dabene, for instance, among a population of 1,800 there were 225 cases, or 12.5 per cent. 

At Vognagovo, there were 310 cases among a population of 1,589 (20 per cent). 

Seven villages with a total population of 3,761 inhabitants provided 368 cases 
10 per cent). 

Trachoma is very frequent among Etoclechilaver! In 1906, 25 per cent of the 
ichool-children of Karlovo were trachomatous. In the village of Sopot, out of 300 pupils 
sxxamined, 61 were found to be suffering from trachoma (20 per cent). Out of 4,324 school- 
shildren examined by Dr. Chakaloff, 187 were trachoma cases (4.3 per cent). 

Sofia possesses an ophthalmic clinic. There are ophthalmic wards in the first-class 
aospitals at Varna, Rustchuk, Philippopolis and Plevna. Unfortunately, such wards are 
aot sufficiently numerous ; they are able to receive only a very limited number of patients, 
many of whom are Ebtibed to leave the hospital before they have been cured. 

The new draft public health law includes trachoma as a notifiable disease. 


3. Drunkenness. 


Following on the cruel and devastating wars in which the country has been engaged, 
the consumption of alcoholic liquors and the manufacture of alcohol has enormously 
increased, while a vast number of public-houses have been opened. 

| The destruction of a great number of vines by phylloxera has led to a considerable 
decrease i in the consumption of wine. We may quote a few figures : 


In 1897 Bulgaria consumed 76,362,054 litres of wine. 


1914 9? 9? 33,605,418 9 we) 97 
1918 - BZ 025 100M Oar: 
1922 ” ” 52,555,600 ” ” ” 
The amount of brandy consumed was : 
| Omer aos 5 te. 2). 20,240 hectolitres, 
: Ree a Vr AB B06 is 
: ee es ol ttn eM eas AOD, Lao e 
The amount of beer consumed was : 
feetscceee Pen ee oY eo oe 7431-058 hectolitres, 
PMN co eS cis) ee Ot, Ce Ki 
PU Ge aaa tes, 142 as 
PO inmme eee es bhi me ath 4 6 498,521 ¢ 
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Bulgaria consumes on an average 10 litres of pure alcohol per head of the populatior 
per annum. 
In 1910 there were 15,138 public-houses. 
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That is to say, one public-house to every 250 inhabitants. 
There is no anti-alcoholic legislation in Bulgaria. 
The 1921 Education Law prohibited-the opening of public-houses within 50 meters 
of schools, barracks, etc. It is a punishable offence to intoxicate a minor. Communes 
may abolish public-houses after holding.a referendum; 40 or 50 villages have availed them. 
selves of this possibility to introduce prohibition. The mayors, in agreement with the 
local police authorities, determine the closing-hours for cabarets, restaurants and hotels. 
It is an offence, punishable by fine, for coffee-house keepers to serve alcoholic drinks 
to an intoxicated person ; to incite a person to become drunk is also an offence punishable 
with a fine. Any person found drunk in a public place is fined 125 levas. 
Since 1923, railway men have been forbidden to take alcoholic refreshment during 
working hours. Persons working in railway-stations, on locomotives, trains, and the 
maintenance of the permanent way may not take alcoholic refreshment within 10 hours 
before coming on duty. Any person employed in these services found intoxicated while 
at work is immediately dismissed. Persons employed in the other services are dismissed 
when found to be intoxicated on the second offence. 
A special law for the prevention of drunkenness is under consideration. 
Anti-alcoholic propaganda, which was commenced in Bulgaria by American mission- 
aries, has been continued by private societies which receive a subsidy from the State: 
The Bulgarian Abstinence League (1893) ; 
The Christian Women’s Abstinence League ; 
The Undenominational Union of Young Abstainers (1910) ; 
The Undenominational Union of School Teachers for the Prevention of 
Drunkenness (1922) ; ; 
The Undenominational Union of Doctors for the Prevention of Drunkenness (1922) ; ; 
The Undenominational Union of Railwaymen Abstainers (1923). 


a 


\ 
These societies include over 1,200 members. They carry on energetic propaganda 


by means of publications and lectures, and issue five periodicals. : 
Anti-alcohol instruction has been introduced in all the schools. | 
MATERNITY AND CHILD WELFARE. ri 

1. Maternity. ; 


The lying-in hospital at Sofia ; the obstetrical and gynecological departments in ‘the 
first-class hospitals at Sofia, oui: Plevna and Philippopolis; all the second- and third: 
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glass hospitals and State, provincial and communal dispensaries are bound to provide 
medical attendance for pregnant women. Hospital doctors must test the blood of all 
pregnant women undergoing treatment at their hospitals with a view to ascertaining 
the presence of syphilis. 


The number of confinements which took place in the hospitals was : 
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| Medical attendance at home is given in towns by the medical officers and midwives. 
The communal medical officers are obliged to attend poor persons during and after con- 
finement ; midwives are bound to answer every call at any hour of the day or night. 
Doctors and midwives are entitled to charge fees. 

As the number of midwives is inadequate, particularly in the country, confinements 
are often attended by old women who have no idea of asepsia or cleanliness, and puer- 
peral fever is very frequent. Although puerperal fever is a notifiable disease, it has not 
been possible to obtain statistics regarding its incidence. It is seldom notified, and the 
information given is often inaccurate. _ 

Every working woman when pregnant 1s entitled to consult the medical officer of 
her insurance fund twice before actual child-birth. She is also entitled to a period not 
‘exceeding 12 weeks’ leave (one of six weeks before delivery and the same period after 
delivery), the attendance of a doctor and midwife, a free supply of medicaments and sani- 
tary material, and a daily allowance of from 12 to 30levas. Thelaw accords her one hour’s 
leave a day for the first six months to suckle her child. The communal and ecclesiastical 
‘authorities are responsible for public maternity relief. There are also six private 
associations for maternity relief. 


2. Child Welfare. 
Infant mortality is very high in Bulgaria. This is due to the lack of health knowledge 
among mothers, the inadequate supervision of children, the practice of artificial feeding, 
deplorable housing conditions and poverty. Among the urban population the develop- 
‘ment of industry has led to a considerable increase in the death rate among unweaned 
‘infants. In the towns digestive disorders are the commonest cause of death, while in the 
country death is mainly due to disorders of the respiratory tract. At Sofia, for instance, 
in 1922, out of 4,450 children born, 684 died before weaning, and of these, 275 deaths 
(40 per cent) were due to disorders of the digestion. 
In 1923, the Bulgarian Red Cross Society organised at Sofia three consultation centres 
at which poor mothers can obtain information from specialists regarding the care of 
_very young children. 
| In 1903, the Eudoxia Charitable Association founded a home for the care of working- 
class children, aged from two to six, during working hours, In 1907, this association 
founded an organisation for supplying milk and a home for foundlings. 
The hospitals and dispensaries arrange free consultations for children. 
‘In Bulgaria there are only two special services for children — the Pediatrical Clinic 
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and the children’s ward in the Alexander Hospital at Sofia. Intheinterior of the country 
children are cared for by the hospitals and dispensaries. The Varna Sanatoriur 
receives tuberculous children (surgical cases). 

The municipal and ecclesiastical authorities are responsible for the public relief o 
children. A number of private societies also provide relief. 

Foundlings are mostly illegitimate children. As there are no legal dispositions fo 
the identification of putative fathers, mothers are responsible for the children, and fre 
quently abandon them. Foundlings are generally handed over by the commune t 
nurses or foster-mothers, who are ill-paid ; frequently, indeed, these persons have t 
bear the cost of bringing up the children. 

The number of orphans is very high. Official statistics show that in wee there wer 
182,318. 

At the beginning of 1924 there were 144,994 war orphans, of ener 66, 233 were botl 
fatherless and motherless, and 78,761 were fatherless. 

The State has established a ‘‘ War Orphans’ Fund ”, consisting of a special annua 
grant of 5,000,000 levas and a percentage deducted from certain taxes, amounting ir 
all to 35,000,000 levas per annum. This fund maintains 22 public orphanages anc 
makes grants to ten private orphanages, six of which are at Sofia. In 1923, the Funé 
provided for the maintenance of 5,977 orphans who were both motherless and fatherless 
1,393 being accommodated in the orphanages and 4,584 in families. 

In the orphanages the children receive elementary instruction up to the age ol 
fourteen ; then, according to their aptitude, they are apprenticed or sent at the expense 
of the State to technical schools. When they have terminated their apprenticeship o1 
training, some are given a little capital to enable them to set up in business for themselves. 
The fund expends about 60,000,000 levas per annum, of which about 25,000,000 are 
provided by the provincial and communal councils. 

In 1917, there was founded at Sofia an association to combat juvenile ddl 
and protect child prisoners. The object of this association was to isolate young offenders, 
protect them from the disastrous influence of adults, and enable them to obtain elemen- 
tary education and learn a trade. With State financial assistance, the association is 
building a reformatory on the outskirts of Sofia. 


SCHOOL HYGIENE. 


Education is compulsory, and free for seven years, four of which are devoted to 
elementary and three to secondary teaching. Education has made great strides among 
the people since this measure was put into force. In 1880, only 5 per cent of the male 
population and 1.5 per cent of the female population could read and write. In 1910, the 
proportions were : men, 58.94 per cent ; women, 25.76 per cent ; and in 1920 : men, 63 peg 
cent ; women, 44 per cent. 


| ’ Number of Teaching 
Nature of Establishment. Number. Staff. Number of Pupils. 

BPE OPCALlens..7.. bod. ces 44 4h 1,867 
1, Elementary schools ............ 4,162 13,496 471,161 
wmemecondary schools ............. 1,890 6,932 133,060 
Higher secondary schools ....... 45 1,209 17,050 
meaning sChOOls . 2.2/6 fe e's 17 449 7,264 
(LRRD es 1 hs a 13 240 3,209 
Wabalert co wee 6114 22.370 633,608 
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The following table shows the number of scholastic establishments, the strength 
of the teaching staff, and the number of pupils during the scholastic year 1923-24 : 


There are also 90 technical schools in the country. 

Up to 1904, Bulgaria possessed no school medical service. Only the higher secondary 
schools and normal schools had doctors attached to the staff. The school medical 
service was introduced into the intermediate categories of schools in 1904. The school 
doctor acts as adviser to the head master of the school in all questions connected with 
school hygiene and the health and normal development of the pupils. He also teaches 
hygiene. The school doctor sends in one report (basic model) at the end of each year, 
and during the scholastic year a number of reports on various subjects. 

As yet there are no school visiting nurses in Bulgaria. The doctor examines pupils 
and sends any poorer children who may be requiring medical treatment to the nearest 
hospital. Poor children are treated free ; children whose parents can afford it may be 
treated at their own expense wherever they please. 

| A medical inspector of schools is attached to the Ministry of Education, his duties 
being to correlate, direct and supervise the various school health services. 

School medical officers have held two congresses, and the Ministry formerly published 
a periodical entitled School Hygiene. This school hygiene organisation was abolished in 
1919 for reasons of economy, but was re-established in 1924. 

During the financial year 1922-23, 4,928 buildings were used as ‘school premises. 
Of these only 2,038 were up to the standard of modern hygienic requirements. The 
school fittings are still primitive in the country districts. Very few schools possess baths. 

Every pupil is provided with a small booklet in which the school doctor enters the 
result of his anthropometrical examination, his first medical examination, and, at the end 
of each year, the pupil’s state of health and the diseases from which he has suffered during 
the year. Pupils suffering from tuberculosis are requested to leave the school. 

Physical exercises, games, sports, gymnastics and manual work are obligatory in the 
schools. 

The Scholastic Museum of the Ministry of Public Instruction has, since 1906, 
possessed a laboratory of school hygiene furnished with all the necessary apparatus for 
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examining pupils and making various tests (fatigue tests, etc.); the results obtained hay: 
not been published. There is no sanatorium for children under 14 years of age sufferin; 
from pulmonary tuberculosis ; only children over 14 are received at the Troian ani 
Iskretz sanatoria. 


INDUSTRIAL HYGIENE. 


In Bulgaria there are 1,592 industrial establishments. This total includes all estab 
lishments with modern plant worth 20,000 gold franes or more, all establishments usin; 
more than 5 h.p. and employing not less than 15 workmen, and all establishment 
(irrespective of horse-power used) employing not less than 20 workmen. 

In 1923, 125,680 workmen paid contributions to the insurance fund. The numbe 
of insurance cards issued is probably about 180,000. 

The first Factory Act was the law of 1925 on female and child labour in industria 
establishments. This law was superseded on June 15th, 1917, by a law on industria 
hygiene and security. 

In 1921, Bulgaria ratified the International Convention on expectant mothers, an 
in 1922 the hom ennon on night-work for women. 

Under the law no boys under 14 may be employed. Certain establishments onh 
admit them at the age of 16 and others at 18 years. Minors up to 18 years of age ma 
not be employed on night-work. 

The working day is fixed at eight hours and the working week at 48 hours. 

Every industrial establishment or enterprise employing more than 10 workmen mus 
have a medical inspector of labour to supervise the health of the establishment an 
give first-aid in case of illness or accident. The owner of the establishment may himsel 
choose the doctor, who is appointed, and may be dismissed, by the Ministry of Commerce 
Industry and Labour. The fees of medical inspectors are paid by the owner of th 
establishment to which they are attached. They may combine these duties with others 
Every commune inhabited by more than 1,000 workmen must have its medical inspecto 
of labour. These doctors are under the supervision of the Ministry of Commerce 
Industry and Labour. 


Bulgaria has instituted compulsory civil service. The labour thus provided is use 
in the construction of railways, roads, harbours, conduits, canals, the correction of water 
courses, the draining of marshes, and other works of public utility. Every man of 20 year 
of age is bound to perform eight months’ civil service. Between 20 and 40 years of ag 

every citizen must perform a maximum period of ten days’ civil service per annum 
Sick persons, students, and certain classes of officials are exempt. This civil service 
organised by the Ministers of Public Works. 

In 1921, only 10,000 of the 50,000 men liable to civil service were enrolled ; in 1929 
22,844 and, in 1923, 28,754. For the most part the men are placed at Ne disposal of ta 
Ministries of Bublie Works, Railways and Agriculture. 
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In 1921, a civil service health organisation was formed, under the direction of a 
chief medical officer. Hach of the twelve departmental offices andthe three rural sections 
has a medical officer, assisted by a number of ‘ feldschers”’, and possesses a small 
‘hospital. Serious cases are sent to the civil hospitals and treated free. The health 
organisation of the civil service costs about 2,000,000 levas per annum, of which 1,380,000 
_levas are taken up by the salaries of the medical staff. 
: In 1922, there were 2,245.8 kilometers of railway-track in Bulgaria, employing 18,459 
persons. The number of passengers carried during the financial year 1921-22 was 
$8,215,655. The objects of the “ Regulations for the Railway Medical Service ”’, published 
im 1906, are : 
(a) To protect passengers against infectious disease ; 
(b) To ensure the health and welfare of railway employees ; 
(c) To avoid recruiting any candidates suffering from physical infirmities 
which might hamper them in the execution of their work ; 
(d) To provide medical assistance for railway employees and their families 
and for victims of accidents. 
| The system is divided into several health sectors, each under a railway ,medical 
officer. Each sector is divided into at least two sections under the direction of 
““feldschers”. A dispensary and apharmacy are attached to the headquarters of the medical 
officers of sectors. In 1915, there were 12 health sectors and 18 sections ; in 1924-25, 
there were 16 sectors (five at Sofia) and 31 sections. The railway health service is directed 
by a chief medical officer, who is directly Sg Pa to the Director of Railways, and 
is assisted by a medical inspector. 

The medical officers of sectors make two tours of inspection monthly. They examine 
patients, take all necessary precautions against infectious diseases, and examine 
candidates for vacancies. 

. Every candidate for a post in the railway service must produce a medical certificate 
‘signed by the railway medical officer of the sector. The railway staff has to undergo 
periodical medical examination. Special rules are laid down for this ‘examination, 
including eye and ear tests. 

| Like all State employees, the staff of the railways is entitled to free medical treatment 
and medicaments. For this purpose the State deducts one per cent from their wages. 

In 1923, there were 18,549 railway employees. During that year the railway 
dispensaries examined 81,033 patients, of whom 54,159 were employees and 26,874 
members of their families. 


PROTECTION OF THE DEFECTIVE AND DISABLED. 


The number of defective and disabled persons in Bulgaria is very high. Information 
furnished by twelve provinces with a total population of 4,526,671 shows that there were 
1 ,947 blind, 3,374 deaf-mutes, 1,151 lunatics, 2,173 ine and 2,144 idiots in 1921. 
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The number of blind is really much greater. The 1910 census showed their number to 
be 4,485, of whom 2,005 were men, 2,209 women and 271 children under 414 years of age, 
out of a total population of 4,337,513 inhabitants. 

A Blind Children’s Institute was founded at Sofia in 1905. Here the children receive 
a general elementary education, preparatory manual training (modelling, basket-work, 
brush-making, etc.) or special musical instruction. During the year 1922-23, therg 
were 45 pupils at the Institute, which had a staff of eleven teachers. 

There are three institutes for deaf-mutes. The first, founded at Sofia in 1898, was 
taken over by the State in 1906; the two others are at Varna and Philippopolis. In 
1922-23 these institutes were attended by 103 pupils, under 19 teachers. 

There are four classes at Sofia for children with impediments in their speech. 

There are in Bulgaria 13,478 war cripples. During the European War a home for 
disabled persons was founded at Sofia, with a manual-training school at which knitting, 
basketwork, brush-making, cobbling, cabinet-making, toy-making, ete., are taught. The 
course lasts for two years. The students live in a hostel near the school. At the end 
of their apprenticeship, the fund for disabled persons provides them with the tools they 
require to carry on their trades. 

Sixty-three disabled persons terminated their apprenticeship at the home duriil 
the financial years 1922-23 and 1923-24. 

The number of lunatics and feeble-minded persons is very considerate: The 
Directorate of Public Health maintains a register of lunatics and keeps them under 
supervision (particularly when cases are dangerous), taking steps to ensure their despatch, 
in good time, to mental hospitals, for the proper management of which he is responsible. 

There are two wards in Bulgaria for persons of unsound mind, in the first-class 
hospitals at Sofia and Lovech, with 85 and 100 beds respectively, and four hospitals for 
‘incurable lunatics situated at Karlukovo, Biela, Haskovo and Kotel, with 330 bea 
in all. 

- Before a person of unsound mind can be received into a mental podprtae th 
following documents must be submitted to the director of the institution : 


(a) A certificate of identity issued by the commune ; 

(b) A medical certificate on a special form ; 

(c) An application for admission signed iy the patient’s relatives or by the 
police authorities. 


Medical directors of mental hospitals can decide whether they will receive catia 
who themselves apply for admission. 

When the patient is cured, he is discharged by the head of the institution witha 
further formalities. Patients who are not dangerous to those around them may be sent 
for by relatives, if the latter appear to be reliable. Incurable cases are sent on to asylu s 
for incurables or back to their families. 
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REFUGEES. 


After the Peace of Neuilly, Bulgaria was flooded with refugees. About 200,000 of 
them came into the country from Macedonia, Thrace and the Dobruja. This movement 
has not come to an end, and it will continue for some time yet ; 350,000 refugees from 
‘Greek Macedonia and Western Thrace were expected in 1924 and 1925. There are 
also 28,000 Russian refugees. 

According to official statistics, the refugees numbered 220,000 at the end of 1923. 
This is a considerable under-estimate, because the figures only include persons who applied 
to the State for relief. At that time they probably numbered 500,000, or one-tenth of 
the total population. 

The arrival of all these refugees at once and the denterahie conditions under which 
they lived for some time after their arrival in Bulgaria, camping in the open or living in 
carts, wagons, cellars or hovels, have had a disastrous effect on the general health of the 
country. ‘The children of the refugees have suffered most of all, and the death rate among 
them is very high. The administrative authorities, assisted by the Red Cross, are making 
efforts to provide house-room for the refugees and supply them with food for a certain 
time. Under the Law of December 21st, 1920 —which has since been amended —each 
refugee i is given, free of charge, balling materials and the implements of his trade. 
Farmers receive land, a personal loan of 50,000 levas, and a mortgage loan of 60,000 levas 
for the erection of a small house. Of the 500,000 refugees who have come to Bulgaria, 
200,000 are still homeless and without means of support. The constant arrival of fresh 
refugees helps to increase their distress. 
| Bulgaria has no more cultivable land to grant, except in the department of Burgas, 
which is regarded as the most unhealthy district in the country, its population being 
decimated by malaria. 


PUBLIC HEALTH EXPENDITURE. 


From 1880 to 1924 the budget of the Directorate of Public Health has amounted on 
an average to 3.25 per cent of the total budget of the State. During the periods 1880-84 
and 1914-15, it reached 4 per cent; in 1917-18, 4.5 per cent; and in 1919-20, 5.25 
per cent. The proportion ieoreanoa’ after the conclusion of the Peace of Neuilly, falling 
to 3.5 per cent for the financial year 1921-22 and 3.25 per cent for 1922-23. 

The general State budget for the financial year 1923-24 was 5,596,168,005 levas, 
and the budget for the Directorate of Public Health 168,712,054 levas, 7.e., 3.3 per cent 
of the total. 


The expenditure of the Directorate of Public Health for the financial year 1923-24 
amounted to 162,000,000 levas, allocated as follows : 


Levas 

1 2Central administration e eka ie oi. oy ee 2,000,000 
9. Provincial administrations .. .. .. .- +--+. 20,000,000 
3. Campaign against infectious biscanes te as ein ee 
LoPiublicisanitatiow, ete. ns Maa ft Glo ee 5,000,000 
5. Hospitals, etc. , oe a ee 
6. Medicaments, caaenaants: ar: WE 
7. Miscellaneous poe EO Wee 

Total ..° ti ls 73 y Ge eGR 


Bulgaria expends : 
22 million levas on her sanitary administration ; 
400 million levas on curative medicine ; and 
22 million levas on preventive medicine. 


It is not easy to fix the exact amount of the sums expended on preventive medicine 
and curative medicine respectively, as there is only one budget for both. 

Although a great deal is expended on hospitals and similar establishments, they are 
in a deplorable state. The buildings have long been in need of repair, the linen is torn, 
instruments and apparatus are in many cases unfit for use, and in the second-class 
hospitals many medicaments are lacking. | 

The credits for the campaign against infectious diseases are inadequate. We have 
no information regarding the expenditure incurred by the provincial and communal 
councils for public health. 7 

The financial straits to which the country is reduced render it hard for the Direc- 
torate of Public Health even to maintain the pre-war institutions and their staff. It 
is unfortunately unable to take any active steps to improve public health or counteract 
the danger of racial degeneration. 

The State, the provincial councils and the communes are poor. The financial situa- 
tion, which has been aggravated by the war and the crushing burden of reparations, makes 
it impossible for the country to contemplate a policy of social reform and the reconstrue- 
tion of its health organisation. 


ORGANISATION OF DEMOGRAPHIC AND MEDICAL STATISTICS, . 
Bulgaria possesses a very efficient service for general statistics, and medical statistics 
are compiled by a Statistical Department attached to the Directorate of Public Health. 


| J. DEMOGRAPHICAL STATISTICS. 
1. Census. 


A census is taken every five years, at State expense, by the Directorate-General of 
) Statistics, which also examines the census papers. The date of each census is announced 
_ by Decree of the Minister of the Interior. The Directorate-General of Statistics is assisted 
in carrying out the census by provincial census committees presided over by the prefects, 
district committees presided over by the sub-prefects, overseers and census agents. 
The towns of Sofia, Plovdiv, Varna and Rustchuk have their own committees. 
Communes are divided into census areas. One census agent is appointed for each 
_ area, and an overseer for every 2,000 inhabitants. The overseers verify the lists, have the 
particulars completed or corrected where necessary, and transmit them to the communal 
authorities, who prepare a schedule of the population of the commune and send them in 
turn to the Directorate-General of Statistics. 
The figures for the population of towns are published by the Directorate-General of 
Statistics in the official journal towards the end of January, and the results of the census 
in the provinces and districts’ are published on or about February 10th. The lists are 
verified and corrected by the Directorate-General. Subsequently tables are prepared 
from the occupational and other particulars collected. 


Table No. 1. — Legal population, population present at the time of the census, 
number of households, buildings, estates. 


Table No. 2. — Distribution of the population present on the date of the census 
according to birthplace and nationality. 


Table No. 2 (a). — Distribution of inhabitants of non-Bulgarian race. 


Table No. 2 (b). — Distribution of foreign nationals according to country of origin. 
Table No. 3. — Distribution of the population according to language and religion. 
Table No. 4. — Distribution of the population according to standard of education 
and native tongue. 

Table No. 5. — Persons present on the date of the census suffering from physical or 
mental infirmity. 


Table No. 6. — Persons absent from home on the date of the census. 


| 2. Movement of Population. 


| The registration of births, deaths, marriages, etc., was organised in 1923 ; births, 
_ Marriages and deaths are registered by the official registrar or by the mayor at the time 
_of the declaration or as soon as these magistrates receive notification thereof. 


~ (a) Registration of births. — Births must be notified within one week ; the notifica- 
tion is made by the father or, failing him, by the doctor, the midwife, or one of the 

_ persons present at delivery. The birth and sex of the child are verified by the medical 
_ officer of the commune or, failing him, by the registrar, who makes the entry in the 
register, prepares a birth certificate, and issues a certificate of registration. In the case 
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of twins, two birth certificates are drawn up, care being taken to indicate which of the 
twins was born first. , 

If a child is still-born, that is to say, if it has never breathed after birth, it is 
registered as still-born, and the registrar fills up a special form (yellow). If, however, the 
child has shown signs of life after birth, the registrar fills up a birth certificate and a deatg 
certificate. 

The certificates are sent to the Directorate-General of Statistics, Aunty in the 
case of towns and quarterly in the case of rural districts. . 

(b) Registration of marriages and divorces. — Marriages must be notified to the 
registrar of the commune in which the religious ceremony takes place. Notification must 
be made within seven days by one of the parties. Theformal act of marriage is drawn up 
in the presence of two witnesses. When a court pronounces the dissolution of a marriage, 
a copy of the judgment is sent to the registrar of the commune in which the marriage took 
place, and he endorses the marriage act accordingly. 


(c) Registration of deaths. — All deaths must be notified to the mayor or registrar, 
Notification must be made by the nearest relatives of the deceased or by the head of the 
establishment (hostel, boarding-house, prison, etc.) in which death occurred. 

The person who notifies death must obtain a death certificate drawn up by the 
official responsible for verifying deaths. This certificate serves as a burial permit. 

The mayor or registrar draws up an act of death, which is copied into the register of 
births, deaths, marriages, etc. He also fills in and signs a death certificate in a book 
with counterfoils. | 

The certificates are detached at the end of each month in the case of towns, and 
at the end of each quarter in the rural districts, and transmitted to the Directorate- 
General of Statistics, which publishes these data in the Monthly Statistical Bulletin and 
the Statistical Year-Book. : 

The Directorate-General of Statistics does not publish particulars of causes of death, 
nor is the notification of such causes obligatory. : 

The Directorate-General of Statistics prepares statistics of causes of death classified 
according to infectious diseases and non-infectious diseases. 

Every urban or rural commune sends to the Directorate-General of Statistics, at 
the end of each quarter, a medical statistical bulletin prepared according to a model. 


II. MepIcAL STATISTICS. 
, k 
i 


1. Compulsorily Notifiable Diseases. 


The Law for the Protection of Public Health (1909) made the ic diseases 
compulsorily notifiable : 


1. Plague ; 5. Relapsing fever ; 
2. Cholera ; 6. Typhoid fever ; 
3. Smallpox ; 7. Scarlet fever ; 
4, Typhus ; 8. Diphtheria. 
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To this list must be added the following diseases, notification of which is required 
inder supplementary regulation to the Law for the Protection of Public Health : 


9. Cerebro-spinal meningitis ; 16. Whooping-cough ; 

10. Dysentery ; 17. Puerperal fever ; 

11. Measles ; 18. Malignant pustules ; 

12. German measles ; 49. Anterior poliomyelitis (the notifi- 
13. Chickenpox ; ~ cation of which was made compulsory by 
44, Erysipelas ; | decision of the General Medical Council in 
15. Mumps ; 1913). 


Under the terms of the Special Sanitary Convention concluded with the Kingdom 
yf the Serbs, Croats and Slovenes the following diseases are also notifiable : 


20. Yellow fever ; 
21. Encephalitis lethargica ; 
22. Serious influenza. 


Suspected cases must be notified as well as known cases. 


1. Persons responsible for Notification. 
Notification is made by : 


Doctors ; 

Heads of families ; 

Officials responsible for the verification of deaths ; 
‘“* Feldschers ”’ ; 

Relatives ; 

Persons attending the patient. 


If the patient is in an hotel, boarding-house, school, hostel or prison, notification 
must be made by : 


The directors of these establishments ; 
Midwives ; 

Priests ; 

Schoolmasters ; 

Directors of industrial establishments. 


Every doctor is bound to notify the local health authorities of all cases of infectious 
disease which he encounters, and to take all necessary steps to isolate the patient and 
secure disinfection. Medical directors of hospitals must notify all cases of infectious 
disease received in their institutions. A further declaration is made on the patient’s 
departure. 

Officers responsible for the inspection of dead bodies (communal medical officers, 
“feldschers”, public health inspectors, or, failing these, mayors anddeputy mayors — the 
deaths of Moslem women being verified by women whom the communal authorities can 
trust) are bound to notify the health authorities or the mayors of all deaths due to 
infectious disease. 
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3. Authorities receiving Notifications. 

At Sofia notifications are made to the head of the municipal health service ; in othe 
towns to the communal medical officer. In localities where there is no communal medica 
officer, notifications are made to the district medical officer or to the mayor; in villages 
to the district medical officer, the ‘‘ feldscher ”’ or, failing him, to the mayor. 

Directors of hospitals notify the communal or district medical officers of all case 
of infectious disease under treatment in their institutions, both on the reception ant 
on the discharge of the patient. 

In garrison towns the communal and district medical officers notify the garrisoi 
medical officer of all cases of infectious disease which have been observed in the commun 
or district. The garrison medical officer in turn notifies the communal or district medica 
officer of all cases of infectious disease occurring among the troops. 


4, Form of Notification. 


- Notification may be made in writing or orally ; it must contain the following particulars: 
1. Name of the infectious disease ; 
2. Patient’s name and surname ; 
3. Patient’s age ; 
4. Patient’s address ; 
5. Name and surname of the person making the notification. 

The Directorate of Public Health provides all authorities responsible. for notificatio1 
formalities with special forms. These forms are divided into two parts. The first par 
must be filled in when the disease is first observed, and the second part when the patien 
is cured or dies. 

The first part contains the following particulars : 

1. Series number ; 
. Name of the infectious disease ; 
. Name and surname of the patient ; 
Sex ; 
Age ; 
. Nationality ; 
. Civil status ; 
. Profession ; 
. Address ; 
10. Date of commencement of the disease ; 
11. Date and place of infection ; ; 
12. Place at which the patient is undergoing treatment : 
13. Number of members in the patient’s family ; | 
14. Whether in the patient’s family any other persons suffering from ‘the sam. 
disease ; if so since what date ; ; 
15. If-there is a room in the patient s house in which he can be isolated ; 
16. What places the patient has frequented since becoming infected ; 
17. Doctor’s signature and date. 
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The second part contains the following : 
18. Measures taken ; 
19. Date of cure ; 
20. Date of death ; 
21. How, when and by whom disinfection was carried out ; 
22. Doctor’s signature and date. 
| If the diagnosis was confirmed by bacteriological examination, the fact is also stated. 
This medical bulletin is sent post free by the doctor to the health authorities. 


5. Time at which Notification must be made. 


Virulent infectious diseases (plague, cholera, yellow fever, smallpox, typhus and 
relapsing fever) must be notified immediately by telephone or telegraph. 
__ Inthe ease of other notifiable diseases, notification must be- transmitted immediately 
by post. 


6. Registration of Infectious Diseases. 


Each commune has a special register in which all cases notified are entered 
in chronological order, with the date of infection, the place at which the disease was 
discovered, and the name of the person making the notification. 


7. Reports and Tables. 


“‘ Feldshers”’ of sections and communal medical officers send the district medical 
officer, every ten days, a report on the cases of infectious disease occurring in their sections. 
The district medical officers send these returns to the medical officers of the provinces, 
who in turn transmit to the Infectious Diseases Department of the Directorate of Public 
Health, every ten days, a report on the cases of infectious disease which have, been 
notified in their provinces. These ten-day reports contain the following particulars : 


Neen lh 


Diseases reported. 
Number of Cases (Numerator). Date from which no new 
Date on which reported Cases were reported. 

(Denominator). 


Typhoid Fever. 
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District medical officers send their reports not later than three days after the en 
of the ten-day period, and provincial medical officers within fifteen days of the end ¢ 
that period. The Department of Infectious Diseases draws up a ten-day report on th 
situation with regard to infectious diseases in the country. This report is transmitte: 
to the Director of Public Health, to the Health Organisation of the League of Nations, t 
the Office international d’hygiéne publique, and to the Ministry of Public Health a 
Belgrade. 

The Directorate of Public Health draws up a monthly report, which is communi 
cated to all the health administrations which exchange health intelligence with Bulgaria 

The Directorate of Public Health also publishes quarterly, half-yearly and annua 
bulletins. All cases of virulent disease are notified by telegraph to the Directorate. A 
the end of every month it also receives a telegraphic report on the number of case 
reported and the places at which the first cases were notified. 

The Infectious Diseases Department receives telegraphic information as to the sprea 
‘of infectious diseases which have assumed an epidemic form. At the beginning of eack 
week it publishes a weekly report on virulent diseases which have assumed an epidemi 
character, anda provisional weekly report which is a summary ofthe former. Thes 
two reports are transmitted to the General Medical Council. In addition, the first i 
communicated to the Ministry of Public Health at Belgrade, and the second to th 
twenty-two States and sanitary institutions with which Bulgaria exchanges epide 
miological intelligence. q 


The district and provincial medical officers also render annual reports. The medi 
officers of communes are obliged to forward their annual reports to their district medica 
officers by February 15th at the latest ; the district medical officers send their ann 
reports to their provincial medical officers not later than March (st. 

These reports contain : 4 

(a) A list of cases of infectious disease reported during the year ; 
(b) A list of cases of chronic infectious disease and other epidemic diseases. 


The annual report of the Infectious Diseases Department contains the followin: 

tables : 
(a) Number and percentage cases of acute infectious diseases notified in oad 
province ; | 

(b) Number and percentage of cases of each acute infectious disease : : 

(c) Number and percentage of cases of acute infectious diseases for each month 

in the year ; 

(d) Number and percentage of cases of each acute infectious disease repora 

in each month in the year. 


Ghronie infectious diseases are tabulated in the same manner. 
The annual report of the Infectious Diseases Department is included in the general 
report of the Directorate of Public Health, which is published at frequent intervals. | 
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FIRST MEETING 


Held at Paris on Saturday, June 19th, 1926, at 10.30 a.m. 


Present: All the members of the Committee, with the exception of Professor Chagas, Surgeon- 
General Cumming, Dr. Alice Hamilton and Professor Pittaluga. 


235. Welcome to Professor Ottolenghi. 


The PRESIDENT, in the name of his colleagues, extended a cordial welcome to Professor 
Ottolenghi. 


236. Notification of Epidemic Diseases provided for in Article 1 of the International Sanitary 
Convention of 1926: Draft Agreement submitted by the Bureau of the Office interna- 
tional d’hygiéne publique and the Health Committee of the League of Nations to the Two 
Committees. 


The PRESIDENT recalled that a week previously the members of the Health Committee had 
met in private to examine a note submitted to its President by M. Velghe on behalf of the Sub- 
Committee of the Office international, which had studied the question of the procedure to be 
followed with regard to the notifications provided for in Article 1 of the International Sanitary 
Convention which had just been concluded. It had been decided that the two bureaux and the 
two directors should examine in common the possibility of drawing up a draft agreement. The 
two directors, in concert with the President of the Office international and the President of the 
Health Committee, had drafted a note (Annex 106), which had been distributed to the members 
of the Committee a week previously. The proposals contained in it could, he thought, be accepted 
by the Health Committee. 


Dr. TsuRuMI, with regard to the arrangement concluded between the Office international 
and the Health Committee on the notifications provided for in the Convention, thought that 
the Health Committee had already agreed unofficially, a few days previously, to the note prepared 
by the Bureau. Dr. Tsurumi had already informed the Committee on several occasions that 
this arrangement was of primary importance from the point of view of the Convention as far 
as his own country was concerned. Without such an arrangement, he feared that it would be 
very difficult for Japan to adhere to the Convention. He urged the Committee therefore to accept 
officially the note of the Bureau. He would then, if the Committee agreed, ask the President 
to be good enough to take the necessary measures to put this arrangement into execution as soon 
as possible. 


Sir George BUCHANAN asked whether the proposal which had just been made meant that 
the draft agreement would be adopted in the name of the whole Health Committee. 


The PRESIDENT replied in the affirmative. 


Sir George BUCHANAN felt unable to advise the Health Committee to go so far as was proposed. 
The question had been discussed the day previously by the Permanent Committee of the Office 
international, at which the majority of the Committee, including himself, had agreed that the 
terms of the draft agreement should be examined in greater detail before they could even pro- 
visionally be accepted. He did not think it necessary to take up the time of the Committee by 
repeating the observations which he had made on the previous day. It was particularly important 
that the Office international should have the opportunity of fully working out the procedure 
which it was best to adopt in order that the different new obligations which it would have under 
the revised Convention should be properly fulfilled. For countries with large maritime com- 
merce and large health interests, such as Great Britain, this could not be settled in a hurry. 
Some of the principles of co-ordination underlying the scheme of the bureaux appeared to him 
reasonable and he was in complete sympathy with the idea that the Health Organisation should 
co-operate in the execution of the Convention. But, as he had pointed out on the previous day, 
a good agreement could only be reached after the Office international had taken its decisions 
on the way in which the work entrusted to it had best be done, which meant that for the moment 
he could not accept the draft agreement. 

The provisions of the new Convention had only just been drafted and had not yet been 
signed, and those which related to the Office international would have to be examined at leisure, 
not only by themselves but also in relation to the intentions of the Convention as a whole. The 
question had been discussed on the previous day when the new Director of the Office interna- 
tional had been appointed. The latter had been instructed, as a first duty, to investigate in 
detail the various parts of the Convention and to submit a report to the Office international 
during its October session. Until he was in a position to examine that report, to obtain its 
consideration by his own Government, and to discuss the matter with the delegates of other — 
Governments when the questions had been put fully before them, he could not recommend the : 
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_ acceptance of the draft agreement. He was quite ready, however, to take the draft agreement 
_ as a document to be utilised for further discussion when the proper time had arrived. 


Professor Léon BERNARD regretted that he had not been able to hear the explanations given 
on the previous day by Sir George Buchanan. He had understood at the last meeting that all 
his colleagues on the Health Committee had already agreed to accept as a basis of discussion 


the draft agreement which the two bureaux had collaborated in drawing up. A basis of agree- 


ment was easy to find with a little good-will, but if the decisions of principle which had already 
been taken were now called in question there would be no reason why the problem should be 
solved in October or later. If an agreement could not be reached, the two organisations would 
be reduced to working separately. He would like to have further information from M. Velghe. 


M. VELGHE said he had no intention of taking part in the discussion because of his some- 
what delicate position as President of the Office international, all the more so as the Health 
Committee had not yet taken a decision on a basis of agreement. He felt compelled, however, 
to accede to the desire of Professor Léon Bernard and thought, moreover, that the statement of 
Sir George Buchanan had resulted from a misunderstanding. Sir George Buchanan had said 
that he could not consider the draft agreement as being more than a basis of discussion. It 
was precisely as a basis of discussion, however, that the draft agreement had been submitted 
to the Health Committee and on the day previously to the Permanent Committee of the Office 
international. 

The Health Convention contained provisions which represented an extension of the work 
of the Office international, but it had been immediately laid down that the Office international 
could make arrangements with other organisations in order to fulfil its new duties. Personally, 
he had been urged on various sides to press for the adoption as soon as possible, that was to say 
at the present session, of a basis of agreement. Numerous delegations, especially the Japanese 
delegation, had desired to see the arrangement inserted in the text of the Convention. In any 
case it was a legitimate desire to know as soon as possible the meaning of this agreement for 
two reasons which had been explained at a previous meeting. It was necessary that each member 
should be able to inform his Government without delay in what manner the Office international 
and the Health Committee understood the arrangement which had been made. It had been 
emphasised that it was all the more useful to ascertain the terms of the draft agreement — for 
it was only a draft — since this document, once known, might have exercised an influence on 
the terms of the Convention. 

It was actually the fact that a member of the Office international had considered that the 
draft agreement was opposed to a provision of the Convention stipulating that the agreement 
ought not to allow the substitution of one organisation for another. It had always been the 
general agreement that the Epidemiological Intelligence Service of the League of Nations should 
be kept intact. The gravity of the position could be realised.. As some thought that the draft 
agreement was opposed to the Convention, some Governments might hesitate to sign the Con- 
vention itself. For this reason it had been thought desirable that the two Committees should reach 
agreement on a draft which could be discussed in October in order to prevent misunderstanding. 
The two Offices, together with the two Directors, the Chairman of the Committee of the Office 
international and the President of the Health Committee, had reached agreement on a draft and 
had done everything possible to obtain its adoption. The Office international, however, had 
refused to discuss this draft, though this did not mean that it had rejected it, but that it desired 
to examine it in October after it had had time to study the text of the Convention and to consult 
Governments. ; 

Sir George Buchanan was of opinion that the draft should be adopted as a basis of discussion, 
but it was precisely this step which the Office international had been asked to take on the 
previous day. If the views of the various delegates had been ascertained, they would have been 
able to submit a text to their Governments, informing them that it would be proposed as a solution 
in October. Delegates would not have been bound by their vote and it would still have been 
possible in October to have made any amendment of the draft agreement which they thought best. 

After the negative decision taken on the previous day, it was difficult to understand in what 
manner it would be possible to submit to Governments a proposal which in fact no longer existed. 


_ There remained the draft of the Medical Director, but that draft had not been very warmly 


received by certain members. Nevertheless, the solution which he had himself proposed had 
been very simple. The draft agreement, just as any other question, would have been prelimin arily 


_ discussed by the Office international. Once it had been adopted, it would have been submitted 


to Governments and it would then have been referred a second time to the Office international. 

He would state, in answer to the question put by Professor Léon Bernard, that he did not 
understand the misunderstanding which had occurred. There had been a refusal to discuss the 
text although it had been stated in advance that any decision taken on that text would not bind 
delegates. : 


Professor Léon BERNARD thanked M. Velghe. What had-occurred could only be explained 
by the absence of a desire to reach anagreement. The position of everyone must be perfectly clear. 
In passing, he desired to rectify a statement of M. Velghe regarding the draft of the Medical 
Director. At the preceding unofficial meeting of the Health Committee, the draft had received 
the assent of all the members, including Sir George Buchanan. 


M. VELGHE pointed out that the members at the preceding meeting had taken a decision, not 


_ on the draft agreement, but on a note, and it was upon that note that the draft had been based. 
_ The two documents resembled each other in the spirit if not in the letter. 


Dr. RAJCHMAN explained the procedure. What was the position of the Health Committee — 
of the League of Nations ? As he had recalled, a draft, drawn up by a Committee of the Office - 
international concerning the co-operation of the two organisations in the fulfilment of the duties _ 
imposed by the Convention (Article 7) on the Office international in respect of epidemiological F 
and other information had been circulated some days previously to members of the Health — 


Committee. | 

During an unofficial meeting, a note prepared by the Medical Director in agreement wit 
the Bureau of the Health Committee had been discussed. That note had been accepted by 
members who had attended the meeting, but, as it had been unofficial, it had not been possible 
_ for it to be adopted officially. On the basis of that note, a draft agreement with the Office 
international, agreed to by the Director of the Office international, had been drawn up. That 
agreement had been approved by the two Presidents. The question regarding the date on — 
which that agreement or any other agreement should be concluded with the Office international — 
concerned, not the Health Committee, but the Office international itself. 

At the present stage, it would be useful if the Health Committee stated that it approved 
or disapproved of the agreement in order that the Office international, when the question came 
up again for consideration, might know the views of the Health Committee. He thought there- 
fore that, during the present official meeting, the draft agreement should be discussed paragraph 


by paragraph in order that any objections might be foreseen. 


Sir George BUCHANAN, in reply to Professor Léon Bernard, thought that to adjourn the 
discussion would in no way retard indefinitely the conclusion of a suitable agreement. During 
the previous week, at the unofficial meeting of the members of the Health Committee, he had 
expressed the view that definite proposals from the Committee would only prove of use when 
the Office international had formulated its requirements. This the Office was about todo. The 
new Convention could not come into operation this year, and it raised such important questions 
as regarded the future that the delegates to the Office international needed time to appreciate the 
exact scope of the Convention and consult their Governments if it were desired to submit useful 
suggestions to the Health Committee in October. This was the first reason why Sir George 
Buchanan considered that there was no objection to adjourning the question until October. 
There was a second reason, to which he had already alluded. The Office international possessed 
a new Director and it was only fair to give him time to take up his duties and submit a report 
on which the Committee might express a carefully considered opinion at its next session. 

He noted that the draft agreement seemed to go further than the original note of the Medical 
Director in the sense that it covered questions too complex to be decided upon at the moment. 
For example, Article 7 of the Convention, to which the draft agreement alluded, and- which 
dealt with rat plague, implied the establishment of all the necessary machinery not only for the 
transmission of information, but also for its collection, and so large a question as this could 
not be settled out of hand without examining all its aspects. Certain delegates had pointed 
out that it would be useful to take a decision before the meeting of the Assembly, but was it wise, | 
or helpful to the solution they desired, to submit to the Assembly, as adopted, a draft which 
had not yet been examined by the Permanent Committee of the Office international, upon 
which the various Governments were represented ? If the Assembly were to give previous _ 
approval to this draft, the position of technical official delegates at the Office international — 
would be made very difficult. se 


The PRESIDENT asked his colleagues if they agreed to adjourn their decision or whether | 
they desired to discuss the draft agreement paragraph by paragraph. He thought that the 
majority desired to begin the discussion immediately. | 


Sir George BUCHANAN persisted in his opinion that the Committee would be in a far better’ 
position to discuss the draft later when it had more information before it. Obviously, however, 
he had no intention of opposing an immediate discussion if his colleagues desired to adopt such 
a procedure. ‘ieane 


The PRESIDENT opened the discussion on the draft agreement. 


Title: 


The words “Draft Agreement” were replaced by the words “ Preliminary Draft 
Agreement ”. re 


Preamble : 


No observations. 


Paragraph 1. 
The PRESIDENT asked Sir George Buchanan whether he had any observations to make, __ 


Sir George BUCHANAN replied that the question was very important, but that he was not 
yet in a position to discuss it. . , h 


Paragraph it was adopted. 
q Paragraph 2. 
Adopted. 


~~ 
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Paragraphs 3 and 4. 


Dr. RAJCHMAN noted that Sir George Buchanan had made a very important observation 

at the beginning of the meeting when he had stated that the present preliminary draft alluded 
_ to the former Article 7 (now Article 6 in the final text of the Convention) concerning rat plague. 
_ In the view of Sir George Buchanan, the introduction of this reference into the preliminary draft 


went beyond the terms of the note which had been examined at the unofficial meeting. This 
was a question which, in the view of Sir George Buchanan, ought either to have been left to the 


_ Office international or else discussed in greater detail. He would be very grateful to Sir George 
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Buchanan if he would explain the scope of his objection, but he thought that a misunderstanding 
had arisen. 

In paragraph 3 as well as in paragraph 4, the preliminary draft made provision solely for 
publication, by the Epidemiological Information Service, of information to be submitted to it 
by the Office international, but the Epidemiological Information Service had no responsibility 
with regard to the information sent to it for publication in the Weekly Record, etc. By the terms 
of paragraph 1, the duty of the Epidemiological Service was to communicate to the higher health 
authorities such notifications as were forwarded to it. By the terms of paragraphs 3 and 4, 
the Service undertook to publish in its Weekly Record, etc., reports submitted to it by the Office 
international on the responsibility of that office and drawn up in such a manner as the Office 
international might decide. In those circumstances, he did not quite understand the objections 
of Sir George Buchanan. 


Sir George BUCHANAN, with regard to Article 6 (formerly Article 7 of the Convention), recalled 
how difficult it was te detect the presence of rat plague and, once its presence was discovered, to 


_ draw any definite conclusions on its intensity or infective ability to man. He thought that 


too much importance had been attached to the question of notifying rat plague, as though that 
disease were on the same footing as human plague. In his view it was for the central orga- 
nisation established to satisfy the needs of the Convention, that was to say for the Office 
international, very carefully to investigate these various questions in order to decide in what 
circumstances and in what manner the countries in general. or perhaps only neighbouring 
countries, should receive information on cases of rat plague. Detailed decisions of proce- 
dure on these points were essential if reasonable measures were to be adopted in conformity with . 
the terms of the Convention. In this and other matters, the draft agreement was too much 
concerned with the mechanism and too little with the product. Was it likely that a bureau of 
the League could act as a mere transmitter of information to and from the Office international ? 
It could not do this without also being a collector, without sorting and analysing its information, 
without corresponding with port sanitary authorities, without reporting or even criticising. He 
did not wish for the moment to express a decided opinion on the solution of these various 
questions, but repeated his plea for time and the absence of any practical need for haste. 


Dr. RAYNAuD pointed out that the difficulties of notifying rat plague were no greater than 
those concerning the notification of human plague. The Weekly Record of the League of Nations 
was already publishing every week notifications of human plague, cholera, etc. What was asked 
was simply that the cases of rat plague should be added, and this request had been made by the 
United States and he thought also by Great Britain. He did not see what difficulties there would 
be which would prevent the League from publishing information submitted to it. The significance 
of information regarding epidemics of plague among rats would be no better appreciated at the end 
of six months than it was at that moment. A solution must be reached. 


Dr. LutTRARIO said that he quite agreed with Dr. Raynaud. He suggested various formal 
amendments with the object of making clearer the wording of paragraphs 3 and 4. More particu- 
larly in paragraph 3 he proposed that the first sentence should read: “ Information communicated 
as provided by Articles . . . shall be immediately forwarded by these bureaux to the Office 
international d’hygiéne publique and to the Epidemiological Service of the League of Nations. ” 
Without this addition the Epidemiological Information Service could not fulfil the duties entrusted 
to it by paragraph 4. Ridted Mya ck 


Dr. RAJCHMAN thought that it was obvious from the spirit of the agreement that the informa- 
tion communicated would be forwarded to the Epidemiological Information Service by virtue 
of the provisions of paragraph 4.. He thought that there was a misunderstanding between 
Dr. Raynaud and Sir George Buchanan. Sir George Buchanan demanded that responsibility 
for the execution of all the articles concerning rat plague should remain with the Office international. 
This ought to be clearly understood and he would be glad to meet Sir George Buchanan in the 
drafting of paragraphs 3 and 4. These should clearly state that such should be the case. 
Information communicated to the regional bureaux would be forwarded to the Office international, 
which would do what it liked with the information and should decide in what form it should be 
published in the Weekly Record. 


Dr. CARRIERE agreed with the Medical Director. 


M. VELGHE explained the scope of paragraphs 3 and 4 as follows: Paragraph 3 showed 
merely in what manner communications sent to the regional bureaux in virtue of Articles 4 
and 6 of the Convention would be dealt with. Such information would be forwarded to the 
Office international, and at the same time to the health administrations with whom the 
regional bureaux were in touch. It was in this way, in fact, that the Bureau at Singapore 
dealt with the information it now received; it would immediately forward the information to the 
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Office international as well as to the various health administrations. : The Office ‘international 
would inform the Service at Geneva that it would be required to publish in its Weekly Recorda — 
particular piece of information in conformity with paragraph 4. Paragraph 3 should therefore - 
logically come before paragraph 4. 3 : 


Sir George BUCHANAN said that, as he was compelled to leave the meeting on official business, 
he thought it might be convenient if he were permitted to make the following declaration: 


“T am entirely in accord with the principle of making an agreement with the Office 
international which will facilitate the communication of information required under the Con- 
vention by means of the Health Organisation of the League of Nations. Such arrange- 
ments can obviously be of the greatest possible value. I accept this ‘avant-projet d’accord 
therefore as a useful basis for the discussion which, I hope, will take place at an early date 
as soon as the Committee of the Office international, which is primarily responsible for all 
the arrangements to be made under the Convention, has decided on the main lines on 
which it should proceed to carry out its new duties under the Convention when that 
document comes into operation.” 


The PRESIDENT thanked Sir George Buchanan. 
(Sir George Buchanan then withdrew.) 


M. VELGHE said that he would have to abstain from voting on the preliminary draft agreement. 
He could neither vote against it, since he had approved it, nor vote for it since the Committee 
of the Office international had not taken a decision. 


The preliminary draft agreement was approved with formal amendments and the Committee 
adopted (M. Velghe abstaining) the following resolution submitted by Professor Léon BERNARD: 


“ The Health Committee, having considered the terms of the preliminary draft sub- 
mitted by the Bureaux of the Office international d’hygiéne publique and the Health Com- 
mittee of the League, approves the following text, which is the outcome of its deliberations: 

“The Permanent Committee of the Office international d’hygiéne publique and the 
Health Committee of the League have agreed on the following procedure, which they consider 
to be the most effective to ensure the centralisation and distribution of information concern- 
ing epidemic diseases and sanitary measures which are contemplated by the Paris International 
Convention of 1926. 


“1. The notifications provided for in Article 1, and intended for the Office international — 
d’hygiéne publique, may be transmitted by Governments through one of the League of 
Nations regional bureaux. 

“ These bureaux shall at once communicate such notifications, by telegram or wireless, 
to the Office internationale d’hygiéne publique as well as to all the health administrations 
with which they are in direct relations. | 

“ The notifications thus received shall be communicated forthwith by the Office inter- 
national d’hygiéne publique to the diplomatic agencies in Paris. 


“2. The immediate communication to the principal health authorities provided for under 
Article 3 of the Convention shall be effected in the name and on behalf of the Office inter- 
national d’hygiéne publique by the Epidemiological Intelligence Service of the League of 
Nations. All notifications forwarded to the Office international d’hygiéne publique either © 
Buen), or through the other regional bureaux shall be communicated immediately to this 
Service. ! 

“ The immediate communication of these notifications to principal health authorities 
shall be effected by this Service in the name of the Office international d’hygiéne publique, 
by telegram or wireless, as frequently as may be necessary. 


“3. The communications provided for in Articles 2, 3, 4, 6, 9, 12, 14, 160,28 ames 
of the Convention, received direct by the regional bureaux of the League of Nations, shall 
be forwarded immediately to the Office international d’hygiéne publique as well as to all 

_ the health administrations in direct relationship with those Bureaux. 


“4. The first page of the Weekly Summary and of the periodical publications, of the 
Epidemiological Intelligence Service of the League of Nations will give in the name of the — 
Office international d’hygiéne publique, the official bulletin of notifications and of intelligence, — 


as provided for under Articles 2, 4, 6, 9, 12, 14, 16, 28 and 49 of the Convention and as — 
communicated beforehand by the Office.” r 
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237. Interchange of Health Personnel in West: Africa: Provisional Report of Dr. Destouches. . 


Dr. RAjcHMAN said that Dr. Destouches had just returned from West Africa, where he had 
undertaken the difficult task of arranging the tour of the participants in the interchange. The 
Medical Director had asked Dr. Destouches to take advantage of his journey to enquire into the - 
possibility of establishing a bureau of Epidemiological Information in West Africa. Dr. Destouches | 
had carried out this enquiry and, at the same time, had discussed the question with various health 
administrations and with the participants in the interchange. The Health Committee would 


probably desire to examine more in detail the, provisional report submitted by Dr. Destouches — 
while reserving its final decision for the October session. fo Tia 


The provisional report on the Interchange of Health Personnel in West Africa was read. 


The PRESIDENT, in the name of the Committee, congratulated Dr. Destouches. He thought 
the study tour carried out in Africa might result in the establishment of an office similar in some 
respect to that at Singapore, which would mean that the tour had been of great importance. 


Professor Léon BERNARD associated himself with the observation of the Chairman. He 
was particularly struck by the passage in the report concerning the School of Medicine at Dakar. 
He asked Dr. Destouches to give details, either in his final report or in a special note, regarding 
this school of medicine. As a member of the Committee on Public Health Instruction, he hoped 
to derive great profit from such information. Was the establishment a school of general or 
tropical medicine ? 


Dr. DEsTouUcHES undertook to furnish the information requested. The School of Medicine 
at Dakar was a school of general medicine established on the same plan as the French schools. 
It delivered permits to natives to practise medicine, but not a doctor’s diploma. Natives posses- 
sing such authority were required to remain in the service of the Administration for ten years. 


Dr. GRANVILLE stated that about three years ago, he thought, a somewhat similar medical 
school had been established at Khartoum to train native medical officers for practice in outlying 
districts. These were supposed to be partly trained medical men; something similar, he 
believed, used to exist in France in bygone days — “officiers de santé”. The students, he 
thought, had four years’ instruction and were then bound to work for the Government for a 
period of years, after which they could return to the school and qualify fully for medical men. 
It would be useful, in his opinion, to obtain from the Sudan Administration details of the pro- 
gress of the institution. 


The Committee decided to examine at its next meeting the provisional report on the French 
broposal concerning the establishment of an Epidemiological Bureau in West Africa. 


SECOND MEETING 


Held at Paris on: Sunday, June 20th, 1926, at 11 a.m. 


Present: All the members of the Committee, with the exception of Dr. Carriére, Surgeon- 
General Cumming, Dr. Alice Hamilton and Professor Pittaluga. 


238. Request of the Turkish Government for Three European Sanitary Advisers : Letter 
from the President of the Office international d’hygiéne publique. 


A letter sent on June oth, 1926, by the President of the Office international to the President 
of the Health Committee was read (Annex 107). This letter concerned the appointment pro- 
vided for by the terms of the Declaration of Lausanne of July 24th, 1923, of three European 
medical experts to be advisers to the frontier Turkish Health Administration. To that letter 
was attached a communication dated April 30th, 1926, from Fethy Bey, Turkish Ambassador in 
Paris, stating the conditions on which the Ministry of Health and Social Assistance in Turkey 
desired to appoint three medical advisers. 


Dr. GRANVILLE noted that the Turkish Government offered the medical advisers six weeks’ 
annual leave. It would be preferable, as was the custom in the Egyptian Administration, to 
allow two months’ leave a year and to allow the medical advisers the right not to take their 
leave every year, but to accumulate three and a-half months of leave in two years. It was 
suggested that the Office international should be asked to take account of this point in its reply 
to the Turkish Government. ¥ 


The PRESIDENT thought that this suggestion might be borne in mind when appointing the 
medical advisers. sivdeash ikeeDe ag ye 


Professor Léon BERNARD wondered whether the Committee should not accept without 
change the observations of the Office international on the proposals of the Turkish Government 
in order to gain time and not compel the Office international to return to the question at its 
October session. : ) Sa ty fs 


M. VELGHE thought that, if there were not any serious divergence of view between the 
Office international and the Health Committee and if the proposed amendments to the observa- 
tions of the Office international only concerned points of detail suchas that raised by Dr. 
Granville, it would not be essential for the Office to take any further decision. Both organisa- 
tions could submit any observations they thought fit. When the Committee had replied to the 

Office international, he was ready to inform the Office verbally of the observations made in the 
Committee in order that they should be submitted in the name of both organisations. ~~ 


-* With reference to paragraph 7 of the conditions laid down by the Turkish Government, — 
he explained that, according to the Declaration of Lausanne, the medical advisers were to be © 
chosen by that Government, which must naturally have the right to dismiss an official who did 
not give satisfaction. It was in this sense that the Office international, in its observations, had — 
expressed the view that such a condition was superfluous. The Turkish Government might — 
replace an official who had been dismissed by choosing one of the three other persons whose names 
remained on the list of six drawn up by the Health Committee and the Office international. 
It was mainly because of this condition imposed by the Turkish Government that the Office 
international considered the salary of 300 Turkish pounds proposed for the medical advisers 
to be insufficient. 


Dr. GRANVILLE feared that the terms of condition No. 7 laid down by the Turkish Govern- 
ment to the effect that the retention or dismissal of these advisers depended on the “ competent 
department ” might prove an insufficient guarantee for the advisers nominated. 


M. VELGHE saw no objection to the Committee’s mentioning such a point. He would remind — 
it, however, that it was formally laid down in the Declaration of Lausanne that the doctors in 
question would be Turkish officials and would be responsible to the Turkish Minister of Health. 
The Health Committee was not compelled to agree without discussion to the proposal put before it 
by the Committee of the Office international. The Health Committee might make reservations 
or ask for further details. 


Professor Léon BERNARD recalled that it was on the proposal of the Office international 
and of the Health Committee that the Turkish Government would proceed to make the appoint- 
ments and suggested that the Turkish Government should be asked, if dissatisfied with one of 
the officials selected, not to take any decision with regard to him except with the assent of both 
these organisations. It would perhaps be wise to introduce such a saving clause. 


Dr. GRANVILLE suggested a clause worded to the following effect: “ The Turkish Govern- 
ment can dismiss a medical adviser on payment of the remainder of his salary.” ; 


Dr. RAJCHMAN recalled that the matter had been discussed in detail by the Permanent 
Committee of the Office international. It was important to note that a representative of the 
Turkish Government had attended that meeting, as a Turkish delegate sat on the Permanent 
Committee. It would be preferable to adopt without change the observations of the Permanent 
Committee, and that for two further reasons: 


1. As M. Velghe had pointed out, the Declaration of Lausanne was formal on this point 
and there was no appeal fromit. It stated that the medical advisers would be responsible 
to the Health Minister and not to the Health Ministry. . 


2. It appeared very doubtful that the Turkish Government would proceed to the appoint- 
ment of three medical advisers. The Turkish delegate to the Office international had 
pointed out that the salary of {600 requested for the medical advisers would exceed the 
salary of the Turkish Prime Minister. From this it would appear that the discussion 
was mainly of a theoretical nature and that the Committee should avoid wounding the 
legitimate susceptibilities of the Turks. 


The PRESIDENT proposed that the text of the observations of the Office international should 7 
be adopted, together with those made during the discussion. 


Dr. GRANVILLE thought that, if the Declaration of Lausanne contained the reference to 
which allusion had been made, it was inadvisable to add the additional clause now under discus- 
sion. The Committee should remember that the medical advisers to be selected would accept 
their posts under the responsibility of the Health Committee and the Office international and 
would thus believe themselves secure from arbitrary treatment. If the Health Committee and — 
the Office international did not take precautions, they would be somewhat failing in their duties 
and somewhat careless of their rights. 


Professor Léon BERNARD pointed out that in the observations on condition No. 7 the term — 
“ superfluity ” was incorrect, for it appeared to strengthen the position taken by the Turkish 
Government. 


M. VELGHE proposed that it should be stated that condition No. 7 was “ opposed to the 
Declaration of Lausanne ”. se 


Dr. GRANVILLE accepted this proposal. 


The commentaries of the Office international were approved. 


239. French Proposal concerning the Establishment of an Epidemiological Bureau in West 
Africa: Preliminary Report of Dr. Destouches on the Enquiry concerning this — 
Proposal. ‘a 

- The preliminary report of Dr. Destouches was read. 
_ The PRESIDENT opened the discussion on the report. 


_ With regard to the forwarding of information by wireless, Dr. DEsToUCHEs said that, at present, , 
wireless was not used commercially in Africa. Perhaps this method of forwarding information 
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_ might be utilised for official information, but in view of the climate it was impossible to transmit 
news by wireless during nine or ten months of the year between the hours of 2 p.m. and nightfall, 
except in the case or the most powerful stations, situated at Bamako, Brazzaville and the Cape, 
where the operators could receive communications if they were despatched at a fixed hour. 


Dr. RAYNAuUD pointed out that a system of wireless stations had been established between 
Algeria, Tunis, Morocco, Southern Algeria and Tunisia, and that it was working in a satisfactory 
manner. The administrations were so interested in the proposed organisation that they would 
certainly agree to forward sanitary information by wireless. There were, moreover, other 
important posts in addition to those which had just been mentioned. 


Dr. RAJCHMAN explained that the question of forwarding information by wireless had been 
discussed in detail at Singapore and, without knowing the conditions in Africa, he could confirm 
what had been said by Dr. Destouches. The future of wireless was considerable, but it would 
be dangerous to make this method the sole means of transmission except in the case of very powerful 
stations. As far as the Far East was concerned, there were only three or four health administra- 
tions which regularly received information by wireless. Information could not be obtained, 
however, by this means either at Hong-Kong, Manila or even at Singapore. This was explained 
to a great extent by reasons of climate. With certain exceptions, wireless stations could only receive 
communications at fixedhours. It wascertain, moreover, that in a more or less near future wireless 
could be used, and an attempt should be made to do so. _Inconformity with the suggestions which 
had been made, the Medical Director favoured the establishment of a provisional centre of study. 
The various questions which the problem raised could only be regulated after experiment. 


Professor Léon BERNARD noted that the Committee was, generally speaking, agreed as to 
the usefulness of establishing a Pan-African Bureau as well as a provisional organisation of an 
experimental kind. On the other hand, no decision had been taken as to the central headquarters 
of that organisation. Was it for technical reasons that the report proposed Marseilles? At 
first sight he thought that, for a Pan-African Bureau, the site of Algiers, situated on the Mediter- 
ranean and connected with the principal African centres, was the one to be chosen. 


Dr. GRANVILLE recalled that the question interested a large number of countries—England, 
Belgium, France, Portugal, etc. So far as the Singapore Bureau was concerned, the first step | 
had been to consult the Governments on the establishment of the bureau. Had the same step 
been taken with regard to the African Bureau? - 


Dr. RAJCHMAN replied that the Governments were being consulted. The same procedure had 
been followed as.in the case of the Singapore Bureau, and the Secretary-General had sent a circular 
letter to the various Colonial Ministries asking for the views of the Colonial Health Administrations. 
Only one or two replies had been received.. The Health Committee had further decided to use 
the interchange visit to West Africa for the purpose of the enquiry. With this object, the views 
of the participants had been asked for at the final conference, though they had not been Govern- 
ment delegates. At the same time, Dr, Destouches had investigated the question with the help 
of the Health Administrations of the colonies visited. It had been thought well, because of the very 
great interest of the scheme, to keep the Committee informed as to progress made, without loss of 
time. From the information obtained by Dr. Destouches and from the opinions expressed by the 
participants in the interchange, some of whom had consulted their administrations, it appeared 
that there were difficulties in the way of taking an immediate decision on the establishment of a 
bureau, whether that bureau should be established for West Africa or for the whole of Africa. 
There were also difficulties with regard to the official headquarters of the organisation. Obviously, 
an experiment must be made. What was the information to be collected ? What value was to 
be given toit ? In what way would it be collected and distributed ? Perhaps an experiment 
lasting eight or nine months would be necéssary before taking a final decision. He thought 
it would be logical to begin the investigations in a port on the Mediterranean which was easily 

_ accessible. The choice of Algiers would be a happy. one. 


Dr. GRANVILLE was strongly in favour of this proposal. Account should be taken of African: 
susceptibilities. 


- Professor. JORGE said that Portugal followed with very great interest the interchange visit 
in West Africa, in which its most important colony was situated. This visit had given the greatest 
satisfaction in all Portuguese circles, and he expressed his gratitude to the organisers, the Medical 

- Director and Dr. Destouches. | ia 
With regard to an Epidemiological Bureau for Africa, he agreed with the report of 
Dr. Destouches. From the Portuguese point of view, he regretted that the'idea of a bureau for 
West Africa was abandoned, but he recognised that a Pan-African Bureau would have a larger 
field of work and would obtain the adhesion of a great number of African and European States. 
As far as the choice of headquarters was concerned, he thought that, if Dakar were not to be chosen, 
a port on the Mediterranean should be selected. Algiers was particularly suitable from all points 
_ of view. This was his personal opinion, but he would-have to make a reservation since he had 
_ received no instructions from his Government, which took a keen interest in the- question as 
_ far as its colonies in West and East Africa were concerned. 
_ The future bureau ought not to be established on:the same model as the Singapore Bureau. 
It should be a centre for all African pathology, and its creation was necessary and would reflect 
credit on the Health Organisation. The Committee should pay less attention to the idea 
of collecting frequent and rapid epidemiological information than to that of collecting statistics 
on African epidemiology and pathology. bat pers enc ie ae, 
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_ Professor CANTACUZENE supported Dr. Granville. It was important for the bureau to be — 
established in a centre where African pathology was being investigated, and as far as this was — 
concerned no centre could compare with Algiers. ty te 

Sir George BUCHANAN said that, although he had not had occasion to discuss the results of — 
the interchange tour with the British medical participants, or to see their reports, he was sure that — 
the impressions which he would obtain would be as favourable as those of Professor Ricardo 
Jorge. The Health Services concerned would certainly be under a great obligation to the Health 
Organisation, particularly to Dr. Destouches, who had evidently worked very hard to make this — 
interchange visit a success in the face of numerous difficulties. 

As regards the bureau, he had been struck by two ideas of primary importance which had 
come to light during the discussion: Ought the future office to be a scientific centre or a centre 
for the distribution of information for immediate administrative requirements ? Such were the 
two aspects of the question and the administrations concerned should be the first to examine them 
in detail. It might be very useful to conduct an experiment which would show how the scheme 
would work out, but for this experiment also it would be well first to obtain all possible 
opinions. Could the provisional report of Dr. Destouches be communicated to the departments 
concerned in the various countries or was it strictly reserved for the members of the Committee? 
In the second case, a special report could be drawn up to be sent to Governments with a view to 
making it possible for the Committee to take a final decision. . 


Dr. RAJCHMAN agreed with Sir George Buchanan. The Committee could not immediately 
take a final decision, first because of the enquiry stillin progress among various Health Administra- 
tions, and secondly because the Committee had not been authorised by the Council to choose 
acentre. In the case of Singapore, it had been the prerogative of the Council to make the choice, 
but it had allowed the Committee to do so. The Council still had the right to take the final 
decision in the present case. 

Rather than send the provisional report of Dr. Destouches to the Administrations concerned, 
it would be preferable to forward to them the Minutes of the present meeting or a report on the 
discussions which had just taken place. The report prepared by Dr. Destouches had been hastily 
drafted. The final document would have to be drawn up with great care after the views of the Health 
Administrations had been obtained. A preliminary document would aid Health Administrations 
to formulate their views, which should be forwarded to the Secretariat through the ordinary — 
channels, and the Committee could take a decision at its next session, for it was probable that 
the Council, if the question were submitted to it, would show itself favourable and would ask — 
the Committee to proceed to a final choice. The views collected would enable the Secretariat 
to examine the question in greater detail and to submit to the Committee more definite proposals 
on the basis of the suggestions put forward. He hoped that Dr. Raynaud would assist in this 
preliminary enquiry. 


Dr. CHoDzKOo, without being competent to express an opinion with regard to African pathology, 
could nevertheless form an opinion of the work done by Dr. Raynaud and in general by the — 
French Colonial doctors. No better choice than Algiers could be made, nor could the Committee 
do better than ask Dr. Raynaud to direct the centre of preparatory studies. Such studies were — 
doubtless necessary before a final decision was taken. He thought the Committee could imme- 
diately choose Algiers, for such a decision would not prejudge the question of the final centre. 


M. VELGHE thought that the Secretariat should draw up a fresh report for submission to the — 
Health Administrations. This report should contain suggestions and record the views of the — 


Health Committee on the organisation of the bureau, its functions and the choice of the town of _ 
Algiers, etc. 


Professor Léon BERNARD noted that, at least provisionally, the Committee was unanimously 
agreed on the following points: 


I. The establishment of a Pan-African bureau of a special character, devoted to the 
collection of scientific information rather than to the despatch of administrative information. 

2. The necessity of conducting a provisional experiment. 

3. The choice of Algiers as the headquarters of the bureau. 


These various points could be included in a special report for submission to the administra- 
tions concerned. ¢. 


: Dr. Jitra said that Dr. Carriére had asked him to state, on his behalf, that he would agree 
to the proposal that Algiers should be chosen as the centre. Personally, without having gone 
into the question in detail, Dr. Jitta had no objection to this choice. He would, however, raise 
the financial question. The Singapore Bureau at the end of the five years, during which the 
Rockefeller Foundation would pay a subsidy, would find some difficulty in continuing. If the — 


field of the Health Committee’s activities was enlarged still further, were not obstacles of all — 
kinds to be feared ? . 


Sir George BUCHANAN said that his provisional opinion was that there would be no difficulty — 
in choosing Algiers as a centre for the purposes of discussion, so that the Committee, instead — 
of talking about a possible “African’’ bureau, could hypothecate a bureau for African purposes 
at Algiers. But such a decision would in no way prejudge the decision of Governments on the : 
point whether a centre should be established, and, in the affirmative, what its functions would — 


be. The question remained entirely open until the Governments concerned had made known | 
their views. 


. ‘ 
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__ With regard to the question of cost, he believed that, as far as the Singapore Bureau was 
concerned, the Rockefeller Foundation had made a preliminary offer and the Committee had 
undertaken the enterprise with the knowledge that a considerable sum was at its disposal. 
Negotiations with the Rockefeller Foundation should not in the present case be begun before 
the Committee decided what it wanted to do and knew what was the end to be achieved. 


Dr. RAJCHMAN was not yet in a position to reply very definitely to the question raised by 
Dr. Jitta. If later on it was definitely decided to establish a provisional centre at Algiers, it 
was quite possible that the expenses would be covered by the Health Organisation’s ordinary 
budget. For this reason it was all the more impossible to say at the moment how the future 
work would be financed. He was convinced, however, that it could be arranged. The Health 
Organisation had already accomplished more difficult tasks. For the moment he could only 
say that it would be possible to cover the cost of the experiment in Algiers and that, as far as 
the provisional bureau was concerned, its expenses would obviously not be too great, especially 
if it were established on French territory. As far as the future was concerned, a definite proposal 
should be awaited which would be discussed by the Health Administrations. It would be pre- 
mature, however, to contemplate a detailed proposal for the moment. 

With regard to the document to be communicated to the Health Administrations, he agreed 
with M. Velghe and Sir George Buchanan in thinking that a short report should be drafted on 
the basis of the discussion. which had taken place and that the report should be submitted to all’ 
members of the Committee at the same time as the Minutes of the session. Members of the 
Committee could, in the eight days following the receipt of this report, submit their observations 
to the Secretariat. 


Dr. RAYNAUD said that, if it had been decided to choose Algiers as a provisional centre, 
he would be happy to place his staff at the disposal of the Health Organisation. From the point 
of view of maritime health, an intelligent service existed which could be used. A certain time 
previously a service of caterpillar traction motor-cars had been used in the south. More and 
more numerous caravans were connecting North and Equatorial Africa, and it was necessary 
to take measures to prevent the introduction of Central-African diseases not only as regards 
men, but also as regards cattle. There existed in Algiers, as had been pointed out, excellent 
centres of investigation which might assist the work as a whole, and he would be happy to further | 
the future work by getting into touch with those of his profession on the coast with whom he had 
established relations. In conclusion, he thanked his colleagues for the confidence which they 
had shown in him. 


Dr. MimBELA congratulated the Committee on the choice of Algiers, which had the advantage 
of being halfway to the American continent. He expressed his satisfaction with the statements 
of Dr. Raynaud, whose personality constituted a further guarantee for the success of the scheme. 


240. Date of the Next Session. 


With regard to the date of the next session, Dr. LUTRARIO urged that the tour of the Malaria 
Committee in Sicily should not be postponed again. 


After a discussion, 7 was agreed that the tour of the Malaria Commitice in Sicily should take 
place from Sepiember 27th to October 11th or 12th. The Health Committee would meet on October 
13th in order to make 1t possible for the Office international to hold its session between October 20th 
and 30th. If the Agenda of the Health Committee had not then been quite covered, it could complete 
its session by one or two meetings held in Parts. 


Dr. LuTRARIO said he would get into touch with the Italian authorities with regard to the 
date chosen for the tour of the Malaria Committee. 
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Annex 106. Se a aes 


NOTIFICATION OF EPIDEMIC DISEASES PROVIDED FOR IN ARTICLE 1 
OF THE INTERNATIONAL SANITARY CONVENTION OF 1926, — , 


Draft Agreement presented by Their Two Bureaux to the Office international d’hygiene publique 
and the Health Committee of the League of Nations. .— Hey 


The Permanent Committee of the Office international d’hygiéne publique and the Health 
Committee of the League of Nations have mutually agreed upon the following procedure, which 
they consider to be the most suitable in securing the centralisation and distribution of information 
regarding epidemic diseases and sanitary measures which are provided for under the International 
Sanitary Convention of Paris, 1926. 


1. The notifications provided for under- Article 1 and intended for the Office international 
d’hygiéne publique may be effected by Governments through one of the League of Nations regional 
bureaux. {a 

These bureaux will at once communicate such notifications by. telegraph or wireless to the 
Office international d’hygiéne publique as well as to all health administrations with whom they 
are in direct relations. : : 

The notifications so received will be communicated forthwith by the Office international 
d’hygiéne publique to the diplomatic agencies in Paris. : 


2. The immediate communication to the principal health authorities provided for under 
Article 3 of the Convention will be effected in the name and on behalf of the Office international — 
d’hygiéne publique by the Epidemiological Intelligence Service of the League of Nations. 

Immediate communication will be made to this Service of all notifications transmitted, either 
directly or through the regional bureaux, to the Office international d’hygiéne publique. . 

The immediate communication of these notifications to the principal health authorities 
will be effected by this Service in the name of the Office, by telegraph or wireless, as frequently as_ 
may be necessary. a 


3. The communications provided for under Articles 2, 4 and 7 of the Convention, received - 
direct by the Bureaux of the League of Nations, will be transmitted immediately to the Office - 
international d’hygiéne publique as well as to all health administrations in contact with the bureaux. 


4. The first page of the Weekly Summary and of the periodical publications of the Epidemio- | 
logical Intelligence Service of the League of Nations will give, in the name of the Office international — 
d’hygiéne publique, the official bulletin of notifications and of intelligence as provided for under — 
Articles 2, 4 and 7 of the Convention and as communicated by the Office. = 


an 
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REQUEST OF THE TURKISH GOVERNMENT , os al 
FOR THREE EUROPEAN SANITARY. ADVISERS. i. 


Letter from the President of the Office international d’hygiéne publique to the President of the Health 


Committee. ; 


As you are aware, under the terms of the Declaration of July 24th, 1923, relating to sanitary 
matters, which is annexed to the Treaty of Lausanne of the same date, the Turkish Government — 
is to “ appoint for a period of five years three European medical specialists as advisers to the sani- — 
tary administration of the frontiers. These: medical specialists shall be Turkish officials and 
shall be attached to the Ministry of Health. They shall be chosen by the said Government from 
a list of six names, prepared in agreement by the Health Committee of the League of Nations 
and by the International Bureau of Public Health. Their salary, as well as the other terms of 
their appointment, shall be settled by agreement between the said Government and the two- 
above-mentioned international organisations.” ~~ nk Se 

On October 25th, 1923, the Office international d’hygiéne publique received from Ismet 
Pasha, President of the Council and Minister for Foreign Affairs of the Government of the Turkish 
Republic, a letter requesting it “to prepare, in agreement with the Health Committee of the 
League of Nations, the list of six names mentioned in the Declaration of July 24th, 1923”. His 
Bs stated that he had addressed a similar communication to the Committee of the League 
of Nations. ts A, i ‘ 


[Translation] Ree Paris, June oth, 1926. 
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mas eee? eater en 
In acknowledging receipt of this letter from His Excellency Ismet Pasha, I informed him 
that the Office international d’hygiéne publique was ready to comply with his wishes, but that 
it appeared essential to determine in advance, in agreement with the Turkish Government, the 
Office international and the Health Committee of the League of Nations, the salary and other 
terms of appointment for the advisers to the sanitary administration of the frontiers, as provided 
in the first paragraph of the Declaration of July 24th, 1923. I added that the fixing by common 
agreement of the conditions in question was, indeed, indispensable if the Office international 
_d’hygiéne publique and the Health Committee of the League of Nations were to prepare a suitable 
list of six names of medical specialists who would be prepared to undertake the duties referred to 
in the Declaration of July 24th, 1923. I therefore requested the Turkish Government to be 
good enough to inform me of the terms of the contract (salary and other conditions of appointment 
for the three sanitary advisers) which it was submitting for the consideration of the Office interna- 
tional d’hygiéne publique and the Health Committee of the League of Nations. 

Having again, on April roth last, brought the matter to the notice of His Excellency the 
Turkish Ambassador in Paris, through whom Ismet Pasha’s letter of October 23rd, 1923, had been 
forwarded, I received from the Ambassador, on April 30th, 1926, a communication (copy of which 
is attached hereto), in which the Turkish Government stated the conditions which it would propose 
for the appointment of the three sanitary advisers. 

The Committee of the Office international d’hygiéne publique has examined these conditions 
and I have the honour to communicate to you the observations which they would appear to 
suggest. 

As regards the salary of three hundred Turkish pounds per month named in paragraph 1 
of the conditions, this amount does not appear to be sufficient to induce specialists of any standing 
to sacrifice their present positions for a period of five years. 

In the opinion of the Office international d’hygiéne publique, it would be impossible to obtain 
the services of such medical specialists unless they were offered at least six hundred Turkish 
pounds per month, especially since, under the Turkish legislation, they would not be allowed to 
practise during the period of the appointment. 

Paragraphs 2 and 3 do not call for any observation. 

As regards one of the conditions named in paragraph 4, according to which the sanitary 
advisers would reside “in such places as may be appointed ”, it should be remembered that, 
according to the Turkish Declaration, the sanitary advisers must be attached to the frontier admi- 
nistration of the Ministry of Health. It would thus appear to be natural for them to have their 
fixed residence in the place where the headquarters of this Turkish Administration are situated. 
This would not prevent the European advisers from being entrusted with temporary missions, 
more particularly for the purpose of obtaining information or of carrying out inspections or 
enquiries, if necessary, in other parts of the Turkish territory. 

| As regards condition No. 5, concerning the annual leave of six weeks, this period seems too 
‘short, if travelling is to be included. It would be more practical to increase the period to two 
months per annum, including travelling. 

. There is no objection to the acceptance of condition No, 7, but this clause of the contract 
constitutes, as was suggested in connection with condition No. 1, an additional reason for increas- 
‘ing the proposed salary for the sanitary advisers to six hundred Turkish pounds. 

Condition No. 7 is, in fact, superfluous, while the latter part of the clause would render it 
particularly difficult to recruit candidates, whose chances of permanent employment would be 
destroyed, without compensation, if the period were fixed at five years. 

There is no objection to the acceptance of condition No. 8. 

These are the observations which suggest themselves to the Office international d’hygiéne 
publique in connection with the Turkish Government’s reply. I should be grateful if I might 
be informed of the results of the consideration of this reply by your Committee and should be 
glad to know whether it concurs in the observations formulated by the Office international 
‘dhygiéne publique concerning certain of the conditions proposed by the Turkish Government 
for the appointment of the three European sanitary advisers. 


(Signed) QO. VELGHE, 


President of the Committee of the Office international 
‘ ahygiéne publique. 
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Letter from the Turkish Government to the President of the Office international d'hygiéne 
publique. 


phe nae 


[{Translation.} Paris, April 30th, 1926. 


: _ In reply to your letter of the roth instant, I have the honour to inform you that the Ministry 
of Public Health and Social Welfare would suggest the following conditions for the appointment 
of the three counsellors: 

| The salary of each of the counsellors shall be at the rate of £300 (Turkish) per month. 


Preference should be given to candidates who have carried out special epidemiological 
studies and have held office under a Public Health Administration. 


Candidates must know French. 


— 1.— 


The medical specialists in question shall be subject to the same regulations as Turkish | 
officials and shall be attached to the par ues ei petsianets They shall be ae ing aq 
such places as may be appointed. 

. They shall be entitled to six weeks’ annual leave. 7 ng 
. As provided in the Turkish legislation, they shall not be allowed to practise nine 
in Turkey. Notas 
Should any counsellor eppdinted: fora . period of five years fail to comply vith chat condi-- 
tions laid down, the competent department reserves the right to dispense ee his services _ ¥ 
and to appoint a successor in his place for the remainder of the period. — hs ak ae 
A copy of the curriculum vite of candidates shall be forwarded to the Ministry ic 
Health through the Ministry of Foreign Affairs at Angora. ie 


Turbi Am Ee Sa dig sah , 


NISATION 


-) THE LIBRARY OF, THE 


na canine 


kat -absebu WHS | 


7 

i 

=r 
ET Bact 


OF 


otifiable Diseases 


# ees an 


in 33 European, 3h African, ey) American, 


and 93 Asiatic Countries, and Australasia 


_ for the Year 1925 


“ 


j : . e 4 { bey 
‘ yy 
F * ' ° K Agi 
7 - ' f ‘ 
t ‘ j ik / & 
x fin his ve { Oa, oe hie 
f } : / : f Ys ~ 
f * f 


"LEAGUE OF “NATIONS 100069. 4s) hogs (7% 7 Ses sara ae 


mat Iz : f . 


PUBLICATIONS: OF THE HEALTH SECTION = 


PERIODICAL PUBLICATIONS 


Epidemiological Intelligence ; at aes 
No, 4. Eastern Europe in 1921: (English and French texts.) . . fe 
No, 2. Epidemics in Russia since 1914. Report to the Health ‘Committee of the > League, ‘of Nations, by ‘Professor. 
L. Tarassevitch (Moscow). PartI.. . f ; “uj 
No, 8. Epidemic Situation in Hastern and Central Europe, ete wee oh tetas pel euee” SRV as een a Pas aa 
No. 4. Epidemic Diseases in Hastern and Central Hurope, January-J une1922. 
No, 5. -Epidemics in Russia since 1914. . Report to the Health Committee of the League of Naslons: By "Protein ae 
L. Tarassevitch (Moscow). Part II. . . Vs ere 2 ey ke PO 
No. 6. Epidemic Diseases in Eastern and Central Burope, " May-December A GBR." s, vee N a MONE st aD ho oe a a SU Sr 
NGigs., Statistics of Notifiable ,Diseases' in European Countri€s, 1922 fo. kos hae Vins oes cle de se $0, | 
Nowes "Statistics of: Notifiable: Diseases forthe Year 1923 3. cop. eel oe Sk ei tei A P $0.50 0 
N@no. UuSfatistics of “Notifiable Diseases.for the Year’ 1924-. Sjec arta Dla ee SR ie Ls 0180 
.4 f 


0. Statistics. of Notifiable Diseases for the Year 1925 . 


Epidemic Commission : 
First ANNUAL Report. Me Be EN TO RO i EE 28 BRS a a om Jut of rint. 
Seconp AnnvuaL Report, 1922. (English and: Krench texts). ) (C563! M. 424.4922. 41D eo oy eS a 

Statistical Handbooks Series : 


The Official Vital Statistics of the Kincpom or tae Netusruanps: (C.H.159.).. . 14. . eb ete sp Ib 


. No.4. 2/6 $0. 
No, 2. \ The Official Vital Statistics of'the Kinepom or BeLcrum (C.-H. 162.) 0. as eee 
No. 3: The Official Vital Statistics of EncuanD anv Wates (C..H,270.) 60.0. be ce pe 
No. 4. ‘The Official VitalStatistics of the Kinepom or Spain, (G.H. 2741) a Re 
No.5, The Official Vital Statistics of the Ausprian Repusuic. (CG; H.348.)° 20.0.5. 2 Ya ee 
No. 6. The Official Vital Statistics of the ScanDINAVIAN COUNTRIES (1926. TET. 8.) (e204 (07 ae ee 
No.7. The Official’ Vital Statistics of the Rerusnic or Portucan (1926, 11h: 9.)) 2.9 ee 

> 4 J / aie » oe Sel Para! 


Special Statistical Investigations: 


CEREBRO-SPINAL MENINGITIS IN PRUSSIA IN 1923 ann 1924. Third (and Final) Report by Professor Dr. E. Seligmann 
(Berlin), (926741123) *, b. 

TUBERCULOSIS STATISTICS. Summary of aNe Report addressed by Dr, Ss. Rosenteld (Vienna) to the. Health Committee cB hd Yau 2h 
of the League of Nations, “April 1925. (1926. TUL. 5.). ey : 


Special Investigations: | . thea 


Malaria Commission: , 


ReEporT ON ITs TouR OF INVESTIGATION In CERTAIN Huropean Countrizs 1n 1924. (C. H.273.).. 0 5. 2 De sy, ; a $ 
Reports ON THE Tour oF INVESTIGATION IN PALESTINE IN 1925, (C. H. / Malaria / 52.) . y if ‘IN Beh ie SO Oe 
Report on THE First Resutts of Lanoratory Work oN Mavania In ENGLAND, by Sink James, M. D., assisted Pes uae ah %:- 
by, Py Gyre abo nigh) eh le ola No At ie SOAR a Rem Te 
Committee for the Study .of Tuberculosis and Sleeping-Sickness. in Equatorial Africa: 2 Si SES 


Inrerim. Report ON TUBERCULOSIS AND SLEEPING-SickNeEss IN Equaroriat Arrica, by Andrew Balfour, CB, 
C.M.G., M.D> E.-van Campenhout, M.D., Professor Gustave Martin, and A. G. ‘Bagshawe,. M.D., being g the te x ca 
expert ‘Committee appointed by the Health Committee, League of Nations, in 1922. (CG. 8. M.'6. "4924, ghee Fy $4 

FURTHER REPORT ON TUBERCULOSIS AND SLEEPING- SICKNESS IN EQUATORIAL ARICA, by the same. (C. H. 281) ae ye Hl 


Pula: Muctee Investigations : 


Tur PREevALENCE OF NpweMc DISEASE AND Pons HEALTH ORGANISATION AND PROCEDURE IN THE FAR East. Report 
Ailey presented to the Health Committee of the League of Nations by F. Norman White. (C.H.130.) 
~ (Report ion an INVESTIGATION INTO THE SANITARY CONDITIONS IN Pursta, undertaken on behalf of the Health. Com- 
mittee of the League of Nations at the pe of the Persian Government by, John, Gilmour, MB., Gh.B., 
P.R.C.S. (Edin.) (C.H.262.) 
/ RAPPORT D’ENSEMBLE RELATIF A LA CAMPAGNE DE VACCINATION EXECUTER EN Grice. au cours de’ Pannée: 1923 par ie ey 
be Sn ¥i Docteur Aimé Gauthier, médecin principal de l’armée francaise, délégué de la Commission des épidemies de la Société — ie De, Sey 
te yy ' des Nations. (C.H.149.) (In\French only.). . . . . Made 
Se <2) Tre PROPHYLAXIS oF DIPHTHERIA BY THE DETERMINATION OF Susckpiiaies AND THEIR Active ‘Aetiepehel Twos shee oT i 
Late f TION IN THE UNITED STATES, by Dr. Louis van Boeckel, Director of the Laboratory of the ise Public Health — : 
Department vox any 
A Maiiiaseens ON THE Haro wtondes: OF “CHOLERA, by Major. AL dH: Russel M. A., M. D., D. P. a LM. g., Direator ie 
of Public Health, Madras Presidency, India, 1925. (C.H.339.) . . 
LituDE BPIDEMIOLOGIQUE SUR LA “LEISHMANIOSE VISCERALE” BN EsPAGne, par le professeur es Pittaluga. (C. i. 368.) 
(In French only. ey } 
Lr FOYER ENDEMIQUE DE ‘CHOLERA ‘pe Rostoy-sur-us-Don. “Btude épidémiologique par le professeur W. Barikine . on Car 
(Moscon) et le Docteur H. Gazeneuve (Genéve). (C.H. ey (In Branch pnly.).. Sex. ie ee ee Wd Ue ea eee 
oe . ¢ i ‘ M : ct hae we 


m0 


ORGA ISATION | sae 


Pe ‘PIDEMIOLOGICAL | INTELLIGENCE | 


a8 STATISTICS 
| OF NOTIFIABLE DISEASES be. 
1925 “eee 


INDEX 


ee Chile . WR Be edhe hd Alen, ae ois ee a 
ive. \ Mestachiedy ae lectin th oo ts sa a) ees Sn 39 ae 
LSS oe 3 Cuba eas. VAS Ee et ne 90. ae 
GE VERAL REVIEW: Dominican Republic . Pear ao pe 97 
EEE re UE ee 5 GUS AGI a) ite car he Santen fa 2) Vaeh) | 50 
CE Te Be a eel AG Prenchs Guiana veg aeo. oes ess an) ee 4 = 
MM ee ke ts oe 26 Grenada 7s ie ei ss 23. @ 
Smallpox... ee 27 Guadeloupe.» 2. 2 ee ee 23 F ss 
RT ae ey 34 PICU dear Mare hears. th iad, 4 @ 3 
RIMES FS hee eg ee an 34 . Ha Wall ee tel meg tee ee 5) ee 94 


Brmamb-VEVer ee le 36 Jamaica ss wes es Se > 
36 Morhimiquel Wigban se. Pace k bs a, Uke. 0.5 95 


38 Mexico . . Jroeth oc ekewa 0 «) ene 96 
hh Patiama, Catal) Zone’) ¢.5, . 2).°.. .-\. , ogee md 
47 gsi) Paes SI an ee a PE gS 96 
Ee cates See os tee, 49 Porto pico, /) S ivel oete ia «> | stg ee 96 
ane Patvnisclitise Raa ats WTS itcen oe lg 50 Stal Kitts andi Nevis. | of 0... 97 
pee spinal iio Stal cots Bian ear Ramer ee are 51 Bee Laeia eed ye sels + i 97 
SP TIN ERE AS ahr 53 Die inlGenteay. A buat ae: |... - ae 98 ' 
ee. 55 Trinidad and Tobago. . . rata ae Coo 
asles . eel ie? ee eens 57 United States of America (as fo States). Meena 94 
58 » + (©. months) <oeaees 92 
Os, SSR ae ae 59 # a (1924-1925) < sieeeeeees 92 
De i ae or 64 UPugRa yey “Pirace tel hae ally.) 4) enn ete 


68 Asia: 


aes sees) s+ Pe ee vee Aden Protectorate v2 etude so 0) es 
cs OF NorTrrIABLE DISEASES IN 1995: British. India {by weeks}... 0.2 20 6 «4, eS 
- (1990-25). soem). vel ee 


77 CY DEUS Ae tages ie er ook hI 
84 Dutch East Indies. . . Ho ae 4 es re be 
77 French Settlements in India... ....... 4104 wae 
78 Brench: Indo-Chinay.. . "a0 Aa5) i 0) .7. 4 ee 
78 Formosa; . RPG ote te en |. 1» Se ee i 
79 Grand, Lebandiys 2). oe. 2 ol. ys. oe ree ae 
2 CR ee te ane 80 Hong Kone Aya. ae lee a rr & 
h Equatorial Africa, 1 1 11 ll ll. 76 Tides he ka rrr 8 
h West Africa: PAPAM as! tee Bea we chews g's oly. a ie . a 
Ee eee or abe.) ses Sony 76 Korea... ale ee a rr ee 
76 Kwang-Chow-Wan i. ss... . « 2 ito a: 
76 Kwantung . ue sve a +: ae 
Ll de Eee ete ale 76 Malay States (Federated) che 0 4 2 ee fie 
he a a PRR Pine ee ke 79 Malay States pene dies + |) ie Se 
Bee echorate of Moraccoe sta), 4 ii ate 82 ' Palestine .. rie MEP PPPS Sk es 
L Py st Pe 84 Philippine Islands . tithe.) 006) A tr 
78 SAM RATS ee iy la MoS ety 9 a ok se,» ee arr ‘ove 
ok) Siam... os 4 ened ee 
80 South Manchuria Railway Zone. .*. . seen 113 2, 
BU a hake 84 Straits Settlements. . . pie oa a i 
AR ee Neh Mme PST at 81 2 rs (Singapore, Penang, Malacca). sa Gol = 
Se aicie Sie as item ne eee 81 ra by (Wellesley, Malacca and ee a 
Bi 3 os Ok a ale a Cai 82 Provinces). . . a ie 103 


a ae 83 Australasia: 


oO {Southern} A Naga A Ae aa eo te Australia (asa. whole): .<...-. . .., <° 9 Seen 
8 ak ge 88 i (by States) a AM BS 
ag . . . . . . ° = New Zealand. Sate * 3 . > . . . . . . . ¥ alr aes 116 i } 


= 
—_ 
bo 
cw 
<> 


85 ee : 


tant ieee ANS 82 iAIDatides c.f weirs oy... oe aot 9 

Reet inet td as 9 ap valine 86 PePAUSUPIatG acid Compr se +S os Wal see on 

MU a Cree Ceti Fe,” 86 Belgium She cdagieeg Mra Cd are = a 
ae lees , Port PALIT ce eh, <1) e260 wn, GS SENS yr onan enna rem 

hte ees ’ ; ( Czechoslovakia on We Se Aa 

a tae eee Deniaane (etsy) US ne Caer 

P Danzig’ iit 


ane I Ss 


Page 


England and Wales (by weeks). ........ £41418 
» 5 ¥ (TOZ0.2 0} Flea Pe ere ees 419 
HISth OMI rae er ncteee a eee. ne ae eyes ae Gao ace eh habe 126 
FCLTDA SUSI Cboee ae were Wey Seu fr Ae ee Ot tos ey On 1S cae PE a in. 427 
UAC Ope eRe ELSE Rae heer is ees Bh yea be es | Ame 126 
RS OETS AIT yas Sate ar Reais etre tp note. Teles Meg ee ho AAT 
ES PATER OR eee atetn esta Wlaed t aes Jen Nise, Pe aed bat ad (Se 428 
(TORCE Re lar ee, Met nists wine tee ea wee 128 
Hungary (4, . PES ee a A Cari tele weer LAD 
Irish Free State . are Maree ir On En) aS Ot 126 
INoOrineriel relandeee eee eer ae tae. ASS. 0 8, 130 
Bal y cae 83Y es Me BS ded fe st Ara esos, | ed 
[eat eerer el! RU seer Cree Ce ems ar hte, WG ANS, 
ARCIUSI eh mRTI OR ree eM teen RMT Ret oe ak omy 133 
Parecmn Ure Moo te een era. ws th a2 
ivialtared mesa. Mean Cees Seemeerm meres toon hy ae oss 134 
INGLIS CG? eee ane Rca en © Bokis..%, wat Bute 134 
DIDO Wa yn 7 ee eee ke) ABS 
REO LAT Ce tc ee ee ea MIT ney A a SRE eg 136 
EVOULAIIA Le ee ee eter mye. 8 aes 137 
SEN MC igh im St eh OS et CL ad a 140 
Scotland (16 cities) . . TAS Ae SP et high Be 
(cases and deaths, 1949- 25) Peta: Nore HP Wists sed 
Kingdom of the Serbs, Croats and Slovenes. .. . Oo) 
Spain. Theta ee eR) thao ts ye AO 
SECC .00. wee Cnn Smee eee ug es OTC the Se Le 138 
Switzerland. . Xk oe 139 
Union of Socialist Soviet Republics FA) A iat £0 Ps FE 


METEOROLOGICAL REPORTS: 


Mean Temponature of the Air: 4°. 2... . 2 «448 
Relative ies te CQuetUenA IE ee Gist dene cSt ants) ele 
Rainfall. . . . PT Be es es is 145 


GENERAL Mowe Hace’ OF Wenge CITIES BY 
Four-WEEK PERIODS ... : A a8 ie Sd ath een ROE) 


Birtu Rates 1N LARGE CITIES BY ate Wurx PERIODS 148 


Inrant Mortauity In LArGe Cities By Four-WEEK 
PR RTODS et. ee ee ede are eer es, ws a oe # 4O 


Mortality FROM CERTAIN CAUSES IN LARGE TowNs: 


Africa: 
PAPIOPS. |. Ree Beale Wy gte ciel we de ee oy) 150 
Kgyptian Towns: | 
Alexandnieeeee cee eet Ade ele a. 5 
Cairo’. ane Meee a aks ae, en AT 
Lower Egypt Me SE Sa tie ie ae ehyys aces | AOL 


Upper EGyirereeeeee ieee Ss eis eo eee 1 182 
Suez: Cann ere rie hr ts os. yal 10 


America: 
Brazilian Towns: 
Bahia’: Some Oe eee ieee 2 tiie soe Notte! 152 
ReciledPeriamaraimer teas wen ee be sw 153 
Rio. dessemeiro mee Mees tes nee Fees ea ey ee Ss 153 
Sao: Pano gira: he ae et (ER ER a rane 154 


Cities of the United States: 


Boston ee et eae ie ce as a er LE 155 
ChicagGs weumranmee eter irene et yw a ADS 
New Orleanin pay mereretie cura me. Sige tse eacer og ka |e £55 
ING U2) OL meer mete ta cars be. ieee ee Be EO, 156 
San ME LANCISCOMMETEEU EE Ustiel oye. vou Oltc) den ve kts 156 
fF LOUIS SN COREE CET ee ie terete eee tte | 156 


Peruvian Towns: 

Cal] at Map Me EE i hae oil Pyacve Pop atk ie A} 457 

ETI eh dee ne, fost vt ele S 157 
IN STACLO DL LR CE: Bes ite Mew es ee co be 157 
Buenos Aires . . 2 if itl Ae ee eae Bs 158 
22 Cities of Guatemala . STR OLY he alee Re ee 158 
Guayaquil. Ue ete ia 2 ek a ey LOS 
Havana. Re SI OPM eee et 8 os ae Ve 159 
MexicOMlily) Meee te eeete tis be thy hast Peele LOD 
Montevideo . RM RAST te a 2 a 159 
Toronto. 160 


Asia: 
Indian Towns: 
Bombay ee eee iil na, wo sees ehGD 
(GSUHE TM BIE WM ey bse aig Sey ed: LOPES ech Ce, Aine aaa mCP 160 
Tlie oe ee a Peace eer. tela a 16 
Ai EVs Gee Wehcea ek evies ©. cabmeey yc aes ans eA On cae a 461 
Rangoon ME EMM are 7s OS 8) Ted LOL 


Bangkok... 6 oa 
Bataviajs -.... (se a0 eclese GS lie eee ee 162 
Colombo: v.08... slau 5 a eS ae 162 
Manila §. 0." .°.. SRO a ee 162 
Singapore... .-'. 5 ew wg @ | or 
Teheran... . 0”. = we 4 kc se 163 


Europe: 


Towns of the British Isles: 


Total for 105 eee Towns .. . . 5 <5) | sie 
Bellastss.., . a . 6 2 5 Si ee 
Birmingham . . .. . . . .\'. 5000) 
Dublin... 2... ne we ae 
Glasgow «.'.) 60 wit Sek rr 
Liverpool ..... 0: . . « % Ue 28 
London. 2.065 en oe 6 Oe wet 


Towns of Czechoslovakia: 


Bratislava: ... . <. 4... 16 3 )¢o 3 181 
Brnow ean PC, 1841 
Moravska- Ostrava PEPE 181 
Pilsen 6.05 3 orcs So a Shes een 181 
Prague . . 6 6 os nc ye 


German Towns: 


Total for 46 Large Towns .... > Wegner 
Berlin «© 26.0 6 sade ae ce eek we | oes 
Breslau. «20 6. wea ck Syn np eg na 
Cologne 2.00. 66% wn ee 
Dresden . .\ wf 0 aesete cs be 0) ee rrr 
Hamburg... 40.5, ce 3 0) yo, en 
Munich .... . 0.) 6 2 ea oo ee errr 


French Towns: 
Lille . 0.0... be be eee eee Ghee ere 173 
Lyons 2 60 eu ve oat eS 
Paris . 0. 20) 4's Sel tee 174 
Strasburg . 0.5.6 (ts) sony > 0 ne 


Italian Towns: 
Genoa. . *.)s <3.%% 7 bel es Se ne A Def 
Milan) io... en temete ele Ara 
Rome . ..... . ‘sen tet ee neon ean 176 
Trieste . i.) 2. 5 OUR Vey Sa 176 
Venice . . gx. so ie ues ete ane aera 49 


Dutch Towns: 
Amsterdam =... 3°...) ABs hs en V7 
The Hague . . 1.0. 0.8 5 5 09) 
Rotterdam: /. 4... 3.) ee 178 


Polish Towns: 
Cracow . % 2.0.) tn ey be ee 179 
Lodz. 25.040 ete ee 180 
Lwow:>. 2.9. $202. 292). 0 re 179 
Warsaw. ... 0... bad 6 Ree eae 180 


Spanish Towns: 


Total for-49 Cities. + =. 5: 12) een 474 
Barcelona’... .. 60. 4°. 34 0 174 
Madrid .:. . . ...°).%. 8 223) 4A) 
Seville). * . . ..0. .) 29. 472. 
Valencia... . .. i>. d0 ) 172 


Towns of U.S.S.R.: 


Kharkof ....5. 5 ¢ 1.40 1) on 182 
Leningrad. . ...0. . 1°. 425. 
Moscow ..)..) .-..4. 21.7.0) 3 183 


Belgrade... 3. 0). . 2s. ee er 
Brussels... 2). a4 0 4. oe 184 
Bucarest . ... 2°) wh) 4°) 2 ae 184 
Budapest... «0. . 4% 2. o5. 04 
Copenhagen. » . . .. 4... . 2). Se 
Oslo... aes) «wl 8S a ee 186 
Soffa; .°. 2. 5 3. OO ee 185 
Stockholm’ . . 2.0... 0. Sa So Se 
26 Swiss Cities. 2.0... ...°. . 38) 187 
Tallinn x.) 3/500. 5 2 "al Se sae 187 
Vienna <3}... 6 v2. 2° ES 


List or NotiFiaABLe Diseases IN Eacu Country, 1925 189-191 


INTRODUCTION 


—_—_——__ 


i. The Third Annual Report on the Prevalence of Infectious Diseases throughout the World is somewhat wider 
in scope than that of the two previous reports, as it contains, in addition to data for all diseases which are noti- 
fiable in each country, for 1925 and preceding years, statistics of births, deaths, infant mortality and deaths 
from selected causes in large towns. The number of administrations which regularly furnish us with records 
of all notifiable infectious diseases in their respective countries has increased since the issue of the Second Annual 
Report ; the information contained in this volume relates to 69 per cent of the world’s population (Europe 99 
per cent; Australasia 88 per cent; Africa 82 per cent; America 75 per cent; Asia 53 per cent). 

The most important development of the activities of the League’s Epidemiological Intelligence Service 
during 1925 was the creation of the Eastern Bureau at Singapore. The Bureau now receives each week tele- 
graphic information regarding the prevalence of plague, cholera and smallpox and other unusual epidemic 
disease in 110 ports of Asia, Australasia and the East Coast of Africa. This information is broadcast in code 
throughout these areas each week and is cabled to Geneva, where it is incorporated in a Weekly Epidemiological 
Report which is sent by mail to all European and North African health administrations. These reports are 
issued each Friday and relate to the previous week ending Saturday at midnight. 

The Monthly Epidemiological Reports contain current information regarding the prevalence of thirteen 
of the most important epidemic diseases. In order to provide a permanent record for future study of the 
prevalence and movements of epidemic diseases throughout the world, these data, which in some instances of 

- necessity are provisional, are once a year sent for correction to the various countries. The annual report, which 
also contains all available information regarding infectious diseases of less general interest than those selected 
for monthly publication, thus contains only revised and in most instances final data. 

The health administrations of the following countries, dominions and colonies have kindly verified the 
tables appearing in this report: 


Albania Greece Norway 

Algeria Haiti Panama Canal Zone 
Australia Hungary Peru 

Austria British India Poland 

Belgium Dutch East Indies Roumania 

Bulgaria lraq Saar Territory 

Canada Irish Free State Scotland 

Chile Northern Ireland Serbs, Croats and Slovenes 
Costa Rica Italy (Kingdom) 

Cuba Japan Shanghai (Intern. Settlement) 
Czechoslovakia Korea South-Manchuria Railway Zone 
Denmerk Kwantung Spain 

Danzig Latvia Anglo-Egyptian Sudan 
England and Wales Lithuania Switzerland 

Egypt Luxemburg Tunisia 

Esthonia Morocco Union of South Africa 
Finland Mexico United States of America 
Formosa Netherlands Uruguay 

France New Zealand Us ema kts 

Germany 


The British Ministry of Health has kindly verified the data for the following British Possessions: 


Aden Jamaica St. Kitts and Nevis 
; Basutoland Kenya St. Lucia 
_ Ceylon Malay States (Federated) St. Vincent 
“ Cyprus Malay States (Unfederated) Sierre Leone 
Gibraltar Mauritius Straits Settlements 
Gold Coast Nigeria Tanganyika 
Grenada Nyasaland Trinidad and Tobago 
Guiana Northern Rhodesia Uganda 


Hong-Kong Southern Rhodesia Zanzibar 


2 ee 


The Sanitary Service of the French Colonial Office has kindly verified the data for the following possessions 


and mandated territories: 


Cameroons 
Dahomey 
Equatorial Africa 
Guadeloupe 
Guiana 

Guinea 


Gold Coast 

Indian Settlements 
Indo-China 
Kwangchow-Wan 
Madagascar 
Martinique 


Niger Territory 
Reunion 
Senegal 

Sudan 
Togoland 
Upper Volta 


Tables for the Belgian Congo have kindly been furnished by the Belgian Colonial Office, for Cyrenaica and 
Tripolitania by the /talian Colonial Office, for Hawaii and Porto Rico by the United States Public Health Sergice. 
The tables referring to the following towns have kindly been verified by the respective municipal statistical 


offices: 
Algiers 
Amsterdam 
Asuncion 
Budapest 
Copenhagen 
Cracow 
Genoa 
Guayaquil 


Leningrad 
Lille 

Lodz 

Lyon 
Lwow 
Milan 
Montevideo 
Moscow 


Paris 
Rome 

Sao Paulo 
Stockholm 
Strasburg 
Teheran 
Trieste 
Warsaw 
Venice 


Tables for other towns have been corrected by the health services of the respective countries. 

The General Review is intended to attract the attention of readers to outstanding features of the present 
epidemic situation; it does not pretend to be an exhaustive analysis of the material ‘contained in the report, 
which would be beyond its scope. Morbidity rates are rarely employed, since readers might be induced to 
make comparisons which, in view of existing differences in accuracy of notification, might not be justified. 

The best thanks of the League of Nations Health Organisation are due to all public health services and 
statistical offices whose generous and continuous collaboration has made possible the rapid development of a 
worldwide epidemiological intelligence service. 


Geneva, July 15th, 1926. 


GENERAL REVIEW. 


- ee . PLAGUE. 
. ‘Plague was less prevalent during 1925 than during the two preceding years. India remained, as usual, = 
icipal centre of infection, accounting for more than ninety per cent of the plague cases recemeedsErauich: 7 ea 
world. Provisional returns for India, which are admittedly incomplete, are alone available for 1925, eer: 
is certain that the Indian plague mortality for that year was less than half that of 1924. The number ‘ 
es reported in other countries of Asia during the two years 1924 and 1925 was about equal. Plague cases y 
ed in Africa in 1925 numbered about 5,200 as compared with 6,800 in the previous year. A marked - 
ovement of the plague situation occurred in the Mediterranean Basin. The reports on the occurrence of 

B) received from the various countries are summarised below: % 


y) 


Priacue Cases AND DEATHS REPORTED THROUGHOUT THE WorLp, 1922-1925 
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Africa. 
1922 1923 1924 1925 
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America (continued). 
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Northern Africa. 


Egypt. — Fewer plague cases were reported in 1925 than in any year since the re-introduction 

of infection into Egypt in 1899, with the exception of the first two years, 1899 and 1900. Thirty-three cases 

| occurred in the ports; of the remainder, 27 cases were reported from Lower and 78 from Upper Egypt. The 

4 case mortality was as usual higher in the ports (73 per cent) than in the rest of the country (50 per cent). Only 
three cases, all of which occurred at Minia, were described as pneumonic plague. 


PLAGUE CASES AND DEATHS REPORTED IN Eaypt, 1916-1925. 
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1916 1917 1918 41919 1920 OEE ANG aap 1923 1924 AG 
Governorates é 
and Provinces 2 Z a a . 2 : 2 2 2 2 2 : 2 é E a Z 
Governorates: 
(CERO eee 34 0 2 0 1 1 1 0 0 0 0 0 0 2 2 0 0 
Alexandria. 61 Solely 9 3 9 D 13 4} 137 46) 74 36) 67 Sow) 2 2 
Ismailia 5 0 0 1 0 0 2 0 0 0 0 0 1 4 0 0 4 1 
Port Said . 32 19} 44 25 17 9 40 ZO: ee Ones 33 47|. 54 Biay) >) iow! 28 6 4). 20] . 13 
Quantaro . 0 0 0 0 Oe 1 0 0 0 0 0 0 0 0 4 4 
Damietta 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Suez 4 OSS Sie 195 0}. 126 76 87 55 93 5819038 Sole) 24) 20S 8 #) 
Frontier 
Districts . 0 0 0 0 0 0 0 0 49 Be 0 0 0 0 0 0 0 0 0 0 
Lower Egypt: 
Beheira . 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 {i 4 0 0 
Daqualhiya 0 0 0 0 0 0 0 0 0 0 0 0 1 1 2 2 1 1 i 1 
Gharbiya 3 Zz 0 0 0 0 0 0 on 31 30 2| .60 16) 24 10 6 2 2 2 
; Minufiya . 21 14 0 0 0 De a) 4 1 1 0 0 ‘| fe 2 ea Mate). ae 8 4 
Qalyubiya . See eer amon OnNy Ol Ol GuObe TOs Oli, Ole Obes O) sdf so4p o 94). 40] 44), | eeeReotaeo 
Shargiya. . 0 0 0 0 0 0 0 0 1 0 1 0 0 0 0 0 1 1a 3 
Upper Egypt: 
Assyut . . 296) 144 36 23 ) AN 804) 452) 479) 4106 20 4/2) 47 28] 358) 203) 44 Be 2 
Aswan. .. 2 1 0 0 0 0 0 0 2 4 0 0 1 4 0 0 0 0 0 
Beni-Suef . 182 89 2 0 7 6 24 6 4 v4 1 1 62 21 64 22 4 4). 50 24 
ae Fayum .. 726| 340] 148 13) 34 18 63 27) 4 3 4 1 33 11 34 14] 106 33 6 
ree, 6. 50; 40) 55 WENT SUES} 27} 140} 4414 13 5 10 4) 9 SHAS GIR ei) 3 3 
‘C0 32 43 0 0 0 0 0) 0 0 0 0 0 0 3 3) 0 0 0 
Minia pate 285] 127 54 20} 254 83] 137 55 35 Alay OA8) 8} 87 39} 407 48] 58 2:3 | een 8 
Tendo...) . 5 4 54 36 2 2 0 0 6 2B 1 4 1 2, 3D|) seo) eo 1 4) 


Total . |1702| 828) 734) 399] 356] 153) 877) 473] 462] 269) 356] 153) 487] 228/1549| 725) 377] 194) 438) 77 


Algeria and Tunisia. — During 1925, only 13 plague cases were notified in Algeria and 6 in Tunisia; none 
____were reported in the other countries on the African littoral of the Mediterranean. 


_ ——sCslands in the Atlantic. — There was less plague in 1925 than during the two previous years in the 
Atlantic islands: 10 cases were reported in the Canaries, 4 in the Azores and none in the Cape Verde Islands 
during 1925. 
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West Coast of Africa. 


Senegal. — Plague was much less in evidence in Senegal in 1925 than in the preceding years, only 402 cases 
being reported as against 1,834 in 1924 and 7,999 cases in 1920. The majority of the cases (307) occurred in 
the districts of Thiés and Tivaouane; only 13 cases were reported from the district of Cayor, where there were 
1,338 cases during 1924. The maximum incidence occurred in July and no cases were reported during the 
last two months of the year. There was no plague at Dakar during either 1924 or 1925. 

Gold Coast. — The epidemic which occurred in this colony in 1924 did not recur in the year under report. 
In 1925 there were only 2 cases in March and 4 in April. . iat 

Nigeria. — Plague was introduced into Lagos in July 1924 and a serious epidemic followed which culmin- 
ated in October of that year. During the following year, cases continued to occur at Lagos, but there was no 
epidemic outbreak. A serious outbreak occurred, however, at Ijebu-Ode, about forty miles north-east of Lagos, 
which reached its height in September. The disease does not appear to have spread further inland. 


East Coast of Africa and Islands in the Indian Ocean. 


Kenya and Uganda. — Plague was somewhat more prevalent in this area in 1925 than during the preceding 
year, but the situation bas nevertheless remained far more favourable than it was a few years ago. The infected 
districts in Kenya and Uganda, as well as in the Tanganyika Territory, are largely situated in the neighbourhood 
of Lake Victoria. 

The case mortality appears to be extremely high and the proportion of septicamic and pneumonic cases 
is considerable. An intensive rat destruction campaign has been carried on for some years; in Uganda nearly 
thirteen million rats were destroyed during 1924, and in the Kavirondo districts of Kenya more than ten million 
rats were destroyed during the four years 1921-24. Anti-plague vaccination was carried out during 1924, 
in 31,836 cases in Uganda and in 65,750 cases in Kenya; its value is thought to have been doubtful. 
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Mauritius. — The number of plague cases diminished from 161 in 1924 tc 74 in 1925. This is the lowest 
number reported in any year since 1920, when no human case was reported. 

Madagascar. —- Plague cases reported in Madagascar were more numerous in 1925 than during any previous 
year. The disease has spread continuously since its introduction into Tananarive in 1921, and the 400 cases 
reported during December 1925 is the highest monthly return on record. The case mortality remained very 
high and pneumonic and septicemic cases were frequent. The seasonal maximum incidence occurred between 
November and February. The great majority of cases were reported, as in previous years, from the Province 
and City of Tananarive, only 233 of the tetal of 1,742 cases reported during 1925 occurring in ctber localities. 
There were 37 cases at Tamatave. 


South Africa. 


Union of South Africa. — Human plague was much less prevalent in 1925 than during the preceding 
year. Only 70 cases were reported, of which 59 dvring the first quarter of the year, as against 400 cases 
reported in the year 1924. The cases were confined to the Orange Free State and a few neighbouring districts 
of the Cape Colony. Twenty cases, with a case mortality of 50 per cent, occurred among the white popu- 
lation, and 50 cases, with a case mortality of 60 per cent, among the indigenous population. 


America, 


Plague cases occurred, as during previous years, in a number of localities in South America, but their 
number remained, with very few exceptions, inconsiderable. A few cases were reported from Brazil in Bahia, 
Pernambuco, Ceara and Santos; in Argentine a few cases occurred at Santa Fé, Bahia Blanca, Rosario and 
Cordoba. Chile was free from plague during 1925. 

Peru. — Many localities in Peru remained infected during 1925, but detailed returns for the year are avail- 
able only for the cities of Lima and Callao, where 56 deaths from plague were reported as against 70 in 1924 
and 72 in 1923. The infected localities are situated along almost the entire littoral of Pert, while the moun- 
tainous areas and the districts beyond the Andes have remained free. The infection was introduced into 
Callao in 1903 with a cargo of flour, since when there has been about 17,000 cases. The case mortality 
appears to be relatively low — about fifty per cent. 


PLAGUE CASES REPORTED IN PEru, 1903-1924. 
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Ecuador. — Plague was introduced into Guayaquil in 1908, presumably from Callao. From 1908 to 1916 
the number of cases varied between 400 and 900 annually. Since then there has been a decline interrupted 
by outbreaks, which, hcwever, in no case have reached the magnitude of those of former years. During 1925 
there were 120 cases in Guayaquil as against 132 in 1924, and 4 cases in neighbouring villages as against 16 in the 
previous year. The maximum plague prevalence occurs usually between December and February — that is, 
at the beginning of the rainy season. The case mortality is unusually low: it averaged 33 per cent during the 
years 1920-24 and was 44 per cent in 1925. During 1925, 1,150 rats were found infected, which is about the 
same number as were found during the previous year and twice as many as in 1923. Since 1921 an active 
rat destruction campaign has been carried out in Guayaquil; one and a-half million rats have been destroyed 


_ during the five years 1921-25, a remarkable figure in view of the fact that Guayaquil has only about 100,000 


inhabitants. Human and rat plague centres around the southern market-place, which is on the river front. 
The infection is now confined to Rattus norvegicus, a fact which may explain the small number of human cases 
in proportion to the large number of rats found infected. Quayside water being only 18 feet deep, larger vessels 
transfer their cargoes to lighters and load from lighters at Puna further down the river, a fact which diminishes 
the risk of exporting the disease. 
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North America. — Human plague was absent from this continent during 1925, except for two cases which 


occurred during the first two weeks of January at Los Angeles, California. No infected rats have been found 
at New Orleans since January 17th, or at Oakland, California, since March 4th, 1925, but infection among the 
rats of Los Angeles persisted up to November. 


Asia. ‘ 2 


Near East. 


Plague was less prevalent in the western part of Asia during 1925 than for some years past. Twelve cases 
were reported at Beyrouth as against 24 in the previous year. It appears that plague has also been rare, if not 
absent, in Persia. a 

In /raqg, where from five to seven hundred cases were reported in each of the preceding years, only 22 cases 
were notified in 1925. Baghdad and Basrah appear to have been the principal foci of plague, but during’ epide- 
mics the disease spreads to the neighbouring country. The bubonic type prevails, but two pneumonic outbreaks 
have been reported — one in January 1923 and the other in January 1924 — among tribes in the Baghdad 
province; there were 50 cases in the first of these outbreaks and 40 in the second. Both were accompanied 
by a few bubonic cases. The case mortality has usually been from 60 to 70 per cent for the bubonic cases, 
which is about the same rate as in India, and 100 per cent for the pneumonic cases. The excessive heat of the 
summer months, July to September, and the cold of December and January appear to inhibit the spread of 
the disease, but the persistence of a rat-epizootic throughout the winter has been demonstrated in Baghdad. 
Rattus rattus is about twice as common in Baghdad and Basrah as Rattus norvegicus, and Xenopsta cheopis is 
the most prevalent rat flea. The most severe epidemic in recent times was in 1915, when there were 1,700 
cases with 1,300 deaths at Baghdad. 


PLAGUE CASES REPORTED IN IRAQ, 1919-1925. 


Year Baghdad Basrah Elsewhere. 
LOI OAT oo Te ae Rie eerie, 871 = = 
QO 2 ue oo aaa ee Be ine a ae ae 2 132 69 — 
4924) OSM Bs Cod ta a Eee ears ei 57 Si) — 
4 O22 bye. MH RRs Oto Bhe e Uiye nr Mena ies DE ter 341 260 88 
1923 -.. TEP BRE ies be ree sre ete. 451 289 47 
1924. <- eeah eh Ge nae toh me mans Me 2th 144 140 
1925. 12. eae tite Knee tiue tar, k. 18 ‘| a 


The plague situation improved also in the Russian territories of Central Asia; no case was reported in 
Turkestan, where there were 124 cases during 1924. There were 60 cases in the Kirghiz Republic as against 52 
in 1924 and 429 in 1923. The cases occurred, as did those in the Lower Volga area and the Kalmuk steppes, 
in thinly inhabited districts where the chance of rapid spread is small. 


A al 


British India. 


As explained in previous reports, it is more convenient, when discussing the incidence of plague in British 
. India, to make use of the plague-year July to June rather than the calendar year. The close of the calendar 
year coincides in nearly all provinces of British India with an important stage in the development of plague 
epidemics, whereas the end of June is generally a period of relative, if not complete, plague quiescence. In 
the general remarks that follow attention will be chiefly given to the plague year 1924-1925. 

In the following table, the total plague mortality for that year in the different Indian provinces which 
were infected, together with certain Indian States, is set out and compared with the corresponding totals 
for the previous five years and the annual average plague mortality for the 26-years period 1898 to 1924: 


DEATHS FROM PLAGUE IN INDIA, 1919-1925. 


on 
Provinces 1919-1920 1920-19241 1921-1922 1922-1923 19238-1924 1924-1925 1898-1924 
North-West Frontier Province. . . 0 0 0 937 13,828 1,021 _ 
IPRA ha Se ee A 6,552 1,959 7,876 41,703 246,264 48,902 427,221 
UL a eee aan Ue 0 0 0 2,074 2,563 174 — 
Berisen PTOVINCeS 2. wy. eels DAS Owe 2553 AROS dee Oa Wh) o4.427 - Stes pede / 
Mamemond Orissa, . i.) 2... .. 13,682.98 4.7;202 S5090)) 29/519 6° 44,478 | 69238 R40 680 
Central Provinces and Berar. . . . 17,972 4,149 Mote Oot 13.950 6,807) 27,273 
MOUIDaAy < . <5... Seog Beene 12,344 9,926 4,606 ° 14,821. 28,094 6,674 * 915707 
Seeetapad es. yo. Me Rikon tats 20,861 9,404 138 GY927 135736 . 42,207 Ree 12,149 
te re ee 5,269 9,675 Or R/S DAIRY; 5,094 435515" 10.070 
a ae ae H.o708 919,217 TAT Gee 1 1 HAY Be] Go 2,960 8,095 
7 oi, eee 77 58 136 80 2 oo 2,682 
MAG ces i pea 5,464 3,964 ela) 8,154 5,566 2 TAO Old 
emer indian States . 2. .-. ... 4,014 1,223 243 Ook ae 6,239 615* 416,662 
shatabetes <. 121,593 101,151 — 62,220 227,875 408,977 141,832 431,820 


* Provisional data. 


The total plague mortality for India for the year under report was about 141,000, which is a little more 
than a third of the mortality for the preceding year, though it is considerably higher than that of the year 1921— 
1922, when the total plague deaths amounted to only 62,000. It is of interest to recall that 1921-1922 was 
the only year in which plague mortality in India fell below 100,000 since plague obtained a foothold in that 
country in the closing years of the last century. Since 1898, in only five years has the plague mortality in India 
as a whole been lower than it was in 1924-1925, the year under report. 

The United Provinces and the Punjab were responsible for about three-quarters of the total Indian plague 
mortality of 1924-25, but in neither case did the number of plague deaths total more than half the average 
incidence during the previous 26 years. Elsewhere in India the prevalence of plague was relatively slight. 

The map which is reproduced shows the geographical distribution of plague deaths in India during 1925, 
on a district basis. The various hatchings refer to the total number of plague deaths and are not expressed 
as rates. Moreover, it must be remembered that the populations of districts vary very considerably in the 
different provinces. The map, therefore, does not give an accurate idea of the intensity of the epidemic in 
various parts of India, but it is sufficient to give a general indication of those parts of the country which suffered 
most severely and those large areas of the country which were completely free from plague. The disease was 
chiefly in evidence in those parts of the country which have earned an unenviable reputation for the severity 
of plague epidemics in the past. The eastern districts of the Punjab and the contiguous districts in the west 
of the United Provinces suffered most. Three districts in the Bombay Presidency (Satara, Dharwar and East 
Kandesh) were together responsible for 6,200 of the 8,350 plague deaths reported during 1925 in the Bombay 
Presidency as a whole. Satara has suffered more severely and more consistently from plague than any other 
district in the Presidency. A very considerable number of deaths was likewise reported from the east of the 
United Provinces and the adjoining district of Bihar, though here the disease has not been nearly so severe 
as in many past years. 
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DEATHS FROM PLAGUE REPORTED IN THE VARIOUS Districts OF BRITISH Inp1A IN 1925. 
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The continued freedom from plague of practically all districts bordering the Bay of Bengal, with the 
exception of a limited area of Lower Burmah, is shown on the map. The freedom from plague of this 
large area is an epidemiological phenomenon of much interest and importance. Assam, as usual, also remained - 
plague free during 1925, and not a single case was reported from Bengal with the exception of a couple of spora- ‘ 
dic cases at Calcutta. Bengal has never suffered severely from the disease, but not since the year 1897 has it = 
been completely plague free. 


Remainder of Indo-Siamese Area. 


Ceylon. — Only 65 plague cases were reported during 1925, which is less than in any year since the intro- ‘ 
duction of plague into the island in 1914. The majority of the cases (52) occurred as usual at Colombo and the ; 
case mortality was exceptionally high, as it had been also during the previous years. 


Java. — Plague has been very prevalent in Java during 1925. The deaths ascribed to plague numbered 
14,408 as against 13,078 during the previous year. This is the highest number of deaths reported since the 
first appearance of plague in Java (1911) with the exception of 1914, when there were 15,756 deaths from 
plague. The cause of this high prevalence was an epidemic which occurred in Central Java, especially in the 
provinces of Surakarta, Kedu and Banjumas, during the last months of 1924 and the beginning of 1925. The 
annual minimum incidence of plague occurs in Java, as in India, in June or July, and an epidemic is likely 
to affect the death returns of two calendar years. During the year ending June 1925, there were 16,720 deaths 
from plague as against 8,360 in 1923-24. The three western provinces were, as usual, free from plague and 
only a few localised outbreaks occurred in the seven eastern provinces, which were severely infected between 
1911 and 1915. The highest incidence (234 deaths per 100,000 inhabitants) was recorded in the province of 
Surakarta. There were 10 cases of plague at Makasser in the Island of Celebes. 
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INCIDENCE OF DEATHS FROM PLAGUE IN THE PROVINCES oF JAvaA IN 1925. 
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Siam. — There were 378 plague cases in Siam in 1925 as against 93 during the previous year and 397 in 
1923. The maximum occurred in March. Local outbreaks have constantly occurred in Siam since its intro- 
duction in 1904 but never general epidemics. 


French Indo-China. — 605 plague cases were reported in 1925 as against 766 during the previous year. 
This is the lowest number of plague cases reported during the last fourteen years or more. Epidemics compar- 
able to those in India have never occurred. The highest number of cases (276) was reported from Kwangchow 
Wan, the population of which numbers only about 200,000. Tonking was free from plague. The number of 
cases reported elsewhere were: 214 in Cambodia (111 in 1924), 85 in Annam (66 in 1924) and 30 in Cochin- 
China (35 in 1924). ) 


Straits Settlements. — There were 53 deaths from plague at Singapore in 1925 as against 17 during the 
previous year. This is a higher number of cases than normally occurs and it has been exceeded only twice 
since the introduction of plague in 1900. The case mortality was as usual high, the deaths numbering 44. 


Far East. 


Hong-Kong, which was infected without interruption from 1894 to 1923, was free from plague in 1924 
and 1925. There was only one plague case at Shanghai in 1925. Rat plague existed at Shanghai from 1908 
to 1916, but human cases occurred only from 1910 to 1915 with the exception of two cases in 1924, Plague 
does not appear to have occurred in other Chinese ports, but information from these is mostly fragmentary. 
Plague has been little in evidence in Manchuria in 1925; one case was reported at Manchouli and 3 cases in 
stations near that place on the Chita-Harbin railway. 

No plague case occurred in Japan in 1925. Korea remained as usual free from plague. 


Europe. 


Plague has been less in evidence on the European shores of the Mediterranean in 1925 than during the 
preceding years. Four cases were reported at Marseilles in August and two cases near Naples in September. 
There were 11 cases at Constantinople as against 7 in 1924. Twenty-eight plague cases were reported in Greece 
as against 69 in 1924, of which 14 were at Athens and Pireus, 9 at Halkis on the Island of Euboea, and the 
remainder sporadically at Patras, Chios, Syros, Mytilene, Heraclion, Salonica and Cavalla. 

Plague has been more prevalent in European Russia in 1925 than for several years, 192 cases having been 
reported as against 22 in 1924. The first cases were reported in the Kalmuk autonomous area on May 19th; 
early in June the disease had extended to the district of Salsk in the Don area near the Kalmuk frontier. It 
appeared in the government of Stalingrad (Tsaritsyn) about the middle of June and in the government of 
Astrakhan in the middle of July. The case mortality was about 70 per cent and only bubonic cases were found. 
A severe and widespread epizootic of the rodents in this area was proved, about 4 per cent of the marmots 
(Tarabagan) examined being found infected. The rodents migrated in large numbers in search of food owing 
to a severe drought and so spread the disease over a large area. The fact that human settlements are 
scattered over these steppes explains the relatively low number of human cases. 
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CHOLERA 


The distribution of cholera in Asia was very different in 1925 from that during the previous year. While, 
during 1924, there was a serious epidemic prevalence in nearly the whole of India, cholera was but little in 
evidence elsewhere. In 1925, on the contrary, cholera was relatively infrequent in most of its principal 
centres in India, but spread rapidly in many Asiatic countries east of India. Several of the principal ports of 
China, Japan and Siam became in turn infected. India remained, nevertheless, as usual the principal 
centre of cholera in the world, a fact which clearly appears from the statistics shown below: 


CHOLERA CASES AND DEATHS REPORTED DURING THE YEARS 1922-1925. 


Asia. 
1922 1923 1924 1925 
Country Cases Deaths Cases Deaths Cases Deaths Cases Deaths 
FePULON wy Ey eee eee eee Sane 0 0 —- 8 17 14 234 165 
China: 
Shanghai" wastes ae Ree 331 84 — 67 1 4 22a ° 93b 
Gantion Bae Oe Neon a eee 208 - 58 1 — — — = se 
A MOY +. ieee site ngs Pegi ee Wk See — - = — “ — 1 1 0 
F OOCHOW- RR awe ta ae ae ee — — —- — on ~- 29 9 
POT IOSO, |. \cmnnn eh Dan na hl Seas — — — — 0 0 3 — 
ong- Kong qh aie ce 50s asec 4 0 1 1 0 0 2 2 
Briscsh. India? gee een oe ee ser — 125,808 — 74,326 — 306,811 — 96,752 
North-West Frontier. . ... . — 92 —- 2 —- 9 — 103 
Kashinir , Bp). 6.0 ae _ _- — — —- 184 — 41,504 
Punjab ,) [geen a ewan see ee — 128 —- 14 — » 3,a0d — 3,010 
Delhi. ||; Gee Gare ete Je pice: —- 6 on 12 124 — 48 
United Provinces’ #42709) aan) —- 2,330 — 2,594 — 67,000 — « 5,844 
Bihar antrissay ace eet a: — 26,805 — 8,198 — 177,480 — 16,729 
Bengal Apr eee, ae ee — 541,712 — 41,483 — 48,514 — 14,005 
Assam the crn: aia ewe og — 16,219 — 3,728 — 19,182 -—— 5,858 
Central, Provineeds jew thas le — 864 — ~ 4,090 — 9,704 —. 124 
Madras: Presidenty ; i785 a. 3) 4 — 16,502 — - 5,169 — 51,974 — 38,123. 
Hyderabad State. ..... 4... . — 3,283 == kee: — 93,354 — 17 
Bombay Presidency ... . . .:. — 2,768 —- 9,224 — 8,236 = 49°" 4 
Buri iy. tity 2 sate easement — 5,047 —~ 1,488 — 8,083 — 4,262 — 
Other Indian States’ .-. 7... — 52 _ 159 — 9,622 oo 109 aa 
French India: 4 
Pondichetry etn see — ae ae 181 = 168 1,076 867. 
Ariontodpon (ee. ve sae ~ o- ~- 5 — 5 0 0-3 
Kari kal gor geerepagate ae ae — - — —- 7 6 oe 2 ae 
Gharndernagore ye yer esta ers — — —- -—- 22 15 1 a 
Mah Oe a4) SAM RM CUreeeon sate eens ~ — — — 2 0 10 
Tndo-Chitta |. tape he ae men eee ae te Ae bal 970 310 154 180 73 232 96 
AYINa | “¢..a0n8 woe ante aera, 255 124 43 17 16 2: 48 6 
Gothih-China ts, cn ee: 984 632 199 112 55 28 66 39 
Gambodias ts) ye (meanenie orc ree. 382 224 40 10 AQ 28 OL 43 
Tonking and Kwangchow Wan 27 2 39 4 60 15 26 Sia 
Teac! Ane toca ob airy ee 89 15 4 — 0 0 4 ae 
| Nats raga a iain 915 aed ab Oy ae 0 Ouet OULU ea aii) 0 0 0 0-3 
SP DUSTIN Gok a toa ttre 8 Mere Ry tare ae 743 427 A 2 0 0 624 38he 
54S Ming RENAE Ef) tbe Ra 28 —— 0 0 0 0 0 04 
[CO Ribs NERO: Phegll 9 LS Canteen AQ) 24 —— — 0 0 6 59 
Pwr ale Ay, |). ie WNe ea ar Menunn Weearnt 4 — — — 4 — 0 O* 


(a) Foreigners. 
(b) Chinese. 
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Asia (continued). 


1922 1923 1924 1925 
Country Cases Deaths Cases Deaths Cases Deaths Cases Deaths 
Malay States: 
| eC EU aires We ee ee Dw 0 0 0 0 4 4 1 i 
3 Unfederated: Kelantan. . . .. — —- 29 24 1 1 8 4 
Persia: 
MIGHOMIMerOl 0. Hee Pw 7 2 S18) 27 0 0 0 0 
LICE OR ile Tia a ae 21 0 —- —— 0 0 0 0 
OSL OT a: 02 a aE a a ~—- — — 992 il 4 0 0 
ONT ORE LE al RR aa — — — 2 0 0 0 0 
eee he tra a — i 8 0 0 0 0 
Beeerp ities sc hy te as — - — — 1 1 0 0 
mrrippine Islands... sin ws 165 88 28 15 aul 22 995 anal 
tran eieea es er a, — 23 1 0 8) 2 296 76 
2 COREL RE J _ 65 20 14 22 18 690 401 
ER ee ey eS 141 80 213 108 97 61 3,202 2,046 
MMEIEGUOCLIICINENIS <<. 2k 3 2 0 0 12 y 2 2 
U.S. S. R. (Astvatic territories) : 
WAU TOAUCASIAS ©. cy ved been o's 675 ~ 3 0 0 0 0 0 
Pre eUROP YING oe a's.» Se 8,935 — 5 = 0 0 1 0 
PIER ERGAIN oy fia hte felis Os Pa 2,522 _- 4, a 0 0 0 0 
Sr Re ae A a a 9,308 — 2 — 1 0 0 0 
Europe. 
(TOU Se eet en 124 34 0 0 0 0 0 0 
U.S.S.R. (European territories) . . 20,3412 — 91 — o — 14 _ 
IN OC aR See ce te Pe 41,903 — 14 — 0 0 0 0) 
India. 


Although final data are available only for a part of 1925, it is certain that the cholera incidence for India 

as a whole has not been higher than in 1920 and 1922, which were among the most favourable years exper- 

_ ienced in India. The number of deaths from cholera has been lower during the last five years than during 

any of the previous six quinquennial periods; but in a country like India, where cholera has been widespread 

and endemic certainly for many centuries, it would seem premature to draw conclusions as to whether this 

decline is indicative or not of a final reduction of the disease. The decrease of cholera has certainly been less 

marked than the decrease of plague, and while plague in the past has been absent from India for long periods, 
the same has probably never been the case with cholera. 


DEATHS FROM CHOLERA REPORTED IN BritisH [Npia, 1896-1925. 


Year Deaths Year Beaths Year | Deaths 

RSS ae ie ee 491,867 AUGER nese: 713,664 49 Geet a 300,071 
Dee ich ee 570,782 19072 7. 413,180 AS prepa ef 2 Park 
1 ho b> eee a tits he ae | O08 nsec S. 607,278 DO Se hla 571,643 
ho S pha 171,908 19092 Sas ee 242,848 NOT SMe Beas 5 602,304 
POOU i= 850,985 AO Oe ian 435,077 1 Bo PAU LSS a 131,203 
(2g one 282,649 GIS Nap + Bp6,457 NDA eee ao 459,843 
BOA a Sho 125,885 TOLD ee 425,192 LOZ e NS”: 125,808 
MOO Lor eee. 314,299 ASAE Tene Ae | Po ee DY Ns ores 74,326 
ee Se tie 193,457 (EWA AOR RIE er 299,174 OA) oa 306,814 
By Moe is 442,508 TSA tes Si ee 409,328 22 5 one 96,752* 


* The data for the fourth quarter are provisional. 


The outstanding features of the cholera situation in India in 1925 were a relative quiescence of the disease 
in its principal centres, z.e., in Bengal and the Ganges Plain, its almost complete absence from Bombay Presi- 
dency, Hyderabad and the Central Provinces, but an occurrence, on the other hand, of severe epidemics in the 
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endemic centres which are most distant from Bengal —- namely, Kashmir and the southern part of Madras . 
Presidency. The number of deaths reported in each district is shown on the map. In view of the size of 
India and of the vast multitude of its population, it is necessary to consider separately the principal provinces 
for which statistics are shown in the table below for the last fourteen years — that is, since the present pro- 
vincial boundaries of Bengal, Bihar and Orissa and Assam were established. , 


DEATHS FROM CHOLERA IN THE Provinces oF InpIA FROM 1942 To 1925. 


Provinces 1912 1913 1914 4915 1916 1917 1918 1919 1920 1921 1922 1923 1924 1925 
North-West Frontier . 1,320 a7: 2,300 932 194 0 31 4,400 2) 4,285 92 2 9 103 
SSID Steen ds ot Oe — — — — —— — — — 184 11,504 
IRN EWE) Che Ses pls Pcs 1,833 5,811 6,656 13,196 1,654 1,365 257 8,561 AS RevedsO 2.15 128 11 S008 wos) LO 
TENCUN NES Se aodi Aa etna nl os 406 Si! 42 92 69 12 3 66 * 635 6 42 124 48 
United Provinces. .. 18,894 60,427 32,498 90,508 33,300 241,440 119,746 81,365 6,952 149,667 2,330 2,594 67,000 5,814 
Bihar and Orissa. . . 77,023 70,379 32,415 88,349 90,582 109,620 205,584 104,727 26,344 90,688 26,805 8,198 77,480 16,729 
SEN era ra A Gs As itn: Meats 95,467 78,898’ 89,224 130,679 70,836 45,021 82,379 124,949 54,199 80,547 51,712 41,483 48,514 14,005* 
PASSA EET ek 1) dean eens 14,303 16,407 9,270 26,979 13,099 10,953 14,077 33,080 QAM 28295" 482g 3,728 19,182 5,858 
Central Provinces . . 34,313 415,286 20,345 5,662 39,205 691 3,354 62,089 OTA oe 8, Gow 864 1,090 9,704 124 
Madras Presidency . .. 92,497 37,750 68,449 30,098 16,735 58,939 122,263 93,262 31,139 27,064 16,502 5,169 541,971 38,123 
BVIVSOTE: Sarl. tos, cele 6,748 8,062 849 8 0 7,288 35138 2,306 220 25 46 79 7,699 — 
Hyderabad State. .. 1,190 12322 5,893 2,072 1,475 23579 Wo QO0Y WA Siz 57 15384 3,283 1,174 3,394 a fone 
Bombay Presidency. . 64,505 “Seg ES ees Ber A COS) 377 19,844 17,013 S004 olor 2,047 BOL 2,768 9,224 8,236 49 
BNET! eck aL Sere 7,186 4,339 Qa me oh hig D9 1,673 1.914 4,269 13,260 3,396 3/791 5,047 1,488 8,083  1,262* 
Other Indian States . 9,507 iO Oma te ii pat ar ee Oe Os 702 496 9,367 793 7,864 6 80 4,923 109* 

Total. . . . 425,192 314,127 299,174 409,328 300,071 277,537 571;643 602,304 131,203 459,843 125,808 74,326 306,841 96,752 


* Provisional data. 
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Provisional data for three quarters and final data for one quarter of 1925 give a total of 14,005 deaths 


from cholera in Bengal. Judging from the ratio between provisional and final returns for previous years, 


this number will probably be increased to between 25,000 and 30,000 when final returns become available: 
but even sc, this is the lowest number of cholera deaths ever reported in Bengal since statistics have been kept. 
In no previous year has the toll of this disease fallen below 40,000 deaths. It is significant that Bengal, which 
has, as far back as records go, been the most important centre of cholera epidemics, has become less and less 
affected by the general outbreaks. The fairly severe epidemic which visited the remainder of the Ganges 
Plain and Madras Presidency in 1924 hardly influenced the number of deaths reported in Bengal, and the 
epidemic of 1921, which caused a very heavy mortality in the United Provinces, increased only slightly the 
Bengal death returns. The cases were in 1925 fairly evenly distributed throughout the Presidency. Cholera 
was practically confined in Assam to a few districts near the Bengal boundary and the number of deaths reported 
was much below the average for recent years. 

The diminution of the cholera incidence in Bihar and Orissa, most of which previous to 1912 was included 
in the Presidency of Bengal, has been very marked. There were 16,729 deaths in 1925 as against 77,480 in 
1924; this is the lowest figure on record with the exception of 1923, when only 8,198 deaths were attributed 
to cholera. Cholera in Bihar continues to be of decidedly epidemic character, and no evolution towards the 
attainment of a more or less stable endemic level comparable to that in Bengal seems to have taken place. 
The same observations refer to the United Provinces, where there were only 5,814 deaths from cholera in 1925 
as against 67,000 during the previous year. 

Cholera has rarely been very severe in the Punjab. The most extensive outbreak on record occurred in 
1892, when about 76,000 deaths were reported, and only five times since then have more than 10,000 deaths 
been caused by cholera in a single year. In each of the years when outbreaks occurred in the Punjab there 
were fairly severe epidemics in the United Provinces, but widespread prevalence in the latter does not neces- 
sarily imply severe cholera prevalence in the Punjab. Cholera is usually rare in the Punjab in inter-epidemic 
years; in 1923 there were only 11 deaths ascribed to cholera, which is the lowest return on record. It is 
noteworthy that cholera cases in years of low incidence are reported sporadically from many districts indicating 
that the disease is endemic in this area. It is probable, nevertheless, that the occurrence of epidemics depends 
upon the importation of new infection: cholera, though generally imported from the United Provinces, has, in 
a few instances, also come from Kashmir. This was certainly the case in 1925. 

The epidemiology of cholera in the North-West Frontier Province resembles that of the Punjab, only 
it is even rarer than there in inter-epidemic years and it frequently disappears altogether. There has been no 
serious outbreak since 1921. 

Cholera seems to be endemic in Kashmir, but epidemics are relatively infrequent and the disease is 
exceedingly rare in inter-epidemic years. The most severe epidemics in previous years for which statistical 
information is available occurred in 1919, when 11,516 deaths were reported. Cholera cases were discovered 
during the coldest months of the winter 1924-25 and did not disappear until the middle of February. An 
explosive outbreak occurred at the beginning of April 1925, reaching a maximum during the first, week of May. 
A total of 11,504 deaths were reported, the last cases occurring in October. The reported case mortality was 
54 per cent. The vast majority of the cases occurred in the province of North Kashmir, where there were 


nearly 20 deaths per 1,000 inhabitants. South Kashmir and Jammu were only slightly affected. 


Only 124 deaths from cholera were reported in the Central Provinces in 1925; this is the lowest incidence 
recorded during the last 35 years, with the exception of 1898, 1901 and 1902. Severe epidemics have occurred, 
during the last ten years, only in 1919 and 1921, which were years of high cholera prevalence throughout the 
East. It seems, therefore, that cholera really has become less prevalent in this area. 

The same remark applies to Bombay Presidency, which includes nearly the whole western coast of India. 
No very severe epidemic has occurred there since 1919, and only 49 deaths were attributed to cholera in 1925, 
which is the lowest incidence on record. It will be recalled that Bombay Presidency suffered very severely 
from cholera in 1900, when about 164,000 deaths were reported, a number which was second only to that 
reported in Bengal. It is noteworthy that the few cases which did occur in 1925 in Bombay Presidency were 
distributed over sixteen districts, in most of which only one death was reported and in none of which there were 
more than ten deaths, indicating that the disease is still endemic in this area. 

The most intense outbreak in India in 1925, with the exception of the very localised epidemic in Kashmir, 
was the one which occurred in the southernmost part of the Deccan peninsula, which belongs to Madras Presi- 
dency. This area is one of the ancient cholera centres in India, and only once during the last thirty-five 
years—namely, in 1923—has the number of cholera deaths fallen below 10,000 and only three times below 
20,000. Severe cholera outbreaks continued during the whole of 1924, reaching a maximum in January 1925; 
increasing again towards the end of the year and reaching a new maximum in January 1926. The districts 


most severely affected were Ramnad (opposite the north-west coast of Ceylon), where the death rate from 


cholera was about 3 per 1,000 inhabitants; Madura, Tanjore and Tinnevelly, where it was between 2 and 2.5 


oo 


SBF ah 


DISTRIBUTION OF CHOLE 


ny 
iC 


Cholera in 1925 


o Less than 10 cases 
@ Dea sae 
@ 50- 200 » 
@ 200 - 500 » 
WB 500 - 1200 « 
Number of deaths in 
each district of British 


Ae Be: 
ates 


is 2a c 
t 
. ea 


UT THE WoRLD IN 1925. 


Ne 
2 
s 
< 
a> 
\ 
Ve 
< 
4 
aq 
g 2) 
*\ 
‘ 
‘ 
C= : 
ie 
s CTS 


eee es 
pa 2 
Le. aS 
cS 
See 


Rov---- 
4) 


4 
\ 
) 
I 
iS 
Na 


2S Oe 


per 1,000; and Trichinopoly and South Arcot, where it was 1.4 and 1.1 per 1,000 respectively. Coimbatore 
and Malabar were also seriously infected. Only a few sporadic cases occurred north of Madras. 


The French settlement of Pondicherry, which is situated in this area, suffered severely from the epidemic, 
867 deaths being ascribed to cholera in a population of about 175,000, which gives a death rate from this disease 
of nearly 5 per 1,000 inhabitants. 


Cholera is endemic in Burma but has never been so severe there as in the Ganges Valley and the other 
typical cholera centies of India. It has, with the exception of 1915, always been more widespread in Lower 
than in Upper Burma. The situation was, on the whole, favourable in 1925, and the disease was nearly absent 
from Upper Burma. 


Remainder of Indo-Siamese Area. 


Ceylon. — Cholera is probably not endemic in Ceylon, and severe epidemics are not known to have occurred. 
The island was entirely free from cholera in 1921 and 1922. Cases are not infrequently imported from India 
and minor outbreaks may result. This is believed to have been the case in 1925, when 231 cases were reported 
all but 4 cutside Colombo. 


Siam. — The last great cholera epidemic in Siam occurred in 1919-20 and only sporadic cases were reported 
during the following four years. Nothing abnormal was indicated by the cholera returns up to the middle of 
October 1925, 153 cases having been reported up to that date. The maximum occurred as usual at the begin- 
ning of June and indigenous cases had altogether disappeared by the end of September. 


On October 7th the steamer Solviken arrived at Bangkok from Swatow in China with 766 deck passengers 
on board and cases of cholera occurring among them. ‘Twenty-nine cases and seven deaths were recorded 
among them up to October 16th. The patients were removed to hospital as they fell ill. A few days later 
a cholera case occurred in the town, which had been free from cholera since June excepting for one case in 
August. During the week ending October 17th there were 6 cases in the town, and during the three following 
weeks 5, 19 and 25 cases respectively. While the case mortality among the passengers of the steamer had 


SEASONAL DISTRIBUTION OF CHOLERA GASES REPORTED IN SIAM FROM 1919 To 1926. 
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been 24, it was 82 per cent among the reported cases occurring in the town during these first weeks of the epidemic, 
During the first week of November the infection spread to the provinces of Ayudhya and Nagara Svarga further 
up the Menam River; the following week three other provinces were infected and the number of cases increased 
rapidly in all infected localities. In December seven provinces were infected. The epidemic diminished during 
the first two months of 1926 but only to increase later with renewed virulence. 


The occurrence of this epidemic, directly traceable to a foreign source, shows in the most striking manner 
the danger which the importation of fresh infection presents to ccuntries where cholera is already endemic 
but usually not severe. 
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CHOLERA CASES REPORTED IN StAm, 1919-1926. 


Four-weekly 


Months 1919 < 1920 1921 1922 1923 1924 1925 1926 pertods 

ending : 
Menuary eo S .. 0 527 0 0 6 8 5D 790 January 24 
enruary se oe 12 gg 0 0 2 2 8 460 February 24 
| lic Apa a eens 585 214 0 0 4 7 2 1,409 March aM 
Seem es LS 2,541 634 3 26 17 8 deo A 4,255e April 18 
Ra. Pe 3,714 372 7 38 54 14 27 2,168 May 16 
Pemmewt es et 2,724 5418 74 25 82 35 68 2,001 June 13 
meveneee, oe 1,304 705 10 21 30 8 26 July 141 
MSte ty). ss 473 520 4 19 5 3 2 August 8 
September ..... 594 174 0 6 4 3 1 September 5 
MUGDer .... 483 91 i 2 2 3 ¢: October 3 
November ..... 1,024 5 0 i 0 2 62 October 31 
mecember.. .-. . . 1,126 0 0 0 4 Hee kOe November 28 
» — — — 3 3 0 1,620 December 26 

atalino. 7 44,5740: +3,853 96 141 213 OB] 2,914 

French Indo-China. — Cholera is endemic in French Indo-China, but devastating epidemics comparable 


to those which have visited India are not known to have occurred. The last two years show the lowest cholera 
incidence on record. May and June are, as in Siam, generally the months of maximum incidence. Cholera is 
usually more prevalent in Cochin-China and Cambodia than in Annam and Tonking; it appears never to have 
occurred in Laos. 


CHOLERA CASES AND DEATHS REPORTED IN FRENCH INDO-CurINA, 1912-1925, 


Year | Cases Deaths Year Cases Deaths 
1912 15,183 12,028 1919 6,418 4,798 
1913 tele, 281 1920 1°594 1,035 
1914 798 489 1921 4,482 2,838 
1915 9,894 6,326 1922 73d 970 
1916 OeT14 6,987 1923 310 154 
1917 2,313 1,439 1924 180 73 
1918 2,029 1,456 1925 oak. 96 


The epidemic which broke out in Siam during the last months of 1925 reached French Indo-China only in 
January 1926, after which a severe epidemic followed. 

Cholera was as usual infrequent in 1925 in the Straits Settlements, only 1 case being reported at Singapore. 
There were 9 cases in the Malay States. 

The Dutch East Indies have been entirely free from cholera during the last three years. The last epidemic 
occurred in 1920. 

Cholera remains undoubtedly endemic in certain parts of the Philippine Islands, although itsincidence has 
greatly diminished since the last important epidemic, which occurred in 1919. The seasonal maximum is usually 


in August or September. 


DEATHS FROM CHOLERA REPORTED IN THE PuiLippINeE Isuanps, 1914-1925, 


Year Manila Provinces Year Manila Provinces Year Manila Provinces 
1914 288 2,107 1918 123 4,579 1922 23 65 
1915 4h 776 4919 352 18,015 1923 0 14 
wit 6 sa Fe 7,473 1920 3 1,384 1924 2 18 


8 7,883 1924 23 53 1925 76 4014 


eo ees 


ee 


The above table shows that a general outbreak in the Islands generally coincides with an outbreak at 
Manila and that the disease disappears earlier there than in the provinces. The 1916 epidemic continued thus in 
1917 in the provinces, while Manila already was practically free from cholera. This was the case also in 1920, 
when the severe epidemic of 1919, which was general throughout the East, had a sequel in the provinces but none 
iv Manila. Careful investigation has shown that cholera cases and cholere-carriers are exceedingly rare at Manila 
in inter-epidemic years. There seems, therefore, to be reason to believe that the introduction of fresh infection 
plays an important part in the epidemiology of cholera in the Philippine Islands. 

In 1925, the Islands, including Manila, were entirely free from cholera up to the second week of June. During 
the following weeks sporadic cases occurred both at Manila and in the provinces, but up to the beginning of 
September there had been only 20 cases at Manila and 14 cases elsewhere. At the middle of September cholera 
broke out at Manila, 225 cases being reported in the course of four weeks, afte. which the outbreak diminished. 
A week later there was a distinct rise in the number of cholera cases reported in the provinces around the Manila 
Bay, where the disease remained prevalent during the rest of the year. 


Far East. 


The history of cholera in the Far East, in 1925, is a record of maritime transmission. Cholera cases occurring 
in ports reporting to the Singapore Bureau are shown in the table below, grouped in four-weekly periods: 


CASES OF CHOLERA REPORTED IN MARITIME TOWNS OF THE Far East IN 1925. 


Four-week period ending: 


Ports Jan. Feb. March April May June July Aug. Sept. Oct.. Nov. Dec. Jan. 
31 28 28 25 23 20 18 15 42 10 J] 5 2 

Calcutta (deatbs). . . 52 84 14 “A9STeeAS 82 30 34 22 29 29 °. 100 53 
Bombay (deaths). . . 4 0 0 0 1 0 6 1 0 0 2 0 0 
Madras (deaths). . . 68 23 s) 2 i 4 2 5 8 3 0 21 52 
Rangoon (deaths) . . 4 6 if 8 15 10 5 3 1 2 0 4 0 
Negapatam (deaths) . —- — — ——- 3 0) 1 0 4 2 0 0 16 
Colombo . 0 0 0 0 0 2 0 0 0 y) 0 0 0 
Singapore. Oa 0 0 4 0 0 0 0 0 0 0 0 0 
Penang. 0 0 0) 0 1 it 0) 0 4) 0 0) 4) 0 
Manila . 0 0) 0 ) 0 1 2 10 2 09 28 5 3 
Bangkok . 5 8 Zz 6 3 4 1 0 1 1 55. 236. 225 
Saigon and Cholon . 0 0 4 0 0 3 0 0 0 0 1 0 0 
Shanghai . 0 0 0 0 0 0 0 B2it 4.05 25 1 1 0 
Amoy 0) 0) 0 0 0) 0 0) 0 sf 0 0 0 0 
Nagasaki . 0 0 0 0 0 0 0 1 ) 0 0 0) 0 
Yokohama . 0 0 0 0 0 0 0 0 32 ibs 0 0 0 
Kobe. . 0 ) ) ) 0 0 0 0 6 f 6 4 0 
Osaka . 0) 0 0 0 0 0 0 0 0 3 34 108g 

China. — Cholera is endemic in many parts of China and more or less extensive outbreaks are of frequent 


occurrence. Reliable information is available, however, only for a few ports. Shanghai experienced a severe 
cholera epidemic in 1912, when 1,307 deaths were reported among the Chinese population of the International 
Settlement. Another epidemic, in 1919, caused 648 deaths among the Chinese and 32 among foreigners, since 
when cholere has been prevalent every summer except in 1924. 


Cholera outbreaks were reported in August at Soochow, Changchow, Wusieb, Nanking and in parts of 
Chekiang province. Cholera was also reported at Swatow in southern China, but apparently at a later date. 
It appeared at Shanghai in July and reached its maximum in the middle of August. The actual number of 
cases is uncertain, but must have been considerable as the isolation hospital was found insufficient to receive 
the cases. It is significant that the case mortality among Chinese admiited to the Municipal Isolation Hospital 
was only 15 per cent. 


j 
altri: | oe 


I A ___________| 


Japan. — Cholera is not believed to be endemic in Japan, but fairly important outbreaks have been frequent. 

_ These are stated to have originated invariably with cases of vibrio-carriers from overseas. Very special attention 

is paid by the Por’ Health Services to the detection of vibrio-carriers, but once the disease obtains a foothold in 
the large seaport towns it is easily spread by small coasting craft which cannot be so readily controlled. 


CHOLERA CASES AND DEATHS REPORTED IN JAPAN, 1910-1925 


Year Cases Deaths Year Cases Deaths Year Cases Deaths 
1910 2,849 1,957 1916 A Ooo fa 6,260 1921 29 16 
1914 9 4 4917 894 541 1922 743 427 
1912 2,720 1,683 1918 0 () 1923 4 2 
1913 78 2 1919 2,912 915 1924 0 0 
1914 5 4 1920 4,985 3,121 1925 624 381 
1915 0 0 


Japan was entirely free from cholera in 1924 and remained so in 1925 up to August 15th, when a case was 
reported at Nagasaki, the infection having undoubtedly been imported from China, possibly from Shanghai. 
During the first week of September a case occurred at Yokohama and the disease spread during the following 
week to Tokio and the neighbouring districts. Kobe and Osaka were infected some weeks later. At the begin- 
ning of October cases were occurring in twelve districts. The outbreak was quickly controlled and the number 
of cases began soon to diminish, but before the end of the year, when it could be considered definitely liquidated, 
cases had occurred in 23 districts. Its rapid and complete control, in spite of the extensive area affected, is 
remarkable. 


CHOLERA CASES REPORTED IN THE PRINCIPAL MARITIME Ports oF ASIA ‘AND THE PERIOD OF THEIR MAXIMUM 
INCIDENCE IN 1925. 
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Europe and Near East, 


As during the previous year, cholera remained practically absent from Russia in 1925; 7 cases were reported 
in the Don district, and one case each in the Kuban, Voronej, the Daghestan and Kazak Republics. Alternating 
years of epidemics and periods of freedom from cholera characterised the appearance of this disease in Russia 
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throughout the last century, during which about half of the years were almost or entirely free from cholera. 

The last epidemic occurred from 1918 to 1922, during which period about 350,000 cases were reported ; it culmin- 

ated in 1921. Choleriform and phosphorescent vibrios have been found in the waters at Rostov-on-the-Don, one 

of the most important cholera centres in Russia. These organisms may be instrumental in immunising the 

population against cholera 1. : 
No case of cholera has been reported in 1925 in any other country west of India. 


YELLOW FEVER. 
Yellow fever remained exceedingly rare in 1925. No case has been reported in Mexico, Central America, : 
Ecuador or Peru. Nor has any case been reported in Brazilian towns for which information has been received. 


Cases reported during the last five years are shown in the table below: . 


YELLOW FEVER CASES REPORTED THROUGHOUT THE WorLD, 1921-1925. 


1921 1922 1923 1924 1925 
Cases Deaths Cases Deaths Cases Deaths Cases Deaths Cases Deaths ; 
Africa: 7 
i ahomer®.2\ a. bere ce ae: 0 0 0 0 5 5 9 8 0 0 
tO10. COASE (ini Gee 2) tee Een, ee os 6 1 26 18 8 7 6 4 
Bory ‘Coast. eae eae 0) 0 ‘| 5 0 0 0) 0 3 1 
LADErIC.. . SN, on eee 22 a Be sate =e a — — 4 2 
EVERCTiC .. Tie ameiy: “one es te a — 2 iT 9) 0 3 3 20) 12 
Wrench Sudan aaa. Go ae — aes 3 = 0 0 0 0 3 Z 
Poeoland , .> smu 4s oboe Bes aa 1 oe 1 oa 0 0 0 0 @ 
America: | 
Brazil: 
Bahia, «:, amarok. 0st ee “I 1 4 3 151 47 —- — — se 
Ceara . ea UGC ee oo — 3 2 D 5 — — are — 
Perna nib Vip tage cl & —— — 2 2 o 2 2 1 0) 0 i 
Riode Janeiro. . . ... . 1 1 _ --- 1 1 0 0 0 0 a 
COLOMOULG oak a ne — — — — 39 , — -— — Be 
French Guygnd 2 eee.) pea — — — — 4 4 0 0 0 0 
Honduras 2 y. eqs. eee 17 6 — = = = 1 4 0 0 
British Honduras. ene oe nae 0 0 0 ) 3 1 0 0 
WeriCO . Me, Ses ee 174 60 43 25 0 0 4 1 0 0 
Peri): +) PO nd 293 1415 — — 0 0 0 0 0 0 
Saloadar Ache ea he aes us se — = — —- dd 28 0 0 


Cases oF YELLOW FEVER REPORTED ON THE West ArFrica In 1925 (each dot represents a case). 
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1See: ‘ Le Foyer endémique de Choléra de Rostoy-sur-le-Don ”, by Professor W. Barikine and Dr. H. Cazeneuve (Societe 
des Nations, Organisation d’Hygiéne, document C.H. 395), Geneva, 1925. 
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Various endemic centres of yellow fever still exist on the Guinea Coast, where the last extensive epidemic 
occurred about twenty-five years ago. Small local outbreaks have occurred since 1922 at various points of the 
coast: in 1922 on the Ivory Coast, in 1923 and 1924 on the Gold Coast and in Dahomey. In 1925 there were 
20 cases in the southern part of Nigerta—at Lagos, Ibadan, Warri and Port Harcourt. Sporadic cases occurred 
on the Gold Coast, the Ivory Coast and in Liberia. A few cases were reported inland at Tukoto in Upper Senegal. 
_ The disease has nowhere shown a tendency to produce serious epidemics, but the very extensive area in which 
sporadic cases have occurred during the last few years shows that it is still a serious menace to the whole of West 
Africa south of the desert belt. Its maximum seasonal incidence falls between May and August. 


SMALLPOX 


The year 1925 was characterised by the comparative absence of smallpox on the European continent, 
including Russia, as well asin Scotland and Ireland and bya marked diminution in the United States of America. 
The situation has been less favourable in India, the Mediterranean littoral of Africa and on the Guinea Coast. 
The virulent type was noticeably absent from all Europe except Spain and Russia. The disease continued 
to spread in the North of England but remained of a mild type. In Mexico an outbreak of smallpox occurred 
which was particularly virulent in the central area. 

Information on the prevalence of smallpox has been received from the countries shown below: 


Africa, 


SMALLPOX CASES REPORTED IN AFRICA, 1919-1925. 


Country : 1919 1920 1921 1922 1928 1924 1925 
MEO ae te, Cases 812 4,172 fess 184 144 483 1,747 
Basutoland ....... Cases —— —- 524 4214 617 227 54 

Deaths - — Bo 46 14 15 0 

Mears. os. Cases 7,928 3,021 93 309 519 799 762 
Deaths 1,938 805 - 24 90 145 224 158 

Pea Coast.) -. -... *e Gases -—— -— — -— 13 fas 1,468 
Deaths — ~- — —- 0 4 150 

Peemudey s,s’... ¢ Cases 543 —- ~-- — 108 3 328 
Megerid... .-.°i .-*.+. Cases — —- 1031 — 1,222 484 1,935 
Deaths —~ ~- 182 — 189 128 196 

Meesaand =  . ... .~. Cases — a= — — 14 —- — 
! Cases oo — ~— — 59 208 98 
Rhodesia: Northern . . | Deaths ve es ws Oh 9 “7 9 
ei } Cases oat a 515 501 16 2 16 

‘ * } Deaths —- — 145 21 8 0) 0 

Sierra Leone Se ir owe Cases — 6 oo 44 18 2 8 
maneonyika = . 2°... Cases — — 1,267 390 247 3 1,388 
Deaths _—. — 15h 46 33 12 466 

GS . Cases _- — — ~~ 279 606 1,270 
enn sw.) Cass _- _- 506 104 97 7 43 
Deaths “== — 89 12 10 1 4 

Union of South Africa . Cases 559 1,036 1,108 bes 285 346 74 
Deaths _— —- 19 23 8 2 y) 

Seewevars >... sw Gases 4 7 160 BTL 236 10 4 
| Deaths 1 1 56 54 60 1 0 


In Algeria, a lull occurred in the late summer of 1925 in the outbreak which began in November 1924; 
it broke out afresh in the winter, December 1925 and January 1926 showing higher totals than had been reported 
during recent years in any similar period. As this report goes to press, the notifications for the first five 
months of 1926 show a marked increase over the corresponding months of 1925. The maximum appears to 
have been reached in January 1926. On the Gold Coast a sharp outbreak occurred in June and the prevalence 
decreased abruptly in August, but another outbreak, has been reported in March 1926. The case mortality 
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rate has been high. In Nigeria the epidemic was most severe in February, March and April, and in Tunisia 
the prevalence was also greatest during the early months of 1925. In general and with the exception of South 
Africa, smallpox in Africa has been of a virulent type with a comparatively high case mortality. 


America. 


SMALLPOX CASES REPORTED IN America, 1919-1925. 


Country : 1919 1920 1921 1922 1923 1924 1925 
Vingentine ei... a eeabhs = — — — 1 0 — 
Brazil: 

Rio de Janeiro . . Deaths 305 99 49 4417 4O 4 438* 

Sao Paolo lees Deaths 416 29 7 — 2 0 
Canada", 5) ame ar asses — — — — — 2,791 1,248 

Deaths — — — — — 57 10 
Ontario. ee ie ee Gone 3,049 5,639 Dette 977 355 594 214 
Chile). Se ee eases ) 15 11,701 8,494 3,502 4A0 - 

Deaths 6 13 he a 3,024 1554 126 0 
Cuba. <a peeeaeee  Gases 54 817 7,009 1,086 ie 0 2 
British Guiana . . . . Cases —- — 0 0 1 0 0 
Hawai || Op eeeee eae Gases — — 4 2 1 3 2 
Whexico \ .—) ee ee eats —~ — 16145 1,966 2,105 2,702 8,73) 
Panama Canal ices ag, Gases 65 25 215 14 0 0 0 

Deaths 0 () 2 0 0 0 0 
Peru: 

Lima: ae ee eat os — — — — 5 0 2 

Callao ‘; eee +e Deaths — — — — 0 0 0 
Porto Rico eee ee ee ees 10 2) 1 6 0 0 0 
Sis LCi \ gs ae. te CEB eB a — = ‘i 0) 0 0 
United States»= 37... 1.) Maases 56,332 96,684 102,787 32,800 29,968 51,429: 39.639 
Griguay: Fes sac ee eases 0 — 31 0 422 158 15 

Deaths 0 2 15 0 16 7 0 


* First ten months only. 


With the exception of Mexico, which appears to have suffered from an increased prevalence of a fatal 
form of smallpox, the situation in America in 1925 was distinctly more favourable than in recent years. The 
smallpox incidence in Mexico remained fairly uniform during the first nine months of the year for which reports 
are available; the returns for August and September were somewhat lower, which may indicate that the epidemic 
was then on the decline. The disease occurred in all but six of the Mexican States, but was most prevalent 
in Guanajuato, Hidalgo, Michoacan, Puebla and Queretaro in the central part of Mexico. 

Although the decline in smallpox prevalence in the United States in 1925 was quite marked compared 
to 1924, the total for 1923 was still smaller, and the disease must be said to remain a serious public health 
problem, although fortunately the prevailing type on the whole remains mild. A very large proportion of 
the cases occurred during the first six months, the highest numbers being reported in January. California, 
Alabama and Ohio suffered most, and the Pacific and East North Central States were most affected. As usual, 
the New England and Mid-Atlantic States, where vaccination has been enforced for generations, had practically 
no cases. Isolated outbreaks of malignant smallpox occurred. In previous reports mention has been made 
of the epidemic at Minneapolis, where 1,182 cases and 334 deaths occurred from September 13th, 1924, to 
March 28th, 1925. The fatality rate was 28 per cent. Similar, although smaller, outbreaks have been noted 
in Kansas City, Detroit and Los Angeles, and an increasingly large proportion of deaths has occurred in American 
and Canadian cities. 

In Canada a marked fall in the number of cases occurred in 1925. As in the United States, the disease 
appeared mainly in the early months of the year, but an outbreak in the Province of Quebec increased the July 


total. The largest number of cases (617) occurred in British Columbia, followed in descending order by Ontario” 


(214), Manitoba (173) and Alberta (88). 
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Asia. 


SMALLPOX CASES REPORTED IN AstA, 1919-1925. 


Country To 1920 Ag2T 1922 1923 1924 1925 
Bee tem es Cases — — — — 43 9 16 
Deaths — — — — 6 1 5 
Bat ek Cases rata) 126 18 337 175 40 26 
CS es Cases 242 47 8 86 i! 0 0 
iinme-Kong, 23...» Cases 27 34 194 212 1,320 913 67 
Deaths 15 at 162 189 1,141 795 45 
ese india  . . ... Deaths 136,077. | 101,329 40,446 40,836 44,084 55 oo 41.179 
ge a Cases —- —- 475 1,862 1,692 459 832 
Deaths — — — — 581 235 0) 
LE Cases 4,055 3,167 889 679 1,922 1,702 430 
Deaths 1,115 844 2412 124 381 266 81 
Javaand Madura . . . Cases 4,383 2,400 1,445 1,086 — 5,994 4,654 
~ Deaths 955 467 274 275 - 1,304 508 
es ST a Cases 2,180 11532 8,316 3,676 3,722 439 699 
Deaths 675 3,614 2,527 1,160 1,120 85 170 
Malay States (Fed.) . . Cases — — 76 16 32 6 54 
Deaths — — 0 2 9 1 7 

Malay States (Non-Fed.): | 
(ila ee Sea Cases —- — a — 3 23 0 
Deaths — — — — 0 o 0) 
Kelantan .. . . Cases a —- 1 — 2 0 2 
Deaths — — 0 — 0 0 0 
0 LOC a ee Cases — — 2 159 9 23 0 
Deaths —- —- 2 16 5 2 0 
Pwenelni. . ... . . . Cases (a) — —- 84 34 23 46 43 
Deaths (b) — een Ts 2h 230 54 92 59 
Mee se ees. ss a CASES DOs Soa 404* 472. 1451 588 287 
Deaths 1 26* 102* 117 743 173 114 
Merapore.~. . ..’. .°. Cases 14 4 156 268 32 14 10 
Deaths 3 2 33 58 2 y 2 
Straits Settlements . . . Cases 480 105 155 330 27 10 10 
Deaths 166 43 37 80 2 3 8 
Se, . Cases ~~ ~ — — = 838 oe 
Deaths —- _ -- — —- {24 —- 

U.S. S.R, (Asiatic 

merritories),. . . .°. Cases - —- —— 10,716 9,605 6,043 4,677 
Transcaucasia . . Cases — — — 3,264 734 458 268 
Bipemav - .-. ..°. Cases — _ — 2,454 7,224 3,758 3,287 
Kirghiz Republic . Cases — — a 3,838 940 1,286 568 
Turkestan ... . Cases — — — 1,163 710 541 554 


(a) Foreigners. 
(b) Chinese. 
* Civilian Siamese year from April 1st to March 31st. 


In India the number of smallpox deaths diminished as compared with 1924, but remained about the same 
as for 1921, 1922 and 1923. The maximum occurred in April. The Bengal Presidency and the provinces of 
Bihar and Orissa suffered most (8,917 deaths and 8,836 deaths respectively). Madras and Bombay Presidencies 

followed in order. No deaths and comparatively few cases were reported from Delhi and Baluchistan. Only 
29 deaths were reported in Mysore. With these exceptions, smallpox was fairly prevalent in all other 
provinces. During the first four weeks of 1925 there was a fairly severe epidemic in Java and Madura, 
and there was a recrudescence during the last half of the year. The totals of the cases and deaths fell short of 
the number notified in 1924, however, although exceeding the cases and deaths in 1920, 1924 and 1922. Hast 
Java and the Island of Madura were most affected. Palestine was free from smallpox during the year. The 
smallpox record for Japan in 1925 is lower than that of any of the six preceding years. 
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Australasia, 


Australia and New Zealand remained free from smallpox during 1925. 


Europe. 


SMALLPOX CASES REPORTED IN Europe, 1919-1925. 


Country 1919 1920 1921 1922 1923 1924 1925 

ON esas, Ueriere | toad. wen 411 253 18 4 47 0 0 
PEP UUM P| idee aie Ree 42 91 24 23 34 34 12 
BSE APIO... “Raita. ee eae 874 527 22 24 20 5 0 
PiveChOSIOVAKIA Wi. 2 enone ty 141,209 4,529 1,542 70 5 9 3 
ngs... Wile De eee ier: 185 22 0 0 0 0 0 
Denmark. . Sea ais 0 0 7 0 0 25 0 
England and Weiss aestese tt 294. 263 315 973 2,485 3,765 5,363 
PUSIHOTUU FR ee ees Ea ee 267 435 136 50 13 4 5 
PUnLANG. See Peo ete oe eas | qa, 27 91 12; 4 ade 
yinance 42 ioeauMe sates Rate 572 392 341 ie 195 - 210 456 
ET MONYC, oe ee ae or tees 5,012 2,042 688 215 17 16 24 
eepraltar:.; haeeeicn ie oht othe - ~- ~ 2 0 6 3 
isfeece: . |. aiueeaamer 1.) Se omer — = — — 2,116 250 23 
Puneary ') Reams? ei inh, — —. 131 2 9 1 2 
Tialy®. Reem St yo Sexe 36,365 26,453 4,644 534 495 430 204 
Patvid,.:: < eee, eae ns —— 422 250 160 3 25 17 
Dishwania 1, Maer le Mees ee — d.213 1/035 345 25 58 12 
Malia 2) oe: Senge ae — ~- _- (one 0 0 84 
Netherlands, aye ee he. 5 50 4 0 2 3 2 
Norway: (citiegiipet rt ok © 8 0 0 1 0 0 0 1 
Poland. << eae ee ee 1,864 3,948 5,078 2,399 502 861 Tah: 
Roumania .. . voy 20,523 407 2,744 865 89 9 28 
Serbs, Croats and Miacanee 

Kingdom of the .... . — 4,156 2,119 728 1,042 330 14° 
Seoiland. (xis Stor ems 9 725 106 7 3 4 Sates 
Spain (deaths) SALA eee 5,620 3,280 2,097 1,325 525 4,214 851 
Sweden 7 14 2 0 ) 4 0 
Swiizerlandadi, See eee S 2 596 (153. 2126 4,234 334 
URraine tno he tale 6 a eee ~- 34,730 28,123 11,095 3,710 4,188 504 
U.S.S.R. (European territo- 

ries, without Ukraine) . . 169,545 121,587 68,503 40,839 29,133 ‘20419 


The comparative freedom from smallpox in Europe in 1924 continued in 1925, and there was a further 
reduction in several countries, notably Russia, Switzerland, Poland and the Kingdom of the Serbs, Croats 
and Slovenes. <A greater puraher of cases was reported in England and Wales and in France. The type oi @ 
the disease continued to be mild except in Spain, where, however, the number of deaths in 1925 was lower — 4 
than in preceding years except 1923. The epidemic in Spain was most serious in Malaga and Cordova, the — 
maximum being reached in January in the former and in October in the latter. 

In England and Wales the following counties, all in the North, were most affected in descending jdem 
Durham, Derbyshire, Yorkshire (North Riding), Northumberland and Nottingham. The remainder of the “a 
cases were scattered over 17 administrative areas, 13 cases being reported from London and 6 from the Port — 
Sanitary Distiicts (London, Southampton and Liverpool). The largest number of cases was reported during | : 
the first quarter, the least during the third. The disease remained benign in type. The decrease in European 
Russia was most evident in the North Eastern, Central Industrial, Middle Volga and Ural areas. Ropa 
from Asiatic Russia show a decided decrease over 1924. In Switzerland the Canton of Lucerne suffered most, 
followed in order by Unterwald and Berne, the largest number of cases being reported from the first and ‘thirdly 
dwing the first quarter, while the Sniteniee in Unterwald began in September and reached its height in Decem- q 
ber. Scattered cases were reported from 9 other cantons. The benign type of the disease prevailed throughoung 
and it was evident that the epidemic which began in 1921 was coming to an end. 
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TYPHUS 
Europe. 


The decrease of typhus which followed the great post-war epidemics in Eastern Europe continued in 1925, 
during which year the incidence has certainly been lower than at any time since 1907. The number of typhus 
cases reported in Europe during the last six years is shown below. <A few countries of Northern and Western 
Europe, where typhus has been exceedingly rare within recent years, are omitted from the table. 


TypHus CASES REPORTED IN Europe, 1920-1925. 


Country 1920 1921 1922 1923 1924 1925 
(TI 2S A Ao 86 81 23 3 0 0 
RM ee rel er ew 2,885 874 488 413 197 247 
Czechoslovakia Oh ey <5, pinata 7 en ai ae 3,019 970 321 366 44 204 
(CLAUS 00 Sa Se 4,125 356 247 63 43 24 
Me ener SP ESS 483 533 386 27 8 3 
RNR te et I So — — — 7,607 266 102 
MINER Me Coe ah ee — 73 17 385 229 35 
Eh ne renee ey wy 113 60 0: 2 2 0 
MEE Gets Sg lie Sia 4,631 1,288 1,480 . 430 290 96 
TENS eee ae a aa ec ec 5,302 3,004 3,409 830 618 224 
a Se ea a ee 168,097 49,547 42,724 141485 7,706 4,196 
RT ee es a ey a yd 46,206 8,189 3,902 Lio 3,194 1,892 
Kingdom of the Serbs, Croats and Slovenes 1,582 1,054 232 ent ioe 388 
DE ogee oe Si. 455 fie 80 35 20 10 
Mer ee er ee 591,842" ° 110,891.” 344,842 31,307 14,219 e133 
U.S.S.R. (European territories, without 
ne Neier se ea.  . 2,979 00's 539,216 975,762. 169,508 94,978 52,326 


* Deaths only. 


About 70,000 typhus cases (53 per 100,000 inhabitants) were reported in 1925 on the whole area of the 
Soviet Union. This is the lowest incidence recorded since 1907, when 52,000 cases were recorded on Russian 
territory, giving an incidence of 35 per 100,000 inhabitants. The decrease compared with 1924 averaged 
44 per cent and was general throughout the Union. The incidence was, on the whole, highest in the north 
and the west and lowest in the south; it ranged from 82 to 115 per 100,000 in Northern Russia, including the 
Viatka-Vietluga area, and was 97 in the western districts, where White Russia especially remained seriously 
infected. It was 68 in the Central Industrial Area, diminishing southwards to 48 in the Central Black Soil 
area, 36 in the Ukraine, 26 in Crimea, 13 in North Caucasus and the Don area and 9 in Transcaucasus. The 
typhus incidence in the Middle Volga and the Ural areas was about the same as in Central Russia and diminished 
similarly southwards to 45 in the Lower Volga area and 411 in Central Asia. 


TyPHuS CASES REPORTED IN Unton oF Socratist Soviet Repus.ics, 1923-25. ies 


; Number of cases Decrease (per per 100,000 
Geographical Areas 1923 1924 1925 cent) 1924-25 in 1925 
North-Western Bes ae eee 2h: 6,084 7,606 4,962 a5 88 
ME Str ie 6,101 4,302 1,926 55 82 
Western and White Russia. . ... . { 10,569 11,831 8,661 27 ey 
Bemproindustrial.... -. se 34,454 27,972 12,844 5A 68 
Meeeseiack’ Soil 23.0. i ee a 15,659 8,888 5,144 42 48 
Ray. IN. ; 31,307 14,219 D425 36 36 
Mi A Meee Kats 828 280 455 45 26 
SE SS ra a 22,319 12,071 6,575 AG 70 
Lower Volga INET hal by on fer Ree 6,881 5,894 2,290 61 45 
Meee VietlUsa 8. Wk Be 22,181 4,926 3,900 a1 445 
A ee ee re Teer. hs 39,588 9,608 4,933 AY 63 
North Caucasus and Don. ...... { 4,844 1,600 936 42 i 
Meriecavcaans: Mer nste Se 2,663 1,447 496 46 9 
RN eRe. Che yy ST aha 2,761 2,458 1,238 50 11 
Biperia rk: rds ARI Le we oe aE ga 26,124 11,363 6,012 4] 54 
Railways and Waterways ce eee eet en 10,527 2,400 1,220 49 = 
hota b es ice 242,890 126,865 70,415 44 53 


eS Baw 


Typhus has constantly diminished in Poland since the time of the great post-war epidemics, and 1925 
brought again an important decrease compared with the previous year. The highest incidence was recorded 
in the eastern provinces of Vilna, Novogrodek, Lublin and in Eastern Galicia, but it was lower, nevertheless, 
than in White Russia. In the western provinces of Pomerania, Posen, Silesia and Lodz there were only a few 
sporadic cases. The decrease has been greatest in Central Poland (the old Congress Poland) and least signi- 
ficant in the provinces bordering on White Russia. The incidence averaged 27.7 per 100,000 inhabitants in the 
nine eastern provinces shown in the first column below and 4.2 in the eight provinces forming the western 


half of the country. 


Typuus CASES REPORTED IN Potanp, 1923-25. 


Provinces 1923 1924 1925 Provinces 1923 1924 1925 

OLE eR ne ga ok to7ie ol Ui 445 Carried forward . 8,658 6,025 3,604 
iat ystOck hk gee atk ae 719 554 237 WALsaW.4t ns Sune 578° 479 86 
Novoerodek:” Ai. }2) as 871 385 422 Warsaw City =<: ay. >. 143 138 67 
Polesid 2. aaa ie 534 318 263 KielGecys state ak es 916 608 214 
Wolhynia+. ania seme 370 546 297 Lode. 7 ee eae 329 176 35 
Tarnopolss we.) Sees, fie 698 670 377 CracOW.o sta oh ears 459 150 162 
Stanislavovie mee iF aoe 1,146 650 400 Silesia «). $4 ety heipe as soe 3 2 2 
Lvov . 2. Peat ee aes 1,560 987 754 Posen? 4.08. Gavi : 9 8 1 
Bublin *. eee.) eee 1,189 844 409 Pomeranrel +5) eee 21 99 9 
8,658 6,025 3,604 Total. ic... 44,418 Soe eee 


A marked improvement compared with the previous year took place also in Roumania. The incidence 
remains highest in the northern and eastern part of the country, especially in Bessarabia, where 799 cases 
were reported (33 per 100,000 inhabitants), and in Bukovina, where there were 320 cases (40 per 100,000). 
In Moldavia and Dobrudja there were 509 cases (rate: 19), while the incidence was much lower in Wallachia 
and Oltenia (120 cases, rate: 2.5) and in Transylvania and the Banat (86 cases, rate: 1.3). 

Small local outbreaks of typhus persisted in Czechoslovakia, where 193 cases were reported in Sub- 
Carpathian Ruthenia, and in the Kingdom of the Serbs, Croats and Slovenes, where there were 212 cases in Bosnia 
and 176 in other provinces. The disease was present also in a few districts of Bulgaria and Greece. Only 
338 cases were reported in the three Baltic Republics as against 951 in 1924. Typhus did not occur — or at 
least was of no importance — in the remainder of Europe. 

The case mortality of typhus in Eastern Europe is usually between 8 and 10 per cent. . In 1925 it was 
8 per cent in Poland, 8.9 per cent in the City of Leningrad, 11.3 per cent in Roumania and 6.9 per cent in 
Bulgaria. It seems that the outbreak in Bosnia has been of a fairly severe character, 13.5 per cent of the reported 
cases having proved fatal. The cases occurring in Sub-Carpathian Ruthenia were exceptionally mild, the 
case mortality being only 1 per cent. 


Africa 


Typhus is known to have existed in Northern Africa for at least a century. It is common in South Africa | 


but does not exist in the tropical zone. Typhus occurs, in addition to the countries shown below, in Morocco, 
but not a single case has been reported in the remainder of Africa. 


Typnus CASES REPORTED IN Arnica, 1920-1925. 


Country 1920 1921 1922 1928 | 1924 1925 
Alveria *.). dae teen iB Pe ENT Rd 1,078 6,360 133 1,666 474 544 
TN IS1d {=e 2) Ce eae See ie — — — 357 209 404 
Baybee WOR. Sy meen. GRRE. 13253 4.487 2,489 1,935 1,683 1,314 
Unton of ‘South “Wiricaes ee ae 11,276 9,157 8,534 2,922 1:570 1,144 
Basutoland a 503 402 958 500 53 


A slight recrudescence of typhus occurred in 1925 in Tunisia and in the departments of Algiers and Constan- 
tine of Algeria; only 17 cases were reported in the department of Oran and 7 cases in the southern territories. 
The case mortality was 8 per cent. 
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The incidence of typhus has constantly decreased in Egypt since 1919; 291 deaths were attributed to this 
disease in 1925 as against 588 the previous year and 5,573 in 1919. The disease is most prevalent in Lower 
Egypt, where there were (including the governorates) 1,157 cases, and especially in the province of Beheira 
(499 cases); 157 cases were reported in Upper Egypt. The seasonal maximum occurs here as in Algeria between 
April and June, which is noteworthy in view of that it always occurs during the winter or early spring in Eastern 
Europe. 

Typhus remained endemic in all provinces of South Africa, but is least prevalent in Transvaal. The 
incidence has diminished since 1920. It is far more common and also more severe among the natives than 
among the inhabitants of European extraction. The case mortality was, in 1925, 12 per cent among the 
natives and 3.4 per cent among the white population. 


America. 


Two important centres of typhus exist in America:-in Northern Chile and the Peruvian Andes, and in 
Mexico. The disease is not endemic elsewhere. 

Statistics regarding the prevalence of typhus in Peru are not available. Its incidence in Chile has con- 
stantly diminished in recent years. The seasonal maximum occurs in October and November, which correspond 
to April and May in the northern hemisphere. 


TypHuS CASES AND DEATHS REPORTED IN CHILE, 1919-25. 


1919 1920 1921 1922 1923 1924 1925 
a Bea eyes MAB LT 7,138 4,503 4,469 3,294 2,047 965 
OU 2,804 1,182 569 903 642 330 133 


In Mexico, 657 deaths from typhus were reported in 1925, mostly from the States of Central Mexico. 
Serious epidemics have occurred in the City of Mexico in 1901-02, 1906 and 1915-16, since when there has been 
a steady decrease. The incidence has, during the last six years, been much lower than ever before. 


MortaLity From TypHus 1n Mexico Crry, 1914-25. 


Year o Deaths Rate per 100,000 Year Deaths Rate per 100,000 
RM res ne mks 171 33 19208 yas! 5-', 57 MY 
VO ae Serpe aa 1,317 248 AS Pas pS eagle ps 81 13 
1 AI ge aa 1,834 337 LOZ2 5 ee neta ose, hay te U5 ley 
Bee ce ok a Ses 462 3 L925 5 See Le MRe NA 44 6 
Meee a os eS 204 Bo Mee Ee eet Be. Re a me 
OT Me a ess apa 147 25 132 ee ites, Wem Use a3 35 5 


Typhus is of rare occurrence in the United States; 154 cases were reported in 1925, of which 53 were in 
Alabama and 40 in Texas, as against 102 in 1924 and 62 in 1923. 


Asia. 


In Asia, typhus is seriously prevalent only in Siberia and other territories of the Soviet Union, of which 
mention has already been made. Cases occur in Turkey, Syria, Palestine, Iraq, Persia, Japan, Korea and 
Manchuria but do not constitute any serious problem of public health in these countries. It is exceedingly 
rare, if not quite absent, elsewhere. 


TypuHus CASES REPORTED IN AsrtatTic CountrRiEs, 1920-25. 
(Excluding the Territories of the U.S.S.R.) 


Countries 1920 1921 1922 1923 1924 1925 
| Sone, i ER ie a ae pe Tre a : -— 61 48 27 9 
NI a se te ee 66 171 23 14 14 28 
rR Se eS Fo as 78 73 63 Wa: 540 225 
ES a A eS — 63 33 a5 37 47 


1 GUISE a re a —" 31 6 21 2 ak 
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RELAPSING FEVER 


The almost complete disappearance of relapsing fever during the last couple of years from Europe, with 
the exception of certain parts of Russia, as well as from the Mediterranean zone of Africa,is one of the most 
noteworthy epidemiological occurrences of recent years. The last outbreak of this disease, which was formerly 
endemic in an intermittent manner in many parts of Europe, occurred in 1922, since when the decrease has 
“been very rapid. The morbidity rate for the whole territory of the Soviet Union was 14 per 100,000 inhabitants, 
which is the lowest figure on record since 1905, with the exception of the years 1914-16, when the reporting 
may have been incomplete owing to the war. The returns for Poland and Roumania are the lowest on record; 
of the 104 cases reported in Poland, 61 occurred in the province of Vilna. Only 36 cases were reported in the 
remainder of Europe. 


ReLApsinc FevER CASES REPORTED IN Various EvropEAN Countrigs, 1920-25. 


Countries 1920 1921 Ug ee 19283 1924 1925 
(zechoslovakingauce amma tate 19 14 3l 0 0 
Bsihonia® ie aeeee eee es Se Ste ih en 978 118 104 8 1 2 
Crermony. }) seen vee Se Sah Mea g Cree - 53 31 4 S | 
Greece (7 aes Saket Se ete eee ee — = —_ = O41 1 
TEREVIO® ARERR OR). cin ost 547 275 116 10 3) 2 
Pat hvenia |.) pepe tee lei. ee litt 732 1,034 910 13 14 9 
Poland: ’ 2) RMR eee os lee 7,188 13,850 41,207 2,067 366 104 
Roumania yw ete es se aL a: 19,452 4,663 444 152 8) Phy 
Kingdom of the Serbs, Croats and Slovenes 23 69 21 13 15 15 
Ukraine 362,075 247,089 467,893 54,814 4,785 1,379 


U.S.S.R. (other territories in Europe). . 1,570,604 698,147 942,460 149,493 30,818 12,822 


The incidence of relapsing fever was lower in 1925 than during the previous year in all districts of the — 
Soviet Union except the north-western. It was the governments of the latter area (Pskov, Novgorod, Czere- 
povetz) which had suffered least from the former epidemics. The decrease averaged 63 per cent for the whole — 
Union, was somewhat higher in Siberia, the Ural district and in Northern Russia, and lower in Western Russia — 
and onthe Volga. The highest incidence was reported in the Lower Volga and Ural districts and in the Northern — 
Caucasus. . a 


NumsBer or ReEtapsinc Fever Cases REPORTED IN U.S.S.R., 1923-25. 


. . Number of cases Rate per 100,000 
Geographical Areas 1923 1924 1925 in 1920 
North Hastert seme tou Wa te 1,429 325 18 aa. 
Nort: Westerns Geese ets Py rae 1,154 501 816 14 
Western and Wares Biesial seis. 392. ae 5,384 817 435 o 
Gontrad neti ie terme asia en ta tes 10,532 2,022 819 4 
Contraljlagk weal guna sie tits 5 keira) Soe OF |e 18,305 2,857 1,999 ay 
Uktaisie cp ameiee eg ee ei: Noles cals 54,814 4,785 1379 5 
Crimean Bie eek eee cst aes os Sepkee 457 186 199 33 
Mitldlex Vole@awuameta dca, ote ago, ont 21,862 4,635 1,940 21 
Lio wer ‘Voleaeerea sail oh ck eet at wre es 9,034 3,021 2,008 40 
ViatkasVighiea tiie. «du eeib ty pect 7,279 485 15Sho 5 
Ural ee ee ge te, ere 60,134 11,190 2,602 Jou8 
North Caucasus and e000 Mew hohe iss: 13,926 4,779 1,828 94 
"TrarisCallcASMiSh his es). Borke esl simmers 1,609 1,782 737 13 
Central Asia mepncee mae lao te fa ieee eta. 7,902 4,675 1,621 14 
Siberia 2 eee Sabie oa Prunes Geemrrces 28,561 6,930 1731 1% 
Railways and Waterways ........ 15,892 1,545 350 a 


Total... 258,271 50,535 ~~: 18,640 14 


opr ae nd 
—Sqonaewnnaeuouuuanunuqqnqununan rennet 
While relapsing fever has practically disappeared from the Mediterranean coast of Africa, extremely severe 
epidemics have occurred in recent years in the countries south of the desert. belt. Data for these districts 
are, unfortunately, very incomplete. 
In Egypt, where 591 deaths were ascribed to relapsing fever in 1919, it has caused no death during the 
last two years. There were only 6 cases in Tunisia in 1925 and none in Algeria. 


RELAPSING FEVER CASES REPORTED IN Arrica, 1920—25.* 


1920 1921 1922 1925 1924 1925 


CMMI sae eG. ot teen Soke a td BOG, > 1-208 172 39 5 3 
BG ieCOOSU AUR ORE Ny eccr to. ss TBs — — — 160 16 0 
SEITE PETAR 2h Tne i see 0 0 = 43 Fao 42764 
ODEN OT i WOOO eS... 6. faek a hata. eee se — —. — 42 36 23 
PRES TLCS Oops lees hs Se, og Au ks an — 24 47 uh 82 62 
Pm OTN CoN a, SEs cheese RNa os — 29 44 119 148 — 
Weera The Mas wore ee = Yea slot Ie ae Yel fo tle = 269 302 283 852 — 


* For French West Africa, see text below. 
y+ There were in addition 439 deaths from relapsing fever in Northern Nigeria. 
§ The cases reported in these countries may partly or wholly refer to the African tick fever (spirochete Dutton). 


The severe epidemic of relapsing fever which has caused serious ravages in French West Africa since 1921 
extended further east in 1925. It is uncertain whether the disease was present or not in these territories in 
the preceding years, but epidemics appear to have occurred in the seventies of last century. The infection 
may or may not have been imported in 1921 by native soldiers returning from foreign service. The first 
cases were observed in May 1921 at Bamako in the French Sudan; the disease spread rapidly to the whole 
of this colony and further east to the colony of Upper Volta, the whole territory contained within the bend 
of the Niger becoming more or less affected. Nearly 110,000 cases and about 20,000 deaths were reported 
during the first two years of the epidemic in the French Sudan (2,450,000 inhabitants). During the same 
period 2,000 deaths were attributed to. relapsing fever in the Upper Volta. In 1924 the disease was less pre- 
valent in the Sudan; 55 deaths were reported at Timbuctoo in January and minor outbreaks in other localities. 
Nor was the Upper Volta much affected during the early part of the year, but in October again there were 
serious local outbreaks. In March, outbreaks occurred in the western districts of the Niger territory, occasion- 
ing about 500 deaths. In October, the disease appeared further east at Zinder, causing about 2,600 deaths 
during that month and November. Following the caravan routes, the epidemic spread eastwards to the Chad 
territory and southwards to Northern Nigeria, where 528 deaths were reported in 1924 and 314 in 1925. 

The outbreaks in the Chad colony were severe, 341 deaths being reported in January and 963 deaths 
in February 1925, and they extended east nearly to the frontier of the Anglo-Egyptian Sudan. There were 
outbreaks also in the Cameroons, where 777 cases were reported in May and 201 in September 1925. The 
disease appeared again in 1925 in its original centres in the Upper Volta (1,565 cases and 401 deaths), reaching 
this time a maximum in June. There were numerous cases also in the Niger territory, in Dahomey and in 
the French Sudan. 

The figures quoted above give an inadequate impression of the seriousness of these epidemics, since cases 
and deaths were by no means reported everywhere. The reports contain, besides definite data for certain 
localities, frequent remarks to the effect that numerous deaths occurred without any specification of numbers 
being possible. This extensive area is v-ry thinly populeted, and the towns and villages are mostly small; 
the loss of life has therefore proportionately been very serious. In one village of the Upper Volta 55 per cent 
of the population died, and at Leo — a small town of 5,000 inhabitants — 9 per cent died in three months. 

The case mortality has been extremely high and seems to have averaged about 20 per cent; it has actually 
been observed to average 44 per cent in a number of villages in the Upper Volta. A case mortality of from 
15 to 20 per cent has at times been observed in Egypt, while in Algeria and Morocco usually only 4 or 2 per 
cent of the relapsing fever cases are fatal. In Eastern Europe the case mortality has rarely exceeded 5 per 
cent and has usually been 2 or 3 per cent, frequently even less. The causative agent of these West-African 
epidemics is, nevertheless, the same as in Eastern Europe, the spirochete Obermeieri, and not the spirochete 
Dutton, which is connected with the African tick fever, occurring in the Congo, in Uganda, in Madagascar 


be" and in various localities of South Africa. 
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UNDULANT FEVER 


Undulant fever occurs in most Mediterranean countries but seems to be very prevalent nowhere except 
Malta. 110 cases were reported in France in 1925, where it was made notifiable the previous year. 

The disease has been made notifiable in /taly only during recent years, and the information is therefore 
incomplete. The disease is most prevalent in Sicily and the southern provinces. It is stated that cases have " 
occurred lately also in the provinces of Arezzo, Massa, Turin and Florence. About 400 cases were reported 
in 1924 in the whole of Italy. 7 

The incidence has diminished in Malta in recent years. The seasonal maximum occurred in June in 


France and in July in Malta. 


Unputant Fever Cases AND Deatus REPORTED AT Marta, 1922-25. 


1922 1923 1924 1925 
(Caspsteerere ce Reso. 8 1,102 1,060 940 662 
DGAtiSw PN ee o Bixc. 59 41 49 42 


There were 46 cases in Tunisia in 1925 as against 81 the previous year. A few cases were reported in 
the Anglo-Egyptian Sudan, Uganda, Southern Rhodesia and the Union of South Africa. 


DYSENTERY 


The existing morbidity statistics hardly add to our knowledge of the prevalence of dysentery in tropical 
and sub-tropical countries where this group of diseases is of most importance. The reporting of contagious 
diseases in these countries is rarely efficient excepting for the quarantine diseases, and even where statistics 
of causes of deaths are available they furnish but little useful information, as they invariably contain a high 
proportion of unknown or ill-defined causes. Differentiation of the various forms of dysentery prevailing 
in the tropics, which, from an ethiological point of view, are quite different diseases, is rarely reliable. 

The importance of dysentery as a cause of death is shown by the mortality statistics of Indian cities. The 
death rate from dysentery in 1925 was in Madras 433 per 100,000 inhabitants, in Calcutta 215, and in Bombay 
60; it was 151 in Singapore. The mortality is probably not much lower in other countries where similar climatic 
and sanitary conditions obtain. It is therefore obvious that the few hundred dysentery cases which are reported 
annually in the various tropical colonial possessions in no way correspond to the real incidence of the disease. 

In certain parts of Europe and also in Japan, where bacillary dysentery alone appears to prevail and 
where the case registration is far more complete than in the tropics, the statistics are more significant. Data 
are given below for such countries where bacillary dysentery is or has been of practical importance within recent 
years and where the data can be regarded as reasonably accurate or at least sufficiently complete to show the 


trend of the incidence. 


DYSENTERY CASES REPORTED IN VARIOUS CouNTRIES, 1920-25. 


Countries 1920 1921 1922 1923 1924 1925 
Austria “2 eae eet Ae sk es ore 4,212 Aaa 1,196 794 535 346 
Bulgaria t,he woke hte cee Se 698 569 740 489 389 254 
Crechoslovakial ig veer mre eat) alta 8,211 8,238 1,453 1,539 1,347 705 
Bist bomiass\|..0 dae Vie se eet eects cohol 3,459 1,198 356 64 125 38 
Finland: (7.7 APRet aaa seers, cit » 573 395 209 192 189 175.) ae 
France it" 7 Aiea. tho uemte ae: gas) 381 1,852 167 239 170 148 
Germany os: uasee aie et Ae ee — 31,624 5,036 8,449 5,789 4,715.) a 
Hi vitigar'y)ci:4 5 Bee eee eae) renee — 5,230 2,495 4,321 3,699 1,754 
tal yulti<. lone ah hep aera Cas UT 2,666 2,204 1,197 1,118 1,062 982 
Liathwia')- 12) Si) iene ieee fete LO. Bs 5,479 1,162 913 114 276 150 
Tuthuania:\\).)10: 2 eee: en hee 4,435 1,163 356 184 180 109 
Poland eau See een 6 aus 31,020 32,944 15,134 5,314 10,492 3,285. 
FLOviMi anid) i id eee alte Be 3,393 2,958 996 Aes k8 1,420 972 
Kingdom of the Serbs, Croats and Slovenes 11,138 13 4/9 2,878 STE 3,084 1 ue 
Dcrainetsaiy.) p2! A ieee eats ee oe fd — 55,294 50,138 25,816 45,293 24,343 
U.S.S.R. (European territories, without 
Ukraine 2: eee teeny hee e) 324,389 164,802 249,757 147,307 217,480 196,796 
Ja es Me ee me a a) a ree writey We: 12,738 12,445 15,134 20,270 18,647 14,713 


974 978 1,932 1,195 1,443 2,030 


e 
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Dysentery has, on the whole, been decreasing in Europe since the epidemics of 1920 and 1921, but rela- 
tively important endemic centres still exist in Central and Southern Europe as well as in Russia. The decrease 
of dysentery during last year has been most marked in Poland, where the reported cases were only one-third 
as numerous as in 1924. Western and Central Galicia remains the most important endemic centre. The 
highest number of cases was reported in the provinces of Cracow and Lvov. Dysentery cases occur in nearly 
all parts of Germany, although the total number of cases reported was less than 5,000 in 1925 as against more 
than 31,000 in 1921. The most important dysentery centre in Germany is in Westphalia and the Rhineland, 
where 725 cases were reported in the province of Dusseldorf and 724 in the province of Arnsberg. A consider- 
able number of cases was reported in Silesia and Saxony, but the disease was relatively rare in East Prussia 
and elsewhere in the Baltic provinces. 

The incidence of dysentery has decreased constantly since 1921 in Czechoslovakia; only 705 cases were 
reported in 1925, largely in Sub-Carpathian Ruthenia and in Slovakia, which are nearest to the Galician dysentery 
centre. The decrease of dysentery has been equally marked in Hungary, Roumania and the Kingdom of the 
Serbs, Croats and Slovenes. In the latter country the highest numbers of cases were reported in Slovenia, Croatia 
and Bosnia. 

The number of cases reported in /taly is not very considerable, and the disease is of practical importance 
only in the province of Venice, which is close to the Slovene endemic centre. Dysentery is of little importance 
in Western and Northern Europe. 

The seasonal maximum occurred in 1925 at the end of August in all the countries north of the Pyrenees, 
Alps and Balkans. It is noteworthy that there was hardly a week’s difference between the time of culmination 
of the incidence in all these areas. 

Dysentery was somewhat less prevalent in Russia in 1925 than in 1924. There was a very marked decrease 
in the Ukraine and the Central Black Soil districts and to a lesser extent also in the remainder of Western and 
Central Russia. The incidence was, on the other hand, considerably higher in 1925 than in 1924 in the 
Caucasus and in the Ural and Viatka-Vietluga areas. 


DyYSENTERY CASES REPORTED IN THE U.S.S.R. per 100,000 PopuLation, 1923-25. 


Geographical Areas 1923 1924 1925 
INGELMICOStOrIMEME Oe Cosa 1S ye 336.0 
North-Western Pee ete ol tS Vy: ed (tl eye. 
WV COCCT iit err ST kee 104.4 193 .4 120.8 
Cenaimindtisuriaire itr a. 42523 249 .0 178.4 
Menara lickeoOllesr sof hese. ta le 195.9 299 .0 154.4 
BEMLICRY OLA Geet IW Tce ks le 201 27 310.6 Daas 
LACIE NOL LG: 98 0 camer pein Ts 211.6 295.4 DS 2 
Dateca VICBLUCH ci cw ty me ho a! g 2023 319.4 LOD. 
retiree meme A ete aii eee gee 406.2 ante tes 
OCLs GOUCASUG#a THA “at es Oe a 118.9 191.4 239.8 
(EEG ice a ce are die a — 177.9 98.4 
BACT a ee 8. Mp ete Te sinh Mali hates 255.0) Boe 298.8 
SSE y 2 imate areas Ray Reaves 7 aoa ae a 108.3 119.6 1153 
tit Pa Ea regi AR oy AOS SONA Sai he SW 41.8 67.6 
Transcaucasus. . Aad 186.3 276.8 


When comparing the incidence of dysentery with that of typhoid fever in Russia, it is seen that the two 
diseases are about equally prevalent in European Russia west of the Volga. Dysentery is less prevalent than 
typhoid fever in the Ukraine. This proportion between the two diseases changes abruptly at the Volga, where 
dysentery becomes three times as prevalent as typhoid fever. The difference is still more marked in the Ural 
and the Viatka-Vietluga areas and in Transcaucasus, where dysentery is from four to six times as prevalent 
as typhoid fever. Dysentery predominates in Siberia as far east as Lake Baikal, east of which it again becomes 
rarer. 

Bacillary dysentery is not uncommon in Japan and in Korea but is less prevalent than typhoid fever. 
The number of dysentery cases reported in Japan increased up to 1923, since when there has been a gradual 
decline. 
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ENTERIC FEVER 


Africa. 


Enteric fever is only reported accurately in a few countries. No information is available on the prevailing 


types. 
CASES OF ENTERIC FEVER REPORTED IN VARIOUS’COUNTRIES OF AFRIGA, 1920-25. 


Country 1920 1921 1922 1923 1924 1925 
Algeria . 3c (eaeeee 820 1,288 apap 712 750 615 
Egypt, 4.0 eee sh hehe 1,380 1,689 1,765 1,794 1,978 
Mauribiusyc.9 eae 168 288 224 150 107 — 
Tripols and Cyrenaica — — — —- 217 228 
TUBA) Saree nek — — — 655 821 437 


Union of South Africa 5,292 4544 2,623! 41632 3,8592 43902 


1 January to June only. 

2 Years ending June 30th, 1928, 1924 and 1925. 

Enteric fever has been less prevalent in 1925 than in 1924 in Algeria (615 cases, against 750), Tunisia 
(437, against 821), Cyrenaica (79, against 103), but a greater number of cases were reported in Egypt (1,978 
cases in 1925 and 1,794 in 1924) and in Tripoli (149 in 1925 and 114 in 1924). The months showing the greatest 
incidence were September and October. 

Egypt. — While there was a much lower prevalence of enteric fever during 1920 than in 1919, this disease 
— according to official reports — has steadily increased in prevalence from 1921 to 1925. The reported case 
mortality during 1925 was 28.8 per cent as compared with 25.8 per cent in 1924, and 26.4 per cent in 1923. 

The high prevalence of this disease in Egypt may be inferred from the number of deaths reported in 
Egyptian cities: 

Death-rate per 


City 1919 1920 1921 1922 1923 1924 1925 100,000 population 
in 1923 
Alexandwiax vats. 165 78 75 69 64 77 82 1G 
Cairo . Geant aad. 330 226 168 247 283 266 363 44.5 
Cities of the Suez 
Canal zone’ 2 222% 31 34 31 45 on 19 15 oe, 


The data received from the French African Colonies — incomplete as they are — indicate the en” 4 


of this disease in these territories. 


The Union of South Africa reported during the fiscal year ending June 30th, 1925, 531 cases less than in | 


the previous year. Out of 4,390 reported cases, 2,291 occurred among whites and 2,099 among natives. 2,058 
cases were reported in the Cape province, 83 in Transkei, 672 in Natal, 279 in the Orange Free State, and 1,298 
in the Transvaal. An important outbreak (193 cases) occurred in the town of Uitenhage, which had during — 


the previous years shown a constant and serious prevalence of the disease — a condition which, in South y 


Africa, almost invariably indicates bad sanitation and excessive fly prevalence. 


America. 


Cases OF ENTERIG FEVER REPORTED IN VARIOUS COUNTRIES OF AMERICA, 1920-25. 


Country 19207 ae ASS 1922 1923 1924 1925 
Ganada.scese ois ith — — — a 2,229 1,985 
of which Ontario . 713 725 576 1,665 849 856 
Cubaeemeer nati tute is 2,190 © 9.592 2140 3,001 3,122 2,023 
Grenadaavniy 625, — 88 144 115 107 71 
British Guiana... 795 489 461 384 320 ae 
Hawalberat. >in. 478 230 183 176 119 “91 
Panama Canal Zone . — 36 31 24 19 24 
Porto ‘Rigor... B25 429 301 870 810 794 
Trinidadiare ties eee — 820 732 648 1,012 — 
United States*.° 3. 2. 33,8253) 6 46,780 © 333, 0164 © © 32374% 0933/4458 as aioe 
Urn gaye Salone ae 666 816 636 610 455 714 


3 Data for 35 States. 4 Data for 45 States. °* Data for 47 States. 


pobre eee 
a 
In Canada, 1,985 cases with 412 deaths (20.8 per cent fatality) were notified during 1925 as against 2,229 
cases with 445 deaths (20 per cent fatality) during the previous year. The provinces of New Brunswick, 
Nova Scotia and Quebec recorded a lower, and Manitoba, Saskatchewan, Alberta and British Columbia a higher, 
incidence in 1925 than in 1924, 


United States. — Forty-seven States (District of Columbia not included) notified during 1925 48,318 cases 
of enteric fever, of which 22,368 (46 per cent) occurred in August, September and October. 

More reliable information on typhoid fever in the United States is obtainable from a special survey on 
typhoid fever mortality in 77 cities with more than 100,000 population, the results of which have been published 
in the Journal of the American Medical Association (1926). 


30 cities had mortality rates from 0.0 to 1.9 
20325 » » » » fi Oe 60° HAD 
1 » » ») » » DO tore AES 
CO) » » » earn veto! OOO 


The geographical distribution was as follows: 


New England States. — Twelve cities have reported 56 deaths (death rate per 100,000 inhabitants, 2.42), 


_ the highest death rate being that of Boston. 


Middle Atlantic States. — Sixteen cities reported 333 deaths (mortality rate, 2.95), showingin the mortality 
rates fluctuations between 7.0 and 0.9. The higher mortality rate in New York (3.3 in 1925 as against 3.1 
in 1924) was due in part. to the oyster-born infection which started at the end of 1924 and continued in the 
first quarter of 1925. 


South Atlantic ites — Six cities notified 110 deaths (mortality rate, 8.12). 

East North Central States. — Fourteen cities reported 163 deaths (death rate, 2.22). 
East South Central States. — Four cities notified 92 deaths (mortality rate, 16.1). 
West North Central States. — Hight cities recorded 64 deaths (mortality rate, 3.09). 


Seven cities in the West South Central States reported 103 deaths with a death rate of 14.4. 

In the cities of the Mountain and Pacific States, 72 deaths occurred (death rate, 2.2). 

The chronological course of the mortality rates from 1910 to 1925 of 59 cities in the United States with 
a population of 100,000 and over shows a rapid decline from 19.61 in 1910 to 3.54 in 1920, while the death rate 
of the successive years shows a fluctuation between 3.71 in 1921 and 3.09 in 1924, and 3.43 in 1925. 

Mexico reported 6,739 deaths from enteric fever in 1925. In Porto Rico, 794 cases were reported in 1925 
as compared with 810 the previous year. A considerable decline in the typhoid fever prevalence occurred 
in Cuba (2,023 cases in 1925 against 3,122 in 1924). The disease showed a higher incidence in 1925 in the 
Dominican Republic (245 cases against 199 in 1924). The number of cases and deaths in the Panama Canal 
Zone and in the cities of Panama and Colon was 24 and 3 respectively, against 19 cases and 25 deaths during 
1924. 


South America. — Information for the whole country was received only from Uruguay and Chile. Uruguay 
reported 714 cases with 263 deaths against 455 cases and 196 deaths in 1924. In Chile, 1,396 cases with 147 
deaths (10.5 per cent case mortality) were reported in 1925. 

The following table shows the mortality from typhoid fever for several South American cities during 
1920-25, for which current reports have been received. 

Death rate per 


City 1920 1921 1922 1923 1924 1925 100,000 population 
in 1925 
aCe acl). «2, ue. Ol 203 100 136 PAM 459 5o 1 
STC ka eae —_ — — — 128 29 ou 
Rio de Janeiro .. 128 132 152, 131 115 97 6.8 
ABU ELON 20%.» x«..1< — 32 30 44 39 Bf 55.8 
Buenos Aires... . 170 158 156 142, 96 Ls 7.05 
BHCallaov. 2 eo — 17 24 19 8 15 9.3 
S10) San so ae — 87 74 71 48 59 4 ee 
Montevideo... . 106 443 131 171 132 204 47.6 
Habatias 25.8. — £43 138 94 204 82 20.5 


Aree 


Asia. 


Cases oF Entertc FEVER REPORTED IN VARIOUS CouUNTRIES OF Asta, 1920-25. 


Country 1920 
Wevioni(desths) 4.4 jas sec te eet by toe 871 
EX ULUSs 6 ys us \'s aged ete ane Pe eae he Bua 
Poe ea os. Me One eae ere eae — 
Japan ea a reer adit, 61,659 
Bored hee ies) A See el at cued ion toe 2,360 
ReAleSTING |... Pale. Kae Ret Ae Chere Beet rae — 


U.S. S. R. (Asiatic territories): 
Kirghiz Remnblic anges ae ota 5 i = 
Siberia |. (cogent ae — 
Jurkest an tau.) 5conts ae ene. a acon ns oe 
TransCaucesia : (2h oe meen. see 2 —— 
Straits Settlements (deaths) ...... 103 


Aden Protectorate (cases) ..... . — 


1921 


668 
360 
87 
56,424 
2,835 
459 


8563 
20,213 
4529 


147 


1922 


542 
346 
104 

59,537 

L274 
271 


10,274 
17,585 
2,660 
4,835 
53 


1923 


597 
314 
158 
57,953 
3.153 
279 


1,801 
14,074 
1,059 
1,694 
48 

2 


1924 


8 


16 


200 


i! 


34 


63,732 


3,574 
329 


1,9 
13,4 
7 


3,498 


10 
32 
31 


4] 
1 


12 


Of the Asiatic countries supplying current reports on the prevalence of enteric fever, less cases have been 
reported in 1925 than in 1924 in Asiatic Russia and Japan, but more cases have been notified in Palestine, 


Iraq, Korea and Java. 


U.S.S.R. (Asiatic territories) notified 16,683 cases of typhoid fever in 1925 against 19,571 in the 
previous year. This decline took place chiefly in Siberia and the Far Eastern Republic; the Kirghiz Republic 
showed only a slight improvement, while there was an increase in the Republic of Turkestan. 


Cases PER 100,000 PopuLation. 


Siberia and Far Eastern Republic .. . 
Republie- olaiwonrgges an ede hid a! ce. 
Republic of Burkestarve sc: Cee oo 


In Japan, distinction is made between typhoid fever and paratyphoid fever. 


1924 


120.4 
44.5 
10.4 


1925 
pe PRS 
40.4 
23.2 


Both diseases, according 


to official records during 1925, showed a considerable decline as compared with 1924. The case mortality 
of typhoid fever during 1925 was 19.8 per cent; of paratyphoid fever 8.8 per cent. 


TypHoID AND ParatypHoip FEVER Cases AND DEATHS REPORTED IN Japan, 1919-25. 


Typhoid Fever 


Year Cases 
1OT9 Nes Ses Ly hae ee ee ee 54,706 
920%. Bo gts oo! WO eee 53,925 
AOD amg Sk a oe AL Ne eee 50433 
4922 te See, pot Ee ea eee 52,419 
128s RR OA ok. ch c.g ne 52,636 
1904 Sheraton. nee, AS Se i ee 58,354 
jo ASN 1c) PS SEINE 45,765 


Deaths 


14,156 
10,327 
10,634 
11,218 
11,374 
16,643 

9,080 


Paratyphoid Fever 


Cases 


7,435 
7,734 
6,294 
7,118 
5,347 
5,378 
5,064 


Deaths 


830 
850 
802 
835 
690 
634 
453 


In Formosa, 679 cases were reported during 1925, showing the highest prevalence between June and 
September. Incomplete reports from Indo-China show that this disease is prevalent in all the provinces. 


Australia. — The number of cases of enteric fever reported in Australia in 1925 was considerably lower 
than that for each of the two previous years, 1,350 cases having been reported as against 1,962 in 1924 and 


2,271 in 1923. The disease is most prevalent in summer — that is, during the first quarter of the year. 
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Cases OF ENTERIC FEVER REPORTED IN AUSTRALIA AND New ZEALAND, 1919-25. 


States ; 1919 1920 1921 1922 1923 1924 1925 
NewSouth Wales ....... 857 1,016 949 706 873 768 Bd 
OTSEGO Se a dada a 263 433 532 294 410 288 164 
Mereemsignd ooo. ec eS 724 Tod ~ 468 400 516 504 280 
mouomAustralia 2... 125 176 251 143 124 93 96 
Beeneeustraliad 4. es. 236 367 391 244 261 231 229 
TSR oe a 163 244 308 Pel 90 81 50 

rcleAUStraas ee. 2,368 2,937 2,899 1,924 2,274 1,962 P50 

mew Zealand). 5.0... 477 389 451 539 276 304 275 

Europe. 


A noteworthy increase in the prevalence of enteric fever during 1925 has taken place in several European 
countries — for instance : Austria (increase of 499 cases), Czechoslovakia (191), France (294), Greece (333), 
Northern Ireland (183), Norwegian cities (246) and Switzerland (109). In most countries, however, there has 
been a considerable decline as compared with 1924 — namely: in Bulgaria (3,683 less cases), England and 
Wales (1,344 less), Finland (132), Germany (1,745), Hungary (981), Italy (3,219), Latvia (551), Lithuania 
(143), Poland (2,263), Roumania (427), Ukraine (3,202), Kingdom of the Serbs, Croats and Slovenes (2,194) 
and Spain (543 less deaths). 


EnTERIC FEVER CASES REPORTED IN Europe, 1920-25. 


1920 Ges 1922 1923 1924 1925 
RT at ee i a ie Se 2,764 4,288 2,303 2,043 2,093 2,592 
i Noe or 1,475 1,429 1,090 1,404 907 1,113 
TE SI ae a” 3,080 4 O45 2,867 2,799 727 3,444 
REGION ARTA: fDi swe 7,099 Uses 6,612 5,508 6,645 6,836 
(OO, Se RRS I ais 2 ae a rr 244 479 74 130 144 119 
eee re ee 430 422 477 560 482 343 
Bmrece and. Wales “2°47 fo.s ike. 3,109 3,835 2,414 3,244 4.123 DALY 
CCAir oy, ketene. ASO 1475 828 698 1,106 1,054 
MEMGne en. OE Fee. oe 1,499 1,356 1,298 1,653 1,687 1.550 
0 SS he aS es ear RO7a 8,116 4,787 6,297 6,493 6,787 
Eo a an Sc A aa a — 18,808 10,993 13,162 14,221 12,476 
SS a a | — | 6,880 See) 4,880 6,994 6,013 
Meera ireland oposite kk 8 — —- — 168 (27 310 
Peperree State (deaths). ....... = ae 96 142 123 102 
yl he Sue as el ole, a 32,487 BosO2T 25,040 27,626 27,108 23,989 
ea 1,645 4:431 1,014 1,043 1,570 1,007 
Ese ate A 2,424 1,277 1,140 799 758 615 
Oe — 157 96 44 ie, 48 
MN i eo fess — — 438 273 307 278 
IEEE ISMN a bmi (Fm bd Mie? 2,223 2,004 1,134 1,391 1,187 1,159 
Bem ye Cities) SF a a 394 607 223 170 161 407 
Ea es ae ta Ve as 21,466 30,067 22,056 14,037 16,288 14,025 
MR EM ee Prva s  WoWa do 6,512 6,777 5,954 D273 7,864 7,437 
MEMEEETTILODY xs ae Be — 238 2410 152 194 199 
MEM Cae hele fe ae tteri't w s 743 595 439 794 486 *236 
Kingdom of the Serbs, Croats and Slovenes 3,854 4,647 3,906 3,549 6,403 4,209 
MELO COLIG) oy. AL. oe ge ele oe 6,998 7,044 5,528 5,202 4,663 4,218 
ine SES Sa ae ne an a 1,266 1,423 896 808 1,401 1,467 
MMM Tern EN ak te 336 451 342 456 304 415 
U.S.S.R. (European territories, without 
OLOGY Es a 2 Sn ee eee 805,715 253,977 220,054 77,100), LUB08Gs T0562 
i BM ed ty st SICAL NG sak. — 122,085 97,654 34,514 37,330 34,128 


* Data for 16 principal towns. 


The distinction between typhoid and paratyphoid fever is only made in a few European countries. 


Countries Typhoid cases Paratyphotd cases 
Belgium oi ee Sota ten 5 ike es, cas eee 891 122 
Gzechoslovakia  t.i¢ie1 * isco aia 6,749 87 
Denmark=-fivs- 0k, We Seis tuna 3 247 96 
Hsthonia ere ecce es ik ahead ae ee 804 250 
Finland are eve 6 sek ae eee 891 664 
Tatwis ar) Sat: tee OG a eee 997 10 
Switzerlandcs., yes > .e wall eee 328 87 


In Germany, 14 States which made the distinction reported 1,245 paratyphoid and 2,462 typhoid fever cases. 

Germany. — The proportion of reported cases of typhoid fever per 100,000 inhabitants during 1925 was 
20.0 against 23.3 in 1924. In Prussia, the mortality rate was 25.5 against 28.7 in 1924, while in Bavaria the 
rates were 12.9 and 15.2 respectively. The improvement during 1925, as indicated, took place in all 
the States except four: Bavaria, Wiirtemberg, Lippe and Waldeck. 

Czechoslovakia. — The proportion of reported cases per 100,000 inhabitants increased from 39.6 in 1923 
and 48.8 in 1924 to 54.7 in 1925, this being due to epidemics in Slovakia and Sub-Carpathian Ruthenia. 


Morsipity Rate PER 100,000 INHABITANTS. 


1923 1924 1925 

Bolemian att: 8/22 . Se eee 30.5 29.9 29.7 
Moravia.ang oilésia’ 7) see Ady eas Bhnk 
SLOVAKIA ee tack! | Son, eee 54.9 78.5 67.4 
Sub-Carpathian Ruthenia .. . 45.7 68.3 97.6 
Czechoslovakia oat ee 39.6 48.8 Baa 


Poland. — The worst affected area of Poland was the West Central, where the case rate per 100,000 inhahi- 
tants was 65.31; the highest mortality has, however, been observed in the East Central area (8.75 per 100,000). 


Morbidity rate Mortality rate 
Geographical areas per 100,000 inhabitants. 
LUSSGEr Deere nih seh 56S \ ah Sodas 47.02 2.30 
TOASUML BOLT algecn «is bel) sit gy a Ne 44.33 8.75 
VW eSteCBO Calman Sn OT ae 65.34 Tepe 
WhESCErHian) btrmtie tcl aks SAE 208265 4.07 


U.S.S.R. — The number of cases of typhoid fever in the whole of European territories in 1925 remained 
the same as in 1924 (127 per 100,000 inhabitants), but the Northern and Western districts, the Lower Volga 
and Viatka-Vietluga districts reported considerably more cases. In the remainder of the country there was 
a decrease of typhoid fever, which was most marked in the Central Industrial and in the Black Soil Country. 
A decrease in the number of reported cases took place in the Ukraine: 34,128 cases in 1925 against 37,330 in 
1924 (from 134.0 to 146.6 per 100,000 inhabitants respectively). White Russia showed an increase. 


Morsibity RATES IN THE EuROPEAN TERRITORIES OF U.S.S.R. per 100,000. 


Geographical Divisions 1923 1924 1925 
North-Eastern. 4. eek ee 50.8 68.7 136.0 
North-Western’ 4.3, 4. Savas BiG 99.7 151.5 
Western ) cst) cence Leen LOA1eg 92.8 149.0 
Central; Industrialisic Sone eae 94.8 188.2 163.6 
Central. Black ‘Soil .”.0..3 20% 148.1 19321 1AdK 
Middip Volga. ¢73 “sce 102.4 oily 73.8 
Lowen Voltage. 3 eee 72.0 108.0 iis 
Viatka-Vietluga. 23. 4°. 404 659 70.6 104.8 
LOPE BRGY Ay Oc pe Ae 2 ke 119.9 108.1 132.4 
Soush-Hashern,, 20 aye A. Seek: 100.4 77.8 83.0 
Whites Russian sigs 2 hee 47.1 31570 359 .0 


NOLTOING © fig) Ma 2 Seon ee 141979 146.6 134.0 
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The months of greatest prevalence were August (13,452 cases), September (19,273 cases) and October 
(11,830 cases). 

In the Kingdom of the Serbs, Croats and Slovenes the typhoid fever situation improved everywhere, except 
in the Serajevo and Cetinje districts. 


Italy. — 23,720 cases were reported in 1925 as against 27,108 in 1924. All provinces, except Liguria, 
Venetia, Abruzze and Molise and Basilicata, showed a considerably lower incidence than in the previous year. 

The case mortality of enteric fever varies considerably in the different parts of the world. It is probable 
that some of the high rates shown for certain countries in the table below may be due to incomplete case registra- 
tion, but the disease is undoubtedly of a more severe type in some non-European countries than in Europe. 
The case mortality is exceptionally low in countries where the milder types of paratyphoid infections are 
prevalent : 


Case Mortatity Rates From Typuoip Fever In Various Countriss, 1919-25. 


Country 1919 1920 1921 1922 1923 1924 19 


25 
SE aS ea ees 13.6 qe 9.4 10.4 (es 6.4 6.39 
ty MS Sah MR een a 12.9 10.4 11.6 105 Ae 1A A 13.50 
Czechoslovakia Lge ik Acre aed sate 13.0 12.8 10.4 9.8 7.6 fps 7.9 
RO tar sg gc madi 10.2 4.9 10.6 44:9 10.0 6.9 1355 
England and Wales ...... CAT Lene os 16.0 sho ees) 14.0 — _ 
Ce Sey. — — — -~ oo L752 4.6 
2 AS eee a -— 8.9 424 13.7 ABEO Toe 3 
OO le — 2x15 4.07 2.9 uD 4.6 4.4 
CCT IA CG a 1203 13.9 14.4 fiend 12.6 tan 41.8 
Brouway, (Cities) 0. ee 3.6 5.6 S25 ine” a6 4.4 3.0 
MMR ER Nt t>y Tiieung tng eee”® |e 9.2 9.2 7.9 7.4 ew 8.1 fete: 
MPA 1h G ees SPR ces 42.7 TAG A233 4055 10.6 11.6 10.7 
MedMeLerritory.  . 46. egos) — a 10.4 12.4 fou) 7.2 6.5 
Kingdom of the Serbs, Croats and 
POVeTC es . eS ta ri gy ae = 145 1373 12.9 13.9 {ie eres 
Scotland . aoe | Sea A Li 105 tg £e8 9.6 —— Ota 
May ease! ges ye eg", pei bet 23° 4 Zoek 259 26.4 25.8 28.8 
GEL SSRIS RES ea tk — — 8.1 Daved 9.0 10.6 ah 
re oe 18.2 18.4 20.3 20.3 20.8 20.8 18.8 
a Shh. SO -y e. -= 18.9 18.3 19.2 18.4 16.3 Ta 
10.3 ams, 12.4 LORD £054 8.0 
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1 Data for 16 towns. 


A considerable improvement in the case mortality seems to have taken place in several countries. For 
example, in Czechoslovakia about 13 per cent of the cases reported were fatal in 1919 and 1920, but the per- 
centage is now below 8. Similarly, there has been a decrease in the case mortality rate in Austria from 13.6 
in 1919 to slightly over 6 per cent during the last two years. Corresponding decreases are observed in various 
other countries. It is uncertain how far this decrease may be ascribed to the prevalence of milder types than 
formerly or to improved registration. 

A considerable fluctuation of the case mortality from year to year is shown in several countries where the _ 
registration is good. This is probably caused by variations of the relative prevalence of paratyphoid 
infections. 

The case mortality of enteric fever in Japan is from 18 to 20 and in Korea from 16 to 19. Although these 
figures are very much higher than those reported in Europe they are probably fairly correct. In New Zealand, 
on the other hand, the case mortality rate compares favourably with those recorded in Europe. 


MALARIA *, 


In 1925, the prevalence of malaria has declined in most European and Mediterranean countries. 
The post-war epidemic wave seems to be on the wane. 


* Data on the Balkan States and Spain have been compiled from the reports of the Malaria Commission (C,H, 273; 


Ny C.H./Malaria/ 58) by Messrs. Ciuca, Markoff, Moutoussis, Pittaluga and Swellengrebel. 
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In Russia and in the Balkans the situation is still serious in spite of a slight diminution in the number of 
cases notified. | 

The following table shows the European countries in which malaria is endemic and for which data are 
available: 


Country 1919 1920 1921 1922 1923 1924 1925 
BELO PLS cde Re acer oar Cases —- — — — 77,862 62,074 97,547 
Czechoslovakia... ... . Cases 1,592 229 130 76 266 134 198 

Deaths — 3 0 2 1 1 0 
CAN c praca... ate hes Cases 247,084 227,747 _ 267,589 234,656 188,937 250,696 — 
GEN Ns) 2 rer eee Cases 1,513 2,073 52,965 17,611 4,770 1,881 1,775 
Deaths 13 25 44 13 4 1 4 
Kingdom of the Serbs, Cases — re 28,750 14,600 21,414 48,962 — 
Croats and Slovenes Deaths — — — 161 153 150 ns 
PS GI. oo: 4 },.tt ene ae ae Deaths 1,937 2,044 1,912 1,518 1,290 4.195 925 ~ 
U.S.S.R. (European terri- 
tories, without Ukraine) Cases — 546,896 779,229 1,647,205 3,864,742 3,740,151 3,180,618 
Ukraine. jy apes mee Cases — we — 43,334 459,842 912,803 675,889 


Malaria has, on the whole, been less prevalent in Russia during 1925 than it was during the two preceding 
years, the number of cases notified being 5,124,719 as against 5,983,477 during the previous year and 5,556,856 
in 1923. 

It must be borne in mind that the notification is far from complete. 
of the Commissariat for Public Health, only one-half of the cases are notified to the authorities. 


In the opinion of Dr. Dobreitzer, 
The figures 


given are, however, of sufficient accuracy to indicate whether an increase or decrease in the endemicity is: 


taking place. 

The diminution of the incidence has been greatest in the Ural division, where an epidemic occurred during 
1924, and in the Central Industrial area and in the North, where the decrease has continued steadily since 
1923. Lower returns were also shown for the Ukraine and the Middle Volga area. The most remarkable 
reduction of the malaria incidence has been effected among the personnel of railways and waterways, the 
number of cases reported among these during 1925 being not much more than one-third of that reported during 
1923. 

More cases were reported, on the other hand, during 1925 than during the two previous years in the 
Turkestan and Kirghiz Republics, in the Caucasus, Crimea and White Russia. It is uncertain whether this 
increase is in part or wholly due to an improvement of the notification. 


MALARIA CASES REPORTED IN U.S.S.R. py Grocrapuicat Divisions, 1923-25. 


Geographical Divisions 1923 1924 1925 1925 1924 1925 
Cases reported Rate per 10,000 population 
North-Eastern... .). .. 38,932 11,468 6,535 172.84 48.81 27.84 
North-Western ..... 4,501 5,725 4,691 8.46 10.44 8.28 
VWVestertit (aoe ee) ne 21,381 18,787 20,654 29 .04 25.32 27.84 
White «Russias to hee 2,833 8,218 14,607 18.39 55.38 98.43 
Central Industrial. . . . . 334,815 Loe G 123,277 186.19 102.90 64.81 
Central Black Soil 273,680 349,905 321,189 261.70 325.05 299.32 
AING 306 spe ee eee 459,842 912,803 675,889 174.98 358 .50 265.45 
Crimea 9 2730 Ware are 2 6,295 13,575 17439 103.87 223.39 319.87 
Middle Volga. “Qaewet ae | 1,183,874 8,091,016 701,565 1,230.50 912.54 751.84 
Lower, Volga l, . jeden ae os 754,025 660,574 684,570 1.470394 1,302.84 1,350.14 
Viatka-Vietluga. -.... 66,292 57,508 27,014 199.80 169.24 79.50 
Uralis.. the eee 375,804 714,232 348,203 468 . 02 906 .08 441 .86 
North Caucasus 22. 782,216 814,330 869,991 1,044 .38 1,084.14 1 ieee 
‘LPANsCAUCasus.! - wolateruey 4 173,284 398,996 Bod 49 270.03 NOveLS 615.49 
Kirghig, ooh... 5° eee a 171,032 202,167 224,008 382.15 471.46 522.39 
DUTKesban py s,s eee ae 80,563 68,744 133,637 113.83 cet Re 190.96 
Siberia and Far East . . 218,120 425,693 390,262 196709 381 59 313°9F 
Railways and Waterways 609,323 313,529 210,279 
Total for U.S.S.R. . . 5,056,856 5,983,477 5,124,719 416.23 446 .90 382.76 
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The seasonal curve of the malaria incidence showed, during 1925, two distinct maxima, namely, in June 
and in August, while during the two previous years the curve for the whole U.S.S.R. has only one maximum, 
which occurred in May or the beginning of June. In order to understand this change, it must be recalled that 
the maximum of the benign tertian malaria usually occurs in May and of the malignant tropical forms in the 
autumn. The latter have been most prevalent in Central Asia, Caucasus and the Volga area, while the former 
prevail in Central, Western and Northern Russia and the Ukraine. The decline of the malaria incidence in 
this part of the country and its increase in the South-Eastern area of the Union have brought the autumnal 
type more in evidence. The maximum occurred in May in the Ukraine also during 1925. 


PERCENTAGE Distripution BY Montus oF MALARIA CASES REPORTED IN U.S.S.R. purine 1925. 


Months 1923 1924 1925 

RAIMA G pees oe SRE. aes ee ee Nie Ke Diets) 2.6 3.6 
OD TUE Vegtes Meee aay awe cad... Ye 2.8 3.3 44 
NM SrCh eee tenan ee sy: 514 Sag! 7 | 
WT? Sy Silage Ice a 9.4 13.4 10.2 
WE ORS ay eRe a Spree anne et Tas 20.4 12.6 
Sie edey eee we ts Nee te hao & 15) 15.6 a ee 
LOL Verae fe eae em tea eG Mie) A fo $275 oo 
AWODAITG OE bes © & eS ee ean 1375 9.8 et 
SEnCeMberemun mr r 40, bee yo. bi 9.8 8.0 oho) 
Cle lO DGrdn oN maby tek fares SAS We een bso 4.4 7.9 
PNOVOMIDOL PENS hopes 3 Cah) hon eh yr ah ye 34 22 D6 
Hecemu Grama ets 2 Teh. «Do £9 Pgs 3.9 

100.0 100.0 100.0 


Malaria has been in constant regression in Poland during the last four years: 1,775 cases were reported 
during 1925 as against 1,881 during 1924, 4,770, 17,611 and 52,965 respectively during 1923, 1922 and 1921. 


In Greece, where war conditions and the influx of a million refugees from Asia Minor had considerably — 
increased the prevalence of malaria in 1923, there has been a slight decrease in 1924: 


Percentage infected 


Greece 1923 1924) Decline 
NAGI VERDODUlAtlONy tin) ye iss), sack 27.62 24.43 orAg 
elugseGhea eal) vie 3) hfe re Wiles) eee: 39°63 4.79 
LObalepUpiadOnA pee. vos ell oO Ue 32.03 Se) 


The figures collected by Professor J. P. Cardamatis show that the morbidity is still very high and greatly 
in excess of pre-war rates, in two departments only is the incidence lower than 20 per cent, in only one under 
10 per cent. 

The higher morbidity rates are to be found in Messinia (56 per cent), Rodopi (51 per cent), Serrais (48 per 
cent), Chalcidice (48 per cent), Cavalla (45 per cent), Salonika (42 per cent), Zanthe (42.9 per cent). It is 
worthy of notice that in this department of Zanthe the morbidity rate had for the last 25 years remained between 
7.60 per cent and 8.40 per cent. 

Everywhere the prevalence of malaria has been markedly greater among the refugees than among the 
native population. 

From medical evidence it appears that in many instances the refugees did not bring the infection with 
them but contracted the disease in their new environment, and therefore the high prevalence of the disease 
would be due to their lack of acquired immunity. 

Plasmodium pracox is the most common (50-60 per cent) parasite: Pl. malariz is comparatively rare 
(5 per cent). 
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In the Kingdom of the Serbs, Croats and Slovenes, Dalmatia is the province where malaria is most prevalent 
(and was so before the war), often with the severe tropical form as shown by identifications of the parasite 
in 13,470 cases: 


Percent, 

Plasmodium falciparum (cestivo-autumnal or tropical malaria) . . 56 

Plasmodium, vivaxdtertian malaria) pee oo ee ee et 30 

Plasmodium malariz (quartan malaria)© 25) \. .°>. ., . + “ele = 4 
In Bosnia, a more benign type of the disease prevails: 

Plasmodiumefalemparur ip . .2%) ohh. eeaenea ee ns Cok ss tele oni cena 16 

Plasmodium hyve 240) e275 oe Se elas, Use eee eee 78 

Plasmodiimemalarie | 5.2 va. oe eee ee Sn, #5 a 
In Macedonia (Bitolj) the proportion is: 

Plasmodium, faleiparum™ <0) ci. einen ena ct ay ee ee : og 

Plasmodiim wivax: i. Nis cet ae neueeenes Che. ie eo ewan pier 8 54 

Plasmodiim (malarig: «7.4 veneers es. |. * sae eel ees 7 


The prevalence is extremely high, especially among the newly established inhabitants of the agricultural 
colonies. 

In Bulgaria, though statistics of the morbidity of malaria are notoriously incomplete, Professor Ciuca 
has estimated the number of malaria infected individuals to be between 300,000 and 400,000. 97,547 cases 
were notified in 1925 as against 62,074 in 1924 and 77,862 in 1923. 

The districts of Bourgas, Varna and Aitos are the most affected. In the 11 districts officially considered 
as infected, 14 per cent of the population were treated for malaria; in the same area, 37 per cent of the school- 
children had a characteristic spleen enlargement. 

The maximum incidence is in August. The majority of cases are of the tertian benign type; the tropical 
form does not exceed one-third of the infections. 

In Roumania, Professor Ciuca estimates the malarial population to 1,000,000; that is, one-seventeenth 
of the total population. 

From the statistics compiled from various sources (mortality, morbidity and hospital returns), there has 
generally been a decline in the malaria incidence since 1892. There has been a flare up in 1919-1924. 

The majority of cases are of the benign tertian type (87 per cent). The tropical form is comparatively 
rare (8 per cent), in spite of the fact that the maximum incidence in the Lower Danube is in August-September. 

In Spain, there has been a further decline of the malaria mortality in 1925, the number of deaths being 
925 (4.26 per 100,000) as compared with 1,195 in 1924, 1,290 in 1923, and 1,518 in 1922. 

The most malarious provinces are: Caceres, Badajoz, Huelva, Alicante, Salamanca, Cadiz, Ciudad Real, 
Murcia, Cordoba. 

It is interesting to note that most progress, in 1925, has been made in the most malarious districts (Alicante, 


76 deaths instead of 141 in 1924; Badajoz, 104-136; Caceres, 129-172; Huelva, 40-73 ; Murcia, 42-102, ~ . 


In the provinces of Caceres and Toledo, the rate of infection was shown by blood examinations (60,000) to be 
36 per cent; 20 per cent of the positive findings showed the Plasmodium falciparum. 

In the United: States of America, 98,195 cases were notified in 26 States as against 111,156 in the same, 
the main decline occurring in Mississipi; there has been an increase in South Carolina. The South-Eastern 
States remain by far the most heavily infected. 


Cases or MALARIA NOTIFIED IN CERTAIN STATES OF THE UnitEp States or America, 1919-25. 


States VES) 1920 1921 1922 1923 1924 1925 
Alahamy,- oc sieren maiaiet, 4 2,517 756 793 1,445 6,849 4,280 3,207 
Arkansas 2:1) \0sWiaee ees. 2 5,015 8,022 6,360 4,111 5,980 4,039 3,944 
Klorida “400 2 oiaees Bites hy oF 1,395 4,862 994 974 1,050 933 676 
Georpia ¢). Sg aa eee ete 3,345 5,108 2,370 1,888 1,475 763 2,452 
Louisiana toys sae ow ra 2,411 2,292 2,306 1597 939 859 828 
Missise) pli ,éa/) eae os 412 554 IB iba) 221,207) e105, 747 95,222 79,631 71,719 
Tennessee. eh0 20 us emer 1. — Stes a — — 1,082 1,380 
SLOXOS cca) i parle asthe aed — 39;603 49,241 35,727 21,268 16,068 14,502 
ViFgini a 1.2) velo po pe eee Meme 4,440 4,575 3,806 3,689 3,006 2,268 1,515 
South Garolina |). $year ia — a SS = —- ~- 11, tio 


Oklahpmiai'. «gia ea — — oa = — — 2,009. 


Malaria is endemic in practically all tropical and sub-tropical countries; but the cases or even deaths are 


usually not reported. The few figures which we possess are only indications and do not correspond to the actual — 
prevalence. 
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INFLUENZA 


Any serious attempt to enforce the notification of influenza is made only in the U.S.S.R., the Sceandi- 
navian countries and certain States of the United States. Information regarding the incidence of this disease 
must be gathered, therefore, largely from mortality statistics. These must, however, be used with caution, 
as no international agreement exists regarding the primary tabulation of multiple causes of death; consequently, 
the practice as to the tabulation of influenzal pneumonia as a cause of death varies greatly from country to 
country. 


The table below refers to influenza cases or deaths in such countries where information is available for 
recent years: 


INFLUENZA CASES OR DEATHS REPORTED IN Varrous Countrigs, 1920-25. 


Countries reporting: 


Cases 1920 1921 1922 1923 1924 1925 
Rete ak Pe i) 65,194 20,569 92,671 18,032 30,519 13,466 
Norwegian towns ..... Shee 15,980 Fic cos! 59,472 23,784 10,435 8,550 
IS ede Ea ws a 175,736 20,153 _ 237,635 79,648 73,098 58,929 

RMR ee Ge —- — pero 1145016. 61.854 397 2 6b 204 
United States (24 States) . . . 2... — 36,707 268,991 332,949 72,666 177,799 
BGO ek ee ney — 786 788 2,455 471 333 

Deaths 
105 English and Welsh towns .... . 5,665 4,170 10,614 4,147 8,790 5,772 
Bosuerreevotate. «oe wis yee, — — {:812 621 2,073 1,148 
Northern Ireland .... . iY ee 560 316 889 415 1,026 587 
eA kee 2,470 462 3,692 787 590 641 
46 German towns. ....... i — By ld 6,985 8,032 3,052 2,531 
Be SERTOWNS RR a e. ae 1,248 104 305 427 383 221 
RINE er oa Sf ah 17,844 5,837 7,992 8,367 7,035 6,293 
Oia. a. ae hea ees! Cae 2,414 159 375 874 730 1,589 
BemeMTUANA). 2 ae ees 163 229 105 Ml 28 22 
BRN eof ea, ; — 185 54 223 55 42 
ge are a nA Shy — 1,563 631 556 702 338 
Rew Zealand 9... 0: °:.. 2 Ee 480 105 23 223 32 22 


The most striking fact in the above table is the enormous number of cases reported in the Soviet Union. 
The reported case incidence (18.65 per 1,000 inhabitants) is, as a matter of fact, about equal to that of Denmark 
(17.3), where the conditions for notification are of the most favourable, which shows the serious effort made 
to render case reporting efficient. The lower number of cases reported in 1923 were simply due to that the 
notification of influenza has only recently become obligatory and was not as yet in force in the Ukraine. This 
high incidence does not appear to indicate any unusual prevalence of influenza, as the general death-rate in 
Moscow, Leningrad and Kharkof was quite favourable in 1925. The incidence is shown below for the various 
geographical districts: 


INFLUENZA CASES REPORTED IN THE U.S.S.R. 1n 1925. 


Rate Rate 
Geographical Districts Cases per 1,000 Geographical Districts Cases per 1,000 
population population 
North-Eastern ..... 78,863 33.6 Ldwerv oleae fo. \...)... 94,543 18.6 
North-Western Ae aN 110,089 194 Viatka-Vietluga . . . . . 74,572 21.9 
Western and White Russia — 177,030 Lok Uva emer ear OW 262,714 ovo 
Central Industrial .. . 552,326 29.0 North Caucasus and Don . 147,192 21.6 
Central Black Soil... 147,775 13.8 ‘Eranseaucasus >. 62.2)... 5.010 eats 
ie OSS Gg ae ae 376,162 13.6 SIDeridgeeenae tly a) 235,638 21.41 
CESS See ea 25,638 42.7 CentralAsta” Ak. 75,158 6.7 
Middle Voloa .-: 5°. . 179,940 1953 
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It is seen that the incidence was above the average in the Central Industrial, North-Eastern and Ural 
districts, where it was about thirty per 1,000 inhabitants. Influenza seems to be less prevalent in the Ukraine 
and in the adjoining black-soil districts of Russia, where it was about fourteen. The low rates shown for Trans- 
caucasus and especially for Central Asia may be affected by the difficulties of obtaining complete reports for 
these areas. In all, the remainder of Russia and in Siberia the incidence is about twenty per 1,000 inhabitants. 

In Great Britain, where influenza was fairly severe in 1924, a decrease was recorded in 1925. An epidemic 
of not very serious proportions reached its maximum towards the end of February. In Jreland only half as 
many deaths from influenza were reported as in 1924. 

Influenza was on the whole less prevalent in continental Europe than in 1924; serious epidemics have not 
occurred since the beginning of 1922. There was a decrease in Scandinavia, Germany, Switzerland and Spain, 
but a slight increase in the Netherlands. It is seen from the table for large cities shown below that this decrease 
extended to France, Austria, Hungary, Poland and most of Jtaly. An increased incidence was reported only 
from Prague, Milan and Lyons. The table below is given with all reservations regarding the lack of compar- 
ability due in first line to different procedures in the classification of influenzal pneumonias. It seems beyond 
doubt, nevertheless, that influenza caused a higher mortality, in 1925 and the preceding year or two, in Western 
Europe than it did in Central and Eastern Europe. 


DEATHS FROM INFLUENZA IN LARGE Towns THROUGHOUT THE WorLD, 1922-25. 


Rate per 

Towns Population 1922 1923 1924 1925 100,000 

Europe: in 1925 
Triest |. Geamerae aa asec 249,000 40 21 41 a 3.6 
Vienna’ eee se oe ee 1,870,000 282 80 81 67 3.6 
Amsterdaxngeee. a.ce t e 718,000 276 58 36 42 Rye! 
Paris». Gates Sie 2,906,000 517 169 316 179 6.2 
Budapest Gay estan ne 952,000 136 54 114 60 6553 
Cracow «meinen eis 187,000 20 ee 9 18 12 6.4 
Rotterdatimeeetsyee err 552,000 168 59 29 o7 Oey, 
Lodz.) ee 554,000 49 23 53 40 12 
Stockholmagaee. | 40 a 443,000 174 8 74 33 7.4 
Copenhagen ...,... 587,000 198 72 102 46 7.8 
The Hacvegiere wa neces: 398,000 115 50 Dy 35 8.8 
Barcelqnaa) aha nt eee 739,000 82 90 82 7 9.6 
Brusselg caspian oe 808,000 — —- 87 80 99 
Moscow, ce eit eg cee ee 1,855,000 144 209 207 208 141.2 
Genoa’. inte eee es 335,000 5p 78 46 39 11.6 
Prague'snigen eer eat 713,000 58 48 44 95 13.3 
Veniée ncn ee ek eee Ne 201,000 A5 4A 241 28 13.9 
Milani) 20h ene os aie 857,000 200 42 72 127 14.8 
Strasbure-“e a pee) See 167,000 80 1D 46 27 16.2 
Berlin, ¢ ogee tes eee 4,014,000 1,894 785 988 657 16.4 
Cologne 5. sus. eee 727,000 293 180 157 134 18.4 
Madrid: ©: te tavten 2 sea 783,000 241 217 150 149 19.0 
Belfast +3). nea ween 438,000 241 100 139 84 19.2 
Lille). > SU? Glee. 201,000 90 23 aN) oY 19.4 
Glascow +s fies ee 1,057,000 197 64 420 206 19%x5 
Liverpool's.) ase eens: 852,000 330 114 189 180 att 
Londo. 2323 Bee 4,577,000 2,600 764 1,680 1,055 23.4 
Dublin 2. } 7. eee ee 443,000 202 48 294 110 24.8 
Rome ES EO 0 kote) 4 735,000 432 190 230 186 25.3 
Breslau.’ ") [onan raenee 550,000 230 201 167 167 30.4 
Lyons: sigh eee 562,000 235 102 104 180 32.0 
Valencia.) aSeer eae 260,000 741 107 85 96 36.9 
Birmingham (eee 947,000 444 259 373 365 38.5 
cag HER MME tne 2 Res a9 211,000 126 114 93 94 44.5 

Africa: 


Algiers sce eer seat 204,000 107 62 49 43 24.4 
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DEATHS FROM INFLUENZA IN LARGE Towns THROUGHOUT THE WorLD 1922-25 (continued). 


Rate per 
Towns Population 1922 1923 1924 1925 100,000 
in 1925 
North America: 
mee dtites.. 82) s, 5 773,000 130 453 104 20 2.6 
Mesteoccity oe ret. 615,000 84 52 ~- 47 7.6 
MEGA Oey Tk. 2,702,000 318 475 196 270 10.0 
BreEOM I ce fx eA, 748,000 61 76 25 81 10.8 
Mowerork 9.) :<e2%, 5,928,000 854 1,052 516 679 $425 
BEE heCISCO. 9 - a", 507,000 170 93 34 93 18.3 
Mew Orleans- 2)... 387,000 fie 139 104 180 46.5 
South America: 
Brentevideo is. 65. 423,000 3 107 46 41 iY 
Buenos Aires ...... 1,843,000 176 268 280 261 14.2 
BOGE ACIO Sy. ss 790,000 122 242, 196 235 29.7 
TE i Se a 60,000 7 43 21 ao Sune) 
aE: ES ae 190,000 53 125 i) 182 Late 
BeUUCIOMy es A. sl. 56,000 45 ins ol 77 19755 
Asia: 
Reese cay. Li, 527,000 24 a 14 30 one 
Pome-Kong- 26 /. 625,000 422 83 52 42 Onn 
UO a rrr i i ae 1,149,000 528 250 118 91 aig 
51s ge 342,000 236 137 83 47 tow? 
eisai. ee te, 308,000 —— — 115 67 21.8 
PEEL U RR nF -4.cet es 908,000 927 688 377 Sho 63.4 


In the United States and in Canada, where influenza had been little in evidence in 1924, there was a certain 
recrudescence in 1925, but the incidence was, however, considerably lower than in 1923. There were 2,791 
deaths from influenza in Mewico in 1925 as against 1,053 in the previous year. 

Information for Africa regarding influenza is fragmentary. It is, nevertheless, sufficient to show that 
the disease exists everywhere but that serious epidemics did not occur in 1925. In Mauritius, where severe 
outbreaks are of frequent occurrence, the number of deaths from influenza reported in 1925 was the lowest 
on record since the great pandemic. An outbreak causing 310 deaths occurred in March in Nigeria; the disease 
is prevalent and frequently of severe type in the French colonies north of the Guinea Coast. In 1925, 1,756 
cases, of which 36 fatal, were treated in the hospitals of the Belgian Congo. 493 cases, of which 19 fatal, were 
treated in the hospitals of Anglo-Egyptian Sudan. 208 cases were reported in Nyasaland as against 753 in 
1924 and 3,388 in 1923. The disease has been little in evidence in Australia and in New Zealand. 

Influenza remains prevalent in Jndia, where the great pandemic of 1918 caused a higher mortality than 
in any part of the world, but is now of secondary importance. An epidemic causing 4,675 deaths occurred 
in the Philippine Islands, reaching its maximum in August. 340 deaths were attributed to influenza in the 
Federated Malay States in 1925 as against 61 the previous year. In the Straits Settlements there were 148 deaths 
_ from influenza as against 164 in 1924. The disease appears to have been. unimportant, as usual, in China; 
46 deaths were reported in the International Settlement of Shanghai as against 44 the previous year. 


ENCEPHALITIS LETHARGICA. 


The incidence of encephalitis lethargica decreased in 1925 in most countries following the severe outbreaks 
which visited several parts of Europe in 1924. Noteworthy increases were reported only in Denmark, the 
Netherlands, Belgium, Poland and Czechoslovakia but in none of these countries was the incidence very high. 
_ An outbreak of epidemic hiccough occurred in Denmark, 795 cases being reported. 
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Cases or ENCEPHALITIS LETHARGICA REPORTED IN VARIOUS COUNTRIES, 1920-25. 


Countries 1920 1921 1922 1923 1924 1925 


Benevand sand wWales plow is ia. © hoe ae 890 1,470 454 4,025 5,039 2,637 © 
SOOLINNG iG ps Abate an lexis weet: -—— — — 15), 707 235 
Norshern ireland.) 20s spre te ye oss — — — 23 278 23° 
RSWEULOD. otiee (sels mode > Somer ab aleooks 352 1,512 192 530 318 186 

LEO ALES ATs Mpeg, | REARS? Ok Des) ale oop — 1,095 46 83 43 31 
enimarie . < Aaa Cue eek cee weet ede. Sieh 223 138 42 87 107 147 

PS CLOUIIN cet. Gis ds Watters tens mare ace 2 Sas — 243 26 27 22 54 
Rv UZOLlANG | Mk. toch oan RR EMM PAatih 984 156 62 203 87 71 
Shans Lerriboryuee, olte een iy oN eeeertat oo) see oo 223 24 23 29 18 
LK RSS Serta Nec) op A) St Se ra — 278 477 277 619 HOSP 8 
Malta’ 2) .~ . eemmaen een Ga ral te Wwe — -—- 2 0 40 27 
CGzechoslovakiage | ssa eine Ak es ciys — — 150 366 OF 189. 
Poland: ss. Seed hidew ci te Sa tte ys ites Les — 85 124 329 89 157) 
USS: RY See eee e wees he, — — _ 960 2,076.) 2isaam 
United States(Si) States) yi 2 saa: — — — 2,387 1,296 1,544 
New, ‘Zealand; gpm cee or ear es en tere 42 23 36 36 30 24 = 


Encephalitis lethargica seems to be more prevalent in the United Kingdom than anywhere else. The 
incidence has remained at a nearly constant level since the last epidemic came to an end in July 1924, about — 
fifty cases being reported every week. The case mortality is lower than in the earlier outbreaks, when it was 
about 50 per cent; in 1924 it was 36 per cent. The disease was of frequent occurrence in all parts of © 
England, but prevailed especially in Lancashire and neighbouring counties. 

In Italy, encephalitis cases were most numerous 1n Lombardy, Venice, Emilia, Tuscany and Latium and 
Sicily. Cases were reported from all parts of the Soviet Union; their incidence was highest in North Caucasus — 
and the Ukraine. ! a 

The incidence of encephalitis lethargica remained fairly low in the United Stales ; the highest number of ~ 
cases was reported from the states of Massachusetts, New York, Illinois and California. A few cases were — 
reported here and there in South America, Australia and New Zealand, but there was nowhere evidence of any 4 
serious prevalence. 


ACUTE POLIOMYELITIS 


s 
~~ 


The occurrence of acute poliomyelitis in 1925 was characterised by a severe outbreak in New Zealand, — 
where the incidence reached one per 1,000 inhabitants, by outbreaks in certain parts of the United States and — 
a fairly normal prevalence in European countries. Countries where a considerable number of cases have been = 
reported in recent years are shown below: a: 


Cases oF AcuTE POLIOMYELITIS REPORTED IN Various Countries, 1920-25. 


Countries 1920 1921 1922 1923 1924 1925 


United ‘States (388 States); .28 4.0 + 2: 2,293 6,036 2,138 3,172 5,078 5,429 
New. Zealand cu. sueeein Ce es 76 267 98 Ag 73 4,d003 
Australia’! gene emcen ro aw repealed 71 140 114 437 232 267 
England and Wales. ......- i 293 488 355 587 777 3Tia 
Norwegian towns wae, ce ae eee 24 4 6 19 13 - ae 
Swaden 0) (42:5 1 aaa ten pecs re near 184 144 412 309 656 505 

Finland Ac ais. 3 ed htt ed ern at 19 15 31 47 45 28° 
DON Wiarke al.'s chee a ae ete ane os 60 70 59 76 152 1ics 
Siwitzeniand |: y', Maton ta Caen Recut Os 104 eis 65 257 108 _ 93 
Wrantees))) ih, Ce NO ie Natal pote,» 134 214 165 175 210aee 222 
That ae ie TM Re Fe PUR RRL ih — — -- 250 600 
(SEPA y ue yeh Ai el MAR he'd LAS — —_— a oo 498 386 
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The New Zealand outbreak began in November 1924, at Wellington, and spread in January and February 
to the whole country. The districts of Southland and West Coast were only slightly affected. The maximum 
occurred in February and March, that is, in late summer, as in the northern hemisphere. The case mortality 
was 13 per cent; it was about 10 per cent in the districts of Canterbury and Taranaki-Horowhuena, where the 
disease was most prevalent (1.3 and 1.8 per 1,000 inhabitants respectively). The case mortality of poliomyelitis 
is frequently higher in severe epidemics; it was thus 27 per cent in the New York epidemic of 1916 and 37 per 
cent in the epidemic of 1924 in Iceland, in both of which the incidence was about 2 per 1,000 inhabitants. 

Minor outbreaks were reported in Australia in 1924 and 1925. An outbreak in Queensland culminated 
in October 1924 and one in Victoria in May 1925. 

Poliomyelitis outbreaks occurred in 1925 in many localities of the United States, the most important of 
which were in California (805 cases), Minnesota (929 cases), Wisconsin (313) and New York State (793). The 
maximum occurred in July and August in California, in August in Minnesota, in September in Wisconsin and 
in August and September in New York State. The southern States were but little affected by the outbreak. 
In Canada 167 cases were reported, of which 92 were in the province of Ontario and 37 in Saskatchewan. 


INCIDENCE OF THE AcUTE POLIOMYELITIS IN THE UNITED-STATES IN 1925. 
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In Europe, poliomyelitis was as usual most prevalent in Sweden, where, however, fewer cases were reported 
than in 1924. In England there was a considerable diminution oi the disease in comparison with the previous 
year: the cases occurred sporadically throughout the whole country. 


CEREBRO-SPINAL MENINGITIS. 


The notification of epidemic cerebro-spinal meningitis cases is obligatory in nearly all countries. Although 
there is probably not a country or colony in the world where cases do not occur, it is nevertheless a relatively 
infrequent disease, rarely causing epidemic outbreaks except where certain conditions favourable to its 
propagation exist, as has been the case in recent years in certain parts of tropical Africa. It is uncertain what 
proportion of the cases reported as epidemic meningitis in the various countries is really true meningococcal 
meningitis. The Health Section has endeavoured to elucidate this problem, and it has been found by bacterio- 
logical investigation that in Prussia, during the two years 1923 and 1924, about 70 per cent of the cases reported 


* 


a qa 


as cerebro-spinal meningitis were due to the meningococcus; in Denmark, about 66 per cent of the reported cases 
were found to be meningococcal *. It is not unlikely that the proportion of erroneous diagnosis may be higher 
in many other countries, but it is also likely that in such countries more cases escape notification. In the table 
below are shown data for various countries where the records may be considered as fairly reliable or at least 
indicative of the prevalence of the disease. 


CEREBRO-SPINAL MENINGITIS CASES REPORTED IN VARIOUS CountTRiEs, 1920-25. 


~ Country 1920 1921 1922 1928 1924 1925 
Agistria:” 8/.) (lac: ae mv, tee 34 24 38 38 39 38 
Peavgriinrne (.74( Be 2.) SRR Ae Saeco! 45 6 38 35 50 56 34 62 
Gzechoslovakia \o 2s set venree aaa 6 ls 75 80 190 142 445 154 
Denmark 3° HEV Be ia crete HS 444 92 84 96 129 138 
Posland and Wales issue uve) 583 4441 344 301 397 402 
Mrance v.47 pein te ko ae 447 398 379 381 562 653 
Corman y*s\- sy mpl tee ge asa — 696 4,622 1,149 742 750 
Hungary.) .o eee Pay oo one Can tine ee — 35 49 29 23 41 
ftaly : i ae 2 ene Weegee eG ged - 410 86 66 368 409 472 
Netherlands iS seemed. egy eee eae 133 120 132 144 106 115 
Poland ..< eee eee eee 596 477 Dag 597 414 1396 
Scotland " .. seams wit cite dere be ay 86 424 116 114 118 157 
Sweden. |. (gate Ble tice emer te be oes Va 102 120 79 85 11m 424 
Switzerland. jamie. Geechee Mia tee oe ee 39 32 30 69 33 31 
United States (40 States) ....... 2,616 2,076 1,704 17793 4,358 1,602 | 
Algeria, . °.) SMR Mbwesiee smh eae ie 25 Bf 641 641 38 D4 
[ep A AED By to A Pe Seer 43 43 4A 44 18 32 
Nigeria (deathsyie. |. "saree nee — — —- 154 244 1,322) am 
Weanda |): Sain epee: — = 677 207 118 298 
Union. of SouthgAirica=e a ewes 128 113 58 ? B15." 826 3 gisy 
Horie: Kong » teen Coreen ee epee 158 125 bo 107 81 77 
Japan :.). “go kgeeie ee ene rans 951 772 935 708 1,348 447 
Australia . ‘2: Siete ee a ea 100 80 69 641 71. 91 = 
New. Zealand, / we el a sate aaa te 79 56 42 36 31 — 


1 Excluding the department of Lodz. 
2 Six months ending June 30th. 
3 Fiscal years ending June 30th. 


Although extensive epidemics of meningitis have not occurred in Europe in recent years, its incidence 
nevertheless fluctuates from time to time. This was recently the case in Central Europe, where it increased 
markedly in 1922 and 1923. The incidence has been substantially the same in 1925 as during the previous year, — 
and there have been no important outbreaks. Neither has there been any unusual prevalence in the United 
States or elsewhere in America. 


=a 


A remarkable decrease of cerebro-spinal meningitis has occurred in Japan since the severe epidemic of the | 
disease resembling encephalitis, which culminated in September 4924, came to an end. The number of ence- 
phalitis cases reported in 1925 is the lowest on record and was only about half of the average for 1920-23. The 
case mortality was normal, about 60 per cent. More than half the cases (243 out of a total of 447) occurred in 
the three provinces of Tokio, Osaka and Sisuoka, none of which were seriously affected by the epidemic of 1924. — 
Cases were exceedingly rare in the districts which suffered most from the epidemic: only 21 cases were reported 4 
+n the island of Shikok and 20 cases in the five south-western provinces (Chugoku) of the main island. No case — 
was reported in the province of Toyama, where the epidemic of the previous year originated. These provinces — 
were responsible for 70 per cent of the cases reported during the said epidemic. . 


Serious outbreaks have occurred in recent years in certain parts of West Africa; 1,322 deaths were thus — 
ascribed to epidemic meningitis in 1925 in Nigeria. Epidemic meningitis was imported in the French Territory — 


* See “Cerebro-spinal Meningitis in Prussia in 1923 and 1924 ” by Prof. E. Seligmann (Health Organisation, League of ‘ 
Nations), Geneva, 1926; also League of Nations Monthly Epidemiological Reports, 1925, pp. 541-543. 
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- of the Niger in 1921; an epidemic followed, causing 3,200 deaths (77 per 1,000 inhabitants) in the district of Niamey 
in the course of six weeks. The case mortality was about 85 per cent. In 1923, there were renewed outbreaks 
in the territory, causing about 1,800 deaths. In 1924, an epidemic broke out in the district of Zinder (210,000 
inhabitants), causing 5,216 deaths. About 1,400 deaths were reported in other districts of this colony and about 
1,000 deaths in neighbouring districts of Northern Nigeria. The disease has been little in evidence in 1925 
in these territories. 


SCARLET FEVER: 


The notification of scarlet fever and the other common epidemic diseases of childhood approaches probably 
nowhere any degree of accuracy owing to the relatively benign form in which they now generally prevail. Direct 
comparison between the reported incidence in the various countries is, therefore, not justified. The data suffice, 
however, to show the movement from year to year in each country and consequently in geographical groups of 
countries. Scarlet fever is most prevalent in the temperate climates and among the white race; it is rare and of 
no importance in the tropics and in most subtropical countries. 


ScARLET FEVER CASES REPORTED IN CERTAIN AFRICAN COUNTRIES, 1920-25. 


Country 1920 = 1921 1922 1923 1924 1925 
GTS SS a a 103 87 fit 163 219 240 
Vs La ea BaPunlec he bs 135 166 134 107 164 7 
MIM ee ~ SY -- — —- Beh 66 278 
Mmromear-oouth Africa: : .....% A732 920 640 1 2,042? 10242 2879 


1 Six months ending June 30th. 
2 Fiscal year ending June 30th. 


Scarlet fever is of little importance in Africa and no significant change of its incidence has taken place in 
1925, except in the Union of South Africa, where it has diminished markedly during the last two years. Only 
26 cases occurred among the natives, while there were 853 cases in the white population. The notification is 
probably less complete among the natives, but the disease is undoubtedly of less frequent occurrence among 
these than among the white population. 


SCARLET FEVER CASES REPORTED IN CERTAIN COUNTRIES OF AMERICA, 1920-25. 


Country — 1920 1921 1922 1923 1924 1925 
PO ue vo — — — 17,340 14,148 
Merch ODtATION. 2 oes, ot30 4,564 3,950 5,011 7,332 Dio it 
Maitedotates (45 States)... . 20... 1575474) 2184204 Se oe 23> 166,418. 175,482 472.590 
CL Se EE as ee Ce SAE, sete 105 36 75 108 789 304 


The incidence of scarlet fever in the United States remained the same in 1925 as during the previous year; 
it has not decreased in recent years. The disease is least prevalent in the southern States, where there is a high 
proportion of coloured population. 691 deaths were attributed to scarlet fever in 1925 in Mexico. Scarlet 
fever is very little in evidence in the West Indies and in South America. In 1925, 195 cases were reported in 
Cuba, 5 in Jamaica, 3 in the Panama Canal Zone and only 17 in Chile. It is infrequent also in Hawaii, where 
there were 22 cases in 1925. 


SCARLET FEVER CASES REPORTED IN CERTAIN COUNTRIES OF ASIA AND IN AUSTRALASIA, 1920-25. 


: Country 1920 1921 1922 1923 1924 1925 
Gen... Bane orth ears 1,368 1,589 1,657 1,562 1,843 2.571 
os SAS ee ne a ea — TAT 585 1,008 1,364 734 

RCo ek a 115 83 13 7 50 
Mustralia +... Ce Des MT apa Re Be 5,180 6,104 5.779 6,634 7,345 5 310 
0 REG SS Se er 1,248 1,845 1,449 1,204 1,176 1,028 
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There has been a marked increase of scarlet fever in Japan in recent years, although it is still relatively 
infrequent there in comparison with Europe or North America. The case mortality, which is very high, is appa- 
rently also increasing; it was 5.6 per cent in 1923, 6.6 per cent in 1924 and 10.8 per cent in 1925. The great. 
majority of the cases occurred in the large towns and neighbouring districts, especially Tokio, Kyoto and N agasaki, 
while the disease was nearly or entirely absent from provinces containing no large industrial or commercial 
centres. In Korea, there were 734 cases in 1925, as compared with 1,361 the previous year; 671 of these cases 
occurred among Japanese and only 84 among Koreans, thus indicating the infrequency of the disease among — 
the latter, as, even if the reporting were more complete among the Japanese, the number of cases of other diseases 
is always higher for the Korean than for the Japanese population. In the South Manchurian Railway Zone, 
557 cases were reported among the Japanese and 15 cases among the Chinese population. 

The incidence of scarlet fever was unusually low in 1925 in Australia and in New Zealand, ‘The case mortality — 
is low; it was 0.6 per cent in New Zealand in 1925. 


ScARLET FEVER CASES REPORTED IN CERTAIN EuRopEAN Countries, 1920-25. 


Country 1920 1921 1922 1928 1924 1925 
BA TIGETIO. Gc cu Cee ee es 4,635 4,210 2,658 3,104 3:826sss wees 
BelorumM: (i h yee eee. fet res! (Nese 1,588 1,496 2,008 1,252 762 
Bulgaria» ':, \/pmeeemece reir ins 6 lela - 4,398 6,062 7196 15 boo 7,466 3,447 
Rechoslova Kiavieeme reste te is ot aes 4,188 9,425 10,784 10,522 9,709 42,543 | 
Danzig: : ©) RR eee tae rs 234 2414 133 262 520 426 
enmark: | ¢, Seow, eae vow ta! she 12,285 11,093 5,109 3,854 3,084 2,752 
Hingiand -and Weise ret torre. s sie Mee 2 119,490 137,073 108,242. 85,603 84,654 OT 30m 
Eisthonia! 52 eee Eh ola ps 2,049 4,433 583 675 451 775 
Finland > 2), eee ee ee ae hy oe 1,970 Liao 990 1,148 4,842 1,697 7 
France j.... {ee ee ae, Ihe 16,839 13,667 igs 5,254 6,595 19989 
Germany..¢; eee. a so See — 48,281 32,448 27,234 32,798 30,919 
Fin ary: ils, ’. Sees beahf eas, ~~ 21,664 13,243 --: 6,386 5,727 8,743 
Leahy AP Oe hols Shee as 10,209 41-079 11,965 13,418 16,000 151317 
Latvia |: cae tater es che 2.572, 1,532 1,598 13659 1,450 2,767 
Lithivania . eee erga ch Se. nee — a 437 230 399 150 G 
Netherlands. gemeo etee ss 6,208 4,045 3,301 3,577 6,635 11,6289 
Poland...) {ppt ie es 16,664 28,164 14,717 15,746 18,030 25,210 aig 
Houmania’ eee eee et on 15,562 43,670 29,027 23,706 19,029 12,5620 
Stotland'(16 erties Samet vate ne ok ss : 17,449 17,025 14,589 16,754 18,047 11,388 
Kingdom of the Serbs, Croats and Slovenes 4,940 15,224 18,088 16,521 10,107 8,743 
Spain (deaths)" Ripe ang same. Baris! 1,235 847 638 459 296 © 180° 
Sweden. 5.5 .e ee eee ve 9,750 9,264 10,718 10,829 10,882 10,660 | 
Switzerland AA ep eer eee es Paar Ge Geae odie 2,272 2,137 230% 1,981.5 
Ut SiS. Rio GE yi tee meres SAAD to ~ 107,272 80,133 108,239 199,814 261,863 ’ 


The incidence of scarlet fever was higher in 1925 than in 1924 in Eastern and Central Europe, with the excep- — 4 


tion of Finland, Switzerland and Roumania, while fewer cases were reported in the Scandinavian countries, ina 


Great Britain and in Western and Southern Europe. 


Scarlet fever, which had been little in evidence in U.S.S.R. during the great typhus epidemics, increased 


much in 1924 and 1925, A severe type is said to have predominated. The incidence was higher in 1925 ~ 
than in 1924 in the whole Soviet Union, excepting in the Volga area and the adjoining districts. The increase was 
most marked in north-western and western Russia, in the Ukraine, the Don district and North Caucasus. The — 
disease remained, as usual, relatively rare in Transcaucasus and in Turkestan. In the city of Moscow, there — 
were 1,213 deaths from scarlet fever in 1925, as against 1,508 in 1924 and 696 in 1923. In the city of Leningrad, a 

836 deaths from scarlet fever were reported in 1925, as against 548 in 1924 and 2314 in 1923. a 


ScARLET FEVER CASES REPORTED IN THE U.S.S.R., 1924-25. 
Rate per 100,000 


Geographical Areas Number of cases Raa 
1924 1925 _ 1924 1925 
North-Eastern... ieee ee rete hia CUE 4,449 4,836 13058 206 
North=W stern <\ Wee so teen mae te Ce as eins ee. 11,623 21,346 205 UN ES 3 
Western and White Wngsrd ok Geel OIE. Gey. ie ae 10,982 25,747 123 289 
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SCARLET FEVER CASES REPORTED IN THE U.S.S. R., 1924-1925 (continued). 
Rate per 100,000 


Geographical Areas Number of cases 
inhabitants 
1924 1925 1924 1925 
CentralIndustrial ..... CE MEME tates aM op, Ns thin 52,269 57,911 275 305 
Mera ISG SUL ee Bee) sre ty ee eh ts ee ts is ee) 12,705 168 - 118 
Meee ee oe GEE BEANE 37,883 58,734 149 231 
(PUI AE AS dat a ae ea PRC Bey er. ate, 757 549 141 103 
MIE OWES a iutn. ose dy Mei Ralls “ate (oes ee 14,084 41,122 154 119 
Mower Volga... 2.3. . RAE Aer el aiwat i Behe % 10,122 7,035 200 139 
Memonicasus and Don fs vae Pn on 4,842 13,750 71 201 
Pranscaucasus. . . . 7. . es Posty A Reale raitle 2 hal Pep ae i690 832 10 15 
Naatkea Vietluga . 6... ... A Ras Uy oN. | 4,054 3,282 #19 97 
ME th te Geet a fas ee Ate 9,720 14,533 123 184 
SPIO ire hee Ss eee ae PRs ets 10,568 15,074 95 135 
RE Uwe eit ys Ge nay a be a NCI ee 1,514 2,339 13 21 
meiiwaysand Waterways... . 9... 0. 6 een 9580 12.074 _— a 
Gel Stel ee ocak eat anes : 199,811 261,863 143 187 


The incidence of scarlet fever increased also everywhere in Poland — most markedly, however, in the western 
provinces. The outbreak was, according to the statistics, far less severe than in Russia, the number of deaths 
attributed to scarlet fever being not much superior to that reported in the cities of Moscow and Leningrad combined. 

In Germany, 64 cases of scarlet fever were reported per 100,000 inhabitants in 1925, which leaves no doubt, 
that the disease, also there, was less prevalent than in Russia. It was most prevalent in Saxony and the adjoining 
districts of Prussia, at Berlin in East Prussia, and in Silesia. In Italy, the incidence was highest in Venetia, 
Latium and Campania. Scarlet fever appears to be little in evidence in Sardinia. 


DIPHTHERIA. 


Important epidemics of diphtheria have not occurred during the last three years. The incidence is low in 
comparison with the periods of general prevalence which recur from time to time and which were last observed in 
many parts of the world between 1919 and 1921. A definite downward trend of the disease has, however, not 
been in evidence in recent years, except possibly in the United States and in Australia. 


DIPHTHERIA CASES REPORTED IN AFRICA, 1920-25. 


Country 1920 1921 1922 1923 1924 1925 
Me steve 192 726 370 439 aie 372, 
Re Shy ee ie 810 873 959 137 1,545 1,784 

Ma. TES Fie ie a — -- 203 282 288 
Mumeoroouth Africa —)) 2... ek 1,016 1,014 540 4 885 2 1 037) Ca aaa 


1Six months ending June 30th. 

2 Fiscal year ending June 30th. 

Diphtheria, though more prevalent than scarlet fever, is of relatively little importance in Africa as in all 
other tropical and subtropical countries. The incidence of diphtheria has continuously increased in Egypt 
since 1920. The case mortality rate appears to be high. In the Union of South Africa, 1,099 cases occurred 
‘among the white population and 152 among the natives; the latter number is probably incomplete, but it seems 

certain, nevertheless, that the disease is of less frequent occurrence among the coloured population, a fact 
which has been observed also in the United States. 


DipHTHERIA CASES REPORTED IN VARIOUS COUNTRIES OF AmeERICcA, 1920-25. 


. Country 1920 1921 1922 1923 1924 1925 
ol A Anos Me) Oe 23 — -- oe 9,068 7,327 
Of which: Ontario . Se ae 5,940 6,343 3,529 2,935 3,475 3,053 
OL I ae MN Bee eatery Hc 425 186 235 186 2G 310 
Meret Gana ZOU0G f.0 ohn ys A , pest 136 174 99 67 86 
BPEMOICON 2 ices Wit a. Sentteatt ¢:, 149 99 116 262 472, 361 
United States (45 States)... .... . 147,632 204,235 163,414 139,472 115,128 91,726 
OO 1,280 1,137 627 339 400 266 
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The incidence of diphtheria has decreased steadily in the United States since 1921; the decrease has been very 
regular since 1922, about 24,000 cases being reported less each year compared with the preceding year. It is well 
known that preventive measures are being vigorously pursued, especially in the large eastern and central towns, 
but the short period during which this campaign has been waged on an appreciable scale does not allow of definite 
conclusions as to its ultimate effect. For the time being, diphtheria is still very prevalent in many States, 
especially in California, Oregon and Colorado in the Far West, in Minnesota in the centre, and in New York 
State, Pennsylvania and Connecticut in the East. A distinct improvement was, however, remarked also in 
these States. 


DipuTHERIA CASES REPORTED IN VARIOUS COUNTRIES OF ASIA AND AUSTRALASIA, 1920-25. 


Country 1920 1921 1922 1923 1924 1925 
Hong-Kong eget, o eMac wes lee cis 76 85 74 91 90 85 
BOT OR ORI. ee ARR mm yee) 8 264 238 265 420 523 513 
Rapan..:. Sap: te PWane ae 3 15,173 - 14,522, 18,787  . 12,776 248 100meaemene 
eelestine .. Ste ata. ame ne to Toys, — 35 83 39 24 40 
Australiat: seer oie re kc 16,024 24,783 14,156 9915 10,918 8066 
New Zealatidioama: om ayumi LG. ps. | yi es eee Te 1,989 1,954 2,717 1,537 


Diphtheria is, like scarlet fever, relatively unimportant in Asia. It appears to be five or six times more 
prevalent than scarlet fever in Japan, but is not of as frequent occurrence as in Europe. The incidence has 
fluctuated but little in recent years. The case mortality appears to be high. Diphtheria is more common in 
Siberia, where its reported incidence was about 37 per 100,000 inhabitants; there was no marked change from 
1924 to 1925. 

The incidence of diphtheria was lower in 1925 than during any previous year in Australia and New Zealand. 
The case mortality was, as usual, low, about 3 per cent, as compared with about 6 per cent of the reported cases 
in England. 


DIPHTHERIA CASES REPORTED IN VARIOUS EUROPEAN CouNTRIES, 1920-25. 


Country 1920 1924 1928 1923 1924 1925 
PQUSUDLA: ..',., see ee en iis Ag 5,288 3,924 2,807 2,806 3,291 3,709 
Belgium. . «eee Were ak 6,409 Bivie 2,279 2,353 1,645 1,389 
DO aria. . Sime meee Poe ib 1,347 1,054 flee. 1,094 1,505 1559 
Czethoslovakiagamen yo. umes vl 7 4,872 4,380 3,223 Bh 9 3,048 4,164 
Danzig... Wee ee MmnwE Se kt 322 284. 155 135 167 104 
Dénmark . Meee a ee eee ey 13,567 13,945 7,929 5,692 5 241s eae 
England and \Walesne at) Gaerne 4. , 69,481 66,506 D2,153 40,009 41,980 47,723 
Esthonia Crease emer eet ae 1,207 825 ap bi 408 461 545 
Finland 5-; S20 ieee are were er a 2 7 6,330 3,940 1,941 1\793 1,306 1,237 
France 0% ag geeceaee meee Soe Wick, 14,598 16,984 12,624 11,033 11,569 12,096 
Germany.) hah) eo eee. —. 63,018 31,949 31,942 37,248 36,296 - 
Hungary '})) Saeeee cae ee ses brane: 12 — B,1OL 2,656 2,635 2,814 3,469 
Jtaly: i: i") SO eae mem ee vite oi. 12,619 12,084 11,347 11,183 15,041 13,845 
Latvia 3°! ly ae ee eee, eae. 1159 964 698 645 594 665 
Netherlands: tier eee inet 8,091 T575 4,744 4,134 4,451 4,919 
Norwegian cities oo Siete le 3,582 2,000 877 826 644 533 
Poland >t ¢ 308 Aen eet 3,178 4,130 4,228 3,694 4,838 5,888 ae 
Rowmania, /2'> gts a eee pe tae sre 2,238 3,050 1,519 1,445 1,289 1,460. 
paar Territory’. (2° ae eer eee at. — 285 208 265 314 244 
peotland 4.072), 7 2¥ ae er. Cae, 10,766 10,142 Tigd 7,106 6,827 4,673 
Kingdom of the Serbs, Croats and Slovenes. 1,912 2,667 1,935 1,963 1,635 1,560 
Spain (deaths). Saharan ne OE hg 2,723 3,052 2,937 2,268 2,027 1,406 
pweden .!:5°.4.-, + keane ds eS oer Sta 26,448 Lisa a} 6,610 4,840 4,240 3,822 
Switzerland i»; i" sae eee nee aoe 8,456 7,702 4,415 3,297 2,656 2,619 
USO ce ee Pera oe thet — 39,161 41,675 47,770 66,345 69,430 


A somewhat higher prevalence of diphtheria was observed in 1925 as compared with the previous year in 


Eastern and Western Europe and in the Danubian countries; a lower incidence, on the contrary, in Scandinavia — 


and in Southern Europe. The incidence remained unchanged in Central Europe. The fluctuations were nowhere 
very considerable. 
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Diphtheria was, as in 1924, less prevalent than scarlet fever in the Soviet Union. The reported incidence 
was from 70 to 75 per 100,000 inhabitants in the Ukraine, in North Caucasus and the Don District, and in the 
Crimea. It was lowest, from 10 to 20, in Northern Russia and Transcaucasia and from 44 to 55 in the remainder 
of Russia. 


The incidence of diphtheria in Germany in 1925 was 58 per 100,000 inhabitants, as against 62 in 1924 and 
52in 1923. It did not vary greatly throughout the country, being somewhat higher in northern than in southern 
Germany and highest in the Rhineland and in Saxony. The mortality from diphtheria per 100,000 inhabitants 
in 334 German towns decreased from 7 in 1923 and 6 in 1924 to 4 in 1925. 

In Staly, diphtheria was most prevalent in an area stretching from Venice to Rome, and least prevalent in 
Southern Italy and in the Islands. 


MEASLES. 


MEASLES CASES REPORTED IN CERTAIN CouNTRIES IN AFRICA, AMERICA AND Asta, 1920-25. 


Country 1920 1921 1922 1923 1924 1925 
STE, Ss ae ee — — 1,647 692 650 854 
MM Ga LS). SPN tate PS I OyiOG 1,254 2,083 LOTS 1.750 6,084 
MeO RUM ree rat i hae ae 14 it — 62 1,424 2,292 
ORS 9S a a ee — a — 442 224 162 
re Pt Re — — — — 39,984 23,435 

BvanrOlieOntariO- cs. ye 15,423 2,851 8,950 10,843 25,694 42,504 
Mimeremera vata se. -. ee NL 885 147 tt 92 424 3,063: 
Re Rens re 634 358 1,388 1,145 182 099 
Berea al ZONC> Ae at —— 228 79 Bo 449 288 
Brated otates (45 States) ~". 2 2... 468,048 267,428 261,441 729,336 493, TOG 223,120 
Cee a ee --- 605 87 487 {ore 1,076 
BeOS Ps k,l — 13 117 6,936 5,997 — 


Measles is much more widespread and more deadly than scarlet fever and diphtheria in Africa and in the 
Near East. In Egypt, where a severe epidemic occurred in 1923, measles began to spread with the approach 
of the hot season in 1925, and an epidemic comparable in severity to the former followed, reaching its maximum 
in July. It is noteworthy that in tropical and subtropical countries, measles is usually most active in the 
hottest season, while in the cool temperate climates epidemics generally culminate in winter. In the Governorates 
(Cairo, Alexandria and the Canal Zone), 1,155 deaths were reported, giving a death rate of 77 per 100,000 inhabi- 
tants. 1,332 deaths were reported in the provinces of Lower Egypt and 3,603 deaths in the provinces of Upper 
Egypt. The highest incidence was in the province of Girga, in Upper Egypt, where 1,540 deaths were reported 
(170 per 100,000 inhabitants). 

The United States of America as well as Canada experienced a marked decrease of the incidence of measles in 
1925 after the widespread epidemics which had prevailed during the two preceding years. This decrease is 
shown below for some of the States which were most seriously affected in 1924. 


State 1924 1925 State 1924 1925 
Merial 27,373 2,400 Now Mexico, joe. . 4,244 598 
Dei. 9,482 276 Sour Dakgtamemsey ror soo... 6,604 90 
MME eke 3,264 165 Vermontwn war aera a. ape 630 
ila a a 20,263 450 WIRING jo 21,372 O47 
BID Oe 8 25,697 4,814 VV Gs One nde oe Ss 2,454 129 


Measles is not a notifiable disease in the majority of European countries. Such information as can be 
obtained shows that serious epidemics occurred in 1925 in Eastern Europe and that the incidence was higher 
than the previous year also in France, Jialy and Spain. A decrease, as compared with the previous year, was 
reported in the Scandinavian countries and in the Balkans. No information is available regarding Central 
Europe. 
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MerAs.Les Cases REPORTED IN EurRopEAN Counrrigs, 1920-25. 


Country 1920 1921 1922 1923 1924 1925 
Prarie We AS ‘ks Latces, <oSea OME lec sete 10,772 25,710 8,700 10,264 7,002 3,130 
Denmark 96. eS ee eee 27,758 5,184 9,596 32,166 33,856 12,801 
England and Wales (deaths). . ..... 7,190 2,241 5,694 5,316 4,834 3,236 
fethonia <4 22 3 3. ees tae 1,032 1,785 2.811 1,930 203 82 
Firayice 8.9. List Bs kee eee sate 17,489 16,644 12,019 34,585 12,838 35,35 
PU Ary 650 hs Se eo ee ee — pity 2 7,469 16,413 24,906 34,1 1a 
Northern Ireland (deaths). 2. 2°... 278 44 52 204 213 442 
Pia by A Ah See teeing hs 94,223 96,725 46,471 75,024 91,460 112,475 
PBA 2) URS GRR mires ty, 7, 1,036 3,062 715 315 1,592 3,560 
BpHuania . keke Cea eae ae moe — oo 374 2,389 1,644 
Norwegian tOWNSiw cs eee Pes | 5,936 6,644 Cpe ey) 2,150 6,212 3,724 
Olan 3.0. bes Seems uate em eke 10,831 23,143 23,830 22,159 10,154 50,928 
scotland (deaths)... 407.0. . 816 269 2,695 1,118 4.592 Dae 
Kingdom of the Serbs, Croats and Eigcenen Li oon 25,265 5,084 13,087 24,655 15,568 
Spain (deaths) ieee ie agin ok Lt 5,813 5,449 6/513 3,954 4,422 4,822 
Switzerland = seaegee oe ewe te haa. ee dan 15,194 3,070 3,930 10,316 3,242 5,791 
US) 'S. Re Vee es Sa ees tae — — —. 424.778 ” 328,601 gO irecee 

1 Cases. 


In the Soviet Union nearly twice as many cases have been reported during 1925 as in 1924. The incidence 
appears to have remained unchanged in the north-western (Baltic) provinces and in the central industrial district. 
This is confirmed by the mortality statistics for Moscow and Leningrad; in the former city there were 430 deaths 
from measles in 1923, 1,061 in 1924 and 756 in 1925; in the latter, 240 deaths were attributed to measles in 
1923, 765 in 1924 and 663 in 1925. The number of voranted cases ‘thoreased considerably in all other districts. 
The incidence is remarkably uniform throughout the Union, leaving out of consideration Central Asia and Trans- 
caucasus, where the reporting may be less complete. It was highest in northern and western Russia, in the 
Ukraine and in North Caucasus, lowest in the district of the Middle Volga. | 


MEASLES CASES REPORTED IN THE U.S.S.R. per 100,000 INHABITANTS tN 1925. 


Geographical Areas Rate Geographical Areas Rate 
North-eastern. 4.2 4. °. 586 Middle V olga fey. ows We its, 
North-western ..... . 601 ° Lower Volga... : mae 453 
Western and White Russia 633 Viatka Vietluga . .... 424 
Central Industrial... . 476 ‘Lite eg te. eee ee ee ae 476 
Central Black Soil? 1)... 405 SUDEP acai te eee ns ie ao ee 390 
Ukraines 3) 24 ae, ue D44 Central Astana sack eae 106 
North Caucasus,. Don and TransGaucasis s+ <4): soar 175 

COIN RU OTe ts poe 605 —- 

Ota tae at pee 452 


7. 

In Jtaly, there were about 21,000 cases more in 1925 than in 1924. The epidemic reached its maximum 

at the end of May. The incidence was lower than in 1924 in the whole of Northern Italy as far south as and 
including Emilia, while the increase was very considerable in Tuscany, Latium, Campania and Apulia. 


Whooping -Cough. a 


Morbidity statistics of whooping-cough are too scanty to allow of any definite conclusions regarding its ? 


incidence. vi 
Whooping-cough is notifiable in only two African countries — Nyassaland and Southern Rhodesia, and the “a 
data are of interest merely in proving that it exists also there. . 


ao 2 


About the same number of cases was reported in 1925 as in 1924 in the United States. Reports for 42 States 
give 105,690 cases in 1922, 159,294 in 1923, 142,264 in 1924 and 139,267 in 1925. The highest number of cases 
was reported in California, Illinois, Pennsylvania and New York. A considerable decrease took place in 
Virginia, North Carolina and Mississippi, where the disease was epidemic the previous year. 

Such data as are available for European countries are given below; they are nearly all very incomplete. 
No changes exceeding the usual periodical fluctuations are observed. The disease appears to have been more 
prevalent in 1925 than in 1924 in Northern and Eastern Europe. 


WuoopinG-CouGH CASES REPORTED IN CERTAIN EUROPEAN CounTRIES, 1920-25. 


Country 1920 1921 1922 19283 1924 1925 

(SG ng ct Sa Pe 4,696 4,979 2,277 3,636 7a LOo Teva 
Me gl a a Seeks 5,037 22,060 26,446 8,443 20,528 
England and Wales (deaths). . ..... 4,401 4,576 6,370 4.162 3,983 28 
MEO ne et 232 215 feat] 928 60 224 
Re ee EW kt tee — 2,656 2,669 2,736 5,718 5,273 
Northern Ireland(deaths) ....... 185 366 19a 305 276 2 
see ial a ea wt 604 449 510 479 495 919 
Memmerre towns . oo as 6,116 2,624 6,607 4,580 2,487 4,468 
0 GCE eae es Ja ACRE DRS ee 3,674 4,356 8,219 4,367 4,681 10,435 
0 SLOT AS Sa A es aE keh ee 21,842 6,527 9,615 18,872 {2,709 VE 50 
BPO TOWNS) Se — — — — 13,930 16,520 
Seerenthele Or ee 3,502 eats: 1,238 2,019 2,179 1,762 
Kingdom of the Serbs, Croats and Slovenes — = —- 3,962 4,664 5,413 
Bwitzerland ..... MAMPI oe ir ty, 2,014 1675 3,439 1574 1,536 2.999 
| OE Ce os : —- — — — 33,014 65,370 

LEPROSY 


In addition to the current information regarding leprosy received from the countries in which this disease 
is notifiable, supplementary data have been obtained from the annual reports of health administrations which 
_ were not available when the Epidemiological Intelligence for 1924 was published. 


Africa 


The number of new cases reported in 1925 was as follows: 


SS 2 Pruitt Gam unc. Moy SAS 8 Southern Rhodesia. . . 15 
Meermoons?., =... 704 Madagasear: + s4 sce SLC Te Roe 2 
Dahomey (up to August) OF Maviritanta ys. 5.4. Sean y Wogolandiy.. ic s/s". hated Oo 
TAG UMION tn) 2h te. ha Pete 3 RUC TSA Ey v2.) 6 3) eee 3 

Algeria. — The number of new cases reported from 1919 to 1925 was 17 (2 new cases in 1925), 


Gold Coast. — During the fiscal year ended March 30th, 1925, 96 cases of leprosy were treated, as against 
146 for the last year. The greatest number occurred in the District of Yendi (75 cases out of 96). No accurate 
data can be given regarding the incidence of leprosy; it is certain, however, that the disease is widespread. 
Legislation regarding the treatment and control of lepers and the foundation of a large leper settlement is in 
preparation. Of the 96 cases treated in 1925, 65 were of the nodular and 31 of the anesthetic type. 


Nigeria. — A small leprosy asylum containing 16-20 inmates has been created. 


Tanganyika. — The latest information available regarding leprosy refers to 1923. 
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Numser or Lepers’ Camps In EAcH District, LEPERS SEGREGATED AND EstimatED NUMBER OF LEPERS 
NOT SEGREGATED. / 


Estimated 

Area Districts Camps S egregated lepers not 

lepers segregated 
Northern.921 ts: meee: a 9 ae 2,000 
Centralse -..226\- pee ee ee 4 9 816 3,930 
Southern . BSR a 5 5 877 26 
Western: |.’ 32 egeeeee a. 3 4 846 VAgS 
Coastal 8 15 583 1,102 
Lobos a. 23 42, 3.209. 8,181 


The above data result from a special enquiry undertaken during 1923 among the administration officers 
in charge of the various districts. Segregation is practically voluntary; a certain control for each camp 1s main- 
tained, but an uncrippled leper would have no difficulty in escaping. 


Kenya. — The report for 1923 gives the number of lepers segregated between 1917 and 1923. 
1917 1918 1919 1920 1921 1922 1923 
25 19 18 25 42 81 236 


No accurate information regarding the prevalence of leprosy is available. The lepers are living in the 
settlements, of which the largest is at Kakamega, others being in Chuka, Kisii, Lama and Malinki. 


Uganda. — In 1924, 551 cases were treated in the leper camps (285 nodular, 202 anesthetic and 4 not 
specified). In addition to the two existing lepers’ camps, a new camp has been built at Aduku in Lango. 


Ruanda-Urundi. — 124 cases of leprosy were reported in 1924, as against 20 in 1923. This increase is not 
due to a recrudescence of the disease but must be attributed exclusively to a carefully executed census, as 
well as to the fact that the natives now more frequently come to the hospitals and clinics for treatment. Leprosy 
is, in fact, more widespread than the above figures show, for the natives rarely apply for treatment in simple 
cases of torpid or atrophic leprosy. . 


Zanzibar. — 41 new cases of leprosy were discovered (24 in Zanzibar Island and 20 in Pemba), as against 
31 in 1923. The majority of the cases were from Mwera, in the centre of the island. It is estimated that, in 
addition to the 171 lepers now under segregation in the different settlements, there are about 150 at liberty 
throughout the island. 


Mauritius. —- The number of inmates in the leper asylum at St. Lazare on Januery 1st, 1924, was 38 
(22 males and 16 females); these were transferred in February to a new asylum a+ Pamplemousses, which, with 
its modern accommodation, nursing facilities and management, constitutes an important improvement of the 
conditions existing at St Lazare. In the draft Public Health Ordinance, leprosy is made a notifiable disease, 
and power is given to the Director of Health Departments to promulgate regulations providing for the restriction 
of lepers in regard to various trades and occupations. 


Union of South Africa — 58 new cases were reported during the year ending June 30th, 1925, viz.: 45 in 
Cape Province, 4in Transkei, 8 in Natal, 2 in Orange Free State, 29 in Transvaal. Six were of European extrac- 
tion, the remainder natives. 


On June 30th, 1925, 2,174 lepers were segregated in the following institutions: 


Institutions Males Females Totai 
Robben Island. . .*27- 92 55 147 
Preporia o> oa ot ae 542 OZ 894 
Amratioulal/ S96 a) ee 210 451 361 
Hrnjanyens 66.060. fea 278 247 495 
Mimimbatis i .; 2: cere 445 90 205 
Bachem i. fai.) Stee 44 28 Le 

‘Total se. ae 1,281 893 2,174 


As to race, 129 were white (80 males and 49 females), 1,929 natives (1,134 males and 795 females), 111 
coloured (63 males and 48 females), and 5 Asiatics (4 males and 1 female). 
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Among the 2,174 segregated, 233 died (157 males, 76 females) presenting a mortality of 10.7 per cent 
(12.2 per cent for males and 10.4 per cent for females); during the stated period, 529 were admitted to the insti- 
tutions (360 males and 169 females). 

Anglo-Egyptian Sudan. — Information regarding leprosy is not complete, especially for the southern 
provinces, where the tribes are not under close administrative control. In 15 provinces, 1,937 lepers were 
known in 1924, and, in addition to this number, 21 were in the leper hospital ac Omdurman, and 13 in the leper 
hospital at Gedaref. Leprosy appears to be more prevalent in the southern districts than in Northern and 
Central Sudan. During 1925, 26 new cases, with 2 deaths, were reported, 8 in the northern and 18 in the 
southern districts. 


Cameroons. -— The last official report (1924) states that it is difficult to determine to what extent leprosy 
is prevalent: 34 new cases were treated at Mamfe, 17 at Bamenda and 10 at Victoria. There is reason to believe 
that fear of segregation prevents disclosure of the disease. 


Sierra Leone. — The annual repori for 1923 mentions 7 cases of leprosy as having been treated in the hospital 
for infectious diseases. 


Asia. 


Ceylon. -— Two asylums for the segregation of lepers are maintained in the island. At Hendala, the number 
of remaining lepers at the close of 1925 was 516; during 1924 there were 135 admissions; 77 cases were discharged 
and 51 died, leaving 525 in the asylum on December 31st, 1924. In the other asylum at Mantinu Island, 
where 114 remained at the end of 1923, 48 lepers were admitted, 31 were discharged and 12 died during 1924; 


419 remained on December 31st, 1924. The percentage of deaths to the total number of inmates was 9.9 


in 1923 and 7.8 in 1924. . 

Cyprus. — 85 lepers remained at the end of 1924— 72 Christians and 13 Moslems. The number of children 
in the home for healthy children of lepers was 11 at the close of the year, all of whom remained free from any 
sign of the disease. 


Straits Settlements. — The number of lepers treated in the leper asylums during 1924 was 891, of whom 
150 died. 
1921 1922 1928 1924 
GEL RS GL 810 868 888 891 
Deatlisemet os. 2". a). 231 207 164 150 


The present accommodation provides for 456 in the old asylum, for 8 in the Eurasian Camp and for 320 
in the new extension. Further prospective accommodation in 60 huts will be ready in one year. 
The number of cases and deaths in the different asylums in 1924 was as follows: 


Leper asylum, Singapore. .. . . 97 cases 19 deaths 
Leper asylum, Pulan Jerejak. . . 584 » 130 » 
Female leper wards, Jelutong. . . 42 » 1 » 


Statistics of seven years’ treatment of leprosy by modern methods (1918-24) show that, among 4,425 
lepers present, 1,504 accepted treatment; of these, 5 were apparently and 96 markedly improved. 

Out of 528 who accepted treatment during 1924, 423 appeared to be incurable. As to the nationality 
of the inmates, 605 were Chinese, 96 Indians (Tamil), 2 Philippinoes, 5 Islam Tamil and 4 Malays. 

Federated Malay States. — 534 lepers were treated during 1924 in the leper asylum at Kuala Lumpur, where 
37 deaths occurred, as against 443 cases treated in 1923 with 41 deaths. In the Pulan Pangkor Laut (for Malays 
only) there were 62 cases with 3 deaths, while in the Taiping leper wards, 207 cases were treated (11 deaths). 
Out of these 207 cases, 106 were sent to Pulan Jerejak and Pulan Pangkor Laut. 

Kelantan (Unfederated Malay States). —- There weve 8 lepers in the leper camps at Kota Bharu at the end 
of 1924. 

Indo-China. —— 82 new cases were reported in this colony in 1925. According to a special report by Dr. 
Abbatucei, 14 leprosaria or villages for lepers exist in Indo-China, with 5,899 lepers, of which / are in Tonking, 
4 in Annam, 1 at Culao Rong and 1 at Troing, in Cambodia. 

French Possessions in India. — There is a leprosarium at Pondicherry. Eight new cases were reported 
in 1925. 

Transcaucasia. — Five new cases were reported during the first ten months of 1925; no other information 
is available regarding the number of existing lepers in the country. 
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Iraq. — Leprosy is widespread throughout Iraq, but the incidence does not appear to be high. Seventy- 
nine cases were reported in 1925, as against 22 in 1924, and it is estimated that the total of cases in Iraq does 
not exceed 300. Mainly those cases are reported which present themselves at the civil hospitals of Baghdad 
and Basrah for treatment, and the majority of the notified cases are men. 

Of 45 cases of leprosy treated at the Isolation Hospital at Baghdad in 1923-24, 23 were Arabs, 11 were 
Kurds and 12 were Persians. The establishment of a leper colony has been considered by the Government, 
but the compulsory segregation of individuals of different tribes and races and religions presents almost insuper- 
able difficulties. 

Japan. — The enumeration of lepers in Japan made on November 16th, 1925, showed 15,606 Tepers, as 


against 16,261 in 1919. The majority of the lepers are not segregated. The provincial hospitals have accom- 
modation for 2,080 lepers, and there are, in addition, six private leprosaria. 


Australasia 


Queensland. — There were 72 lepers on June 30th, 1924, at Peel Island; 16 lepers were admitted and 8 
were discharged or died during the fiscal year ending June 30th, 1925; 44 were white and 28 of other races. 


New Zealand. — Arrangements have been made for the closing of the leper station at Quail Island and the 
transfer of the lepers to Makogai in the Fiji Islands. 


Mandated Territory of Samoa. —— During the year ending March 31st, 1925, 7 lepers were transferred from 
Samoa to the leper asylum on the island Makogai (Fiji). Leprosy was introduced to Samoa in 1892 from Hawaii. 
Only 46 cases have been recorded since then, of whom 23 were Samoans. The administration is at present 
supporting 16 lepers at Makogai. New cases are sent to Fiji once a year. 


Europe 


The number of cases reported in various European countries during the last three years is shown below. 
These data are obviously incomplete, as leprosy is known to occur in several other countries. 


Countries 1923 1924 1925 
Fist honta wees sbaaeecdi tera ka. 34 13 36 
Francé). 2 ate. ee ae ee 4 6 — 
Gréece? ; rast: pees nee — 21 24 
Lat yisd Ge, eee ea ree, hy, 16 Thane: 
European Russia i. sees Te — 24 
Kingdom of the Serbs, Croats 
and ‘Slovenes ).4 0s. eeu — --- 9 


U.S. S. R. — It is now provided by law that lepers shall be isolated. The total number of beds in the % 


leprosaria was 300 during 1923, 405 in 1924 and 520 in 1925. On December 31st, 1925, there were 10 leprosaria 


in the Union, with accommodation for 625 persons (425 in the European territories, 75 in Yakut district, 60 in 
the Far East and 25in Uzbekistan); a leprosarium for 25 inmates is being organised in the City of Irkutsk (Siberia). — 


The organisation of a leper colony in Transcaucasus is further under consideration. 


The number of officially registered lepers on March 1st, 1926, was 671, about 500 of whom were isolated. « 
There are about 70 localities in the Union where leprosy occurs. The highest number of cases was found in 
the Kuban district (130), Astrakan (126), government of Leningrad (34), Terek (43), Don District (26), Uzbekistan a ‘ 


(22), Primorsk (21), and Azerbaijan (24). Isolated cases of leprosy were reported in the governmen:s of Mos- 
cow (8), Smolensk (6), Pskow (12), Orel (3), and Vorone) (4). 
It is believed that there is a considerable number of lepers in certain localities; there should thus be about 


900 in Armenia, about 150 in Azerbaijan and at least 500 in the government of Astrakhan. In North Caucasus ra 


277 lepers were officially registered on January 1st, 1926, 70 of them being still at liberty. Leprosy is also pre- 
valent in the districts around Lake Boikal, in the Yakut district, in the Far East and in the Mongol 


Buriat Republic. 
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America. 


Reports regarding the number of new cases of leprosy were received from the following countries: 


Countries 1923 1924 1925 
Dominiean Republic 2... . 10 10 3 
RHA OCLOU DE amen wee we: hg alee — — 5 
ET Gl Lt eae rate eA gies) BPN — _- 5 
PALE SLOR UTI Co ote. est 2 7 g 
Panama Canal Zone ; 9 24 NB) 
LTS dt Vee ere eS Ata 5 fi 42 
UiTrhedameaLes Create. 54 62 62 


In certain other countries the number of deaths of lepers were reported: 


Countries 1923 1924 1925 
Argentine Republic .... . 28 26 32 
Brazil: 
Fed. Dist. of Rio de Janeiro 42 47 567 
State of Sao Paulo... 37 42 spa h 
ECKIGO ete Pew umts ae ies e 43 78 258 
RS CUOMO Von de Ve ia See Nlgin ane ar 6 i 2 
* Ten months only. 
Canada. — Ten lepers were under treatment during 1925 at Tracadie, New Brunswick; 9 lepers were 


segregated at the leper station on Benteck Island (British Columbia). 


Brazil. — During the four years 1921-24, 1,751 cases of leprosy were reported in the Federal District 
of Rio de Janeiro; 1,050 of these were confirmed, of which 675 were males and 375 females. 842 were Brazilians, 
and 208 foreigners; 60 were under 12 years of age. 154 lepers were isolated in the Hospital of San Sebastiao, 
92 in the hospital ‘‘ des Lazares’”, the remainder being under supervision. 

British Guiana. — There were 80 admissions to the leper asylum in 1924, as against 75 in 1923; 55 were 
discharged and 43 died (11.6 per cent), leaving 288 inmates on January (st, 1925. 

An official special report on leprosy in this colony states that, in spite of the system of segregation, there 
has been no real decrease in the incidence of leprosy during the last twenty years. 


NumsBer or Lepers IN British Guiana, 1905-24. 


BOO x yarn» i 428 1a aa oad se eae NE 406 ASS Seas O14 
PMO c Yo O8S ATS ao tee kaos ee LO) Lr AU era emnieeo 1) RE 
BUI ee FY v423 LOTG a gee oth OO Rom Pee ke) 17 LOOe 
maven ers a 450 SOLAN nein e eo ap eT i, SES MR ms 2 
Pee ee ee et x oh AO] 1916, + ee nea Are 1 SAS Ma a rn Pa 2 
Bere eg tr AGO BOAT, hk, > le ae Sh LES VLAN 6 A aaa Pe, 
Bere ce hes ee a 405 POLS eee actos Spe fei 


The Conference on Leprosy held at Georgetown during September 1924 - May 1925 drew up a new Lepers’ 
Ordinance which should “ensure the early notification by making leprosy a compulsory notifiable disease and 
provide improved conditions of diagnosis and treatment at the leper asylum. It was further proposed to 
adopt stricter conditions for private isolation and more efficient supervision of lepers so isolated”. 


British Honduras. — The health report for 1924 states that leprosy is very rare in the colony, only two 
cases having been known during the year. The leper asylum was closed in May 1924. 

Bahamas. — Eight cases were treated in the leper department of the Bahamas General Hospital in 1924, 
as in the previous year. | ? 

Dominica. — The number of known cases was 17 in 1925 in a population of 39,000. Three new cases 
were reported. 

St. Kitts and Nevis. — There were 77 inmates in the leper asylum on January 1st, 1924; 2 were admitted 
and 3 died during the year. 

Grenada. — Only 12 cases could be traced in 1924, as against 19 in 1923. Segregation of the lepers in their 
homes is attempted by means of Government subsidies, but it is stated to be unsatisfactory. 
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St. Lucia. —- There were 10 new cases of leprosy in 1924, as against 16 in 1923. The returns represent, 
however, only the number of cases reporting to the Medical Officer for treatment. Twenty-five lepers were 
under treatment in 1925. 


Jamaica. — Seven cases of leprosy were reported in 1924, There were 98 lepers in the lepers’ home in 
Spanish Town in March 1925; 9 died during 1924 (7.4 per cent). 

Trinidad. — The number of lepers at the leper asylum was 300 (139 males and 161 females) on December 
31st, 1923; 49 died (10.5 per cent) and 109 were admitted during 1924. At the leper settlement of Chacachacase 
there were 157 lepers at the end of 1923; 24 new cases were admitted and 10 died in 1924. 


Hawaii. — The number of new cases of leprosy reported during the fiscal year ending June 30th, 1925, 
was 74, distributed as follows: 46 in Oahu, 12 in Maui, 9 in Hawaii and 7 in Kauai. The number of deaths 
was 52 (1.6 per 10,000 inhabitants). 

At the leper settlement at Molokai, the number of patients remaining on June 30th, 1925, was 506 (335 males 
and 174 females), of whom 267 were Hawaiians, 103 part-Hawoiians, 35 Portuguese and 27 Filipinos. At the 
settlement of Kokuas there were 32 lepers (23 males, 9 females). The Kaliki Hospital at Honolulu accommo- 
dated 130 patients (76 males and 54 females), of whom 47 were Hawaiians, 35 part-Hawaiians and 22 Japanese. 


TRACHOMA 


Notificstion of trachoma is most complete in countries where the disease is not a serious public health 
problem, while little statistical information is available for countries known to be seriously afflicted with this 
disease. The following data, which have been extracted from the current reports received by the Health Section 
and from annual reports of the various health services, give, therefore, an inadequate idea of the incidence 
of this disease. 


CASES OF TRACHOMA REPORTED IN VARIOUS CounTRIES, 1920-25. 


1920 1927 1922 1928 1924 1925 

Austria: (/. RRMRG le ganas nse meer er ae 167 219 320 eke, 341 818 
Gzechoslova kiagaeiene: y= tas cert: fee 3,308 3,252 2,739 Fea | 2,782 3,239 
Danzig... . Caan riage tee men 7 ae 43 38 Ate 45 5A 49 
Hsthonia ..\Se Sepeeeet cody pee te tae 186 492. . 467 aM be) 528 471 
Germany 4) -aee SOE YARRA ee eth —- 1,887 1,522 1,192 1,784 2,777 
Lithuania. 6 core. eee eee ee — — ~~ 1,764 2,375 2,118 
Maltese ‘Islands ¥.<ee2-0409 eee Oe — — 833 1,282 488 542 
Poland .. ..#A5o gies. ade ener we 1,556 2,425 Le pey| 4,061 2,954 4,754 
Switzerland+ 200 =ieio ces (a eee — 3 5 8 Bie 2 Me 16 
U.S. S. R. (without Ukraine and White 

Russia) <4 soot en i ee Datei eee — —- — 207,589 362,890 560,105 
White Russias lye 208F oy ores ae man — -— -— 13,184 22,720 35,968 
Ukraine.) {0:08 eae See le — — — -— 49,592. ... 70,216 
Waterways and Railways ....... — — = = 648 3,436 © 
UDA ST as. 5° seared keynes oy Ge Ce ete — — ~— 14 102 25 
United \Statese yes baron ote os a) bas cae = — —- —- 3,2600 ? tae 
New ?Zealand. 1) hy trae go eete ) Cae. Seine 10 12 7 8 20 29 
Gy pris «1s: UR ee ee eee 334 185 227 300 393 — 
UreSiSoR. (Asiatio territories) Mas — — — 25,938 55,629 65,910 
Central Asia [')) S(O MaMa rience a5). eas a -- ~— 18,502 18,693 33,674 
ATANSCAUCASUS iis HeLee As lala ee oe ae — _- —— a 30,660 45,982 
Turkeyic's.4.2 1 eee wey era cee — — ~- -- — 210 

1 30 States. 

2 26 States. 

America 


In Canada, during the fiscal year ending March 31st, 1925, 15 immigrants were found infected with trachoma 
and barred from Canada; for the fiscal year ending March 31st, 1924, the number was 17, while in the 
fiscal year ending March 34st, 1923, 11 cases of mild trachoma were'admitted into the country. It is said 
that trachoma is widely prevalent among the Indian population, and the Dominion authorities are studying the 
problem. 
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CASES OF TRACHOMA NOTIFIED IN CERTAIN STATES OF THE United States. 


State 1924 1925 State 1924 1925 
‘WELD Ny ae Ee nie - — phe MIBSISSIDD ERI My dtc oot 173 235 
BET AOA Me Mich Stic, cts 407 93 DILSEO ULI aS tuk toms si 689 446 
PPK ENSAS 70 eG : 54 84 ING Web OPN! chee ay. 95 51 
CLT ee ee 1,065 216 New Jersey. 4... . —s 22 
POSE rid hac Pw dhe 66 50 DUNO Le TS eee ne 164 79 
LONGER UE ei ties 73 8) TORDeSSeGr) os 139 ee 
rnuirstatiel’; acre sc. 50 24 Oklahoman. ot! 44 330 
Massachusetts .... 61 76 Texas — 88 
Mimmesota i. 48 17 Vernon tome eo ek — 1 


These data concern new cases of trachoma and represent only a small proportion of the existing cases. 

At the beginning of 1925, four trachoma hospitals were in operation in the following localities: Knoxville 
(Tennessee), Pikeville (Kentucky), Russellville (Arkansas), Rolla (Montana). A fifth hospital was being opened 
in Minnesota. During the year, 790 cases were admitted to these hospitals. In the dispensaries of these 
hospitals 4,217 old trachoma cases and 699 new cases were treated. 

During the year, 545,472 alien passengers were inspected and 564 found to suffer from trachoma. 854,915 


alien seamen examined at different ports and places in the United States and in Canada revealed 106 cases 
of trachoma. 


Europe. 


Austria. — From 1919 to 1925 the number of cases of trachoma notified, although low, showed a tendency 
to increase. 

In 1924, a survey revealed the fact that 15 to 25 per cent of the school-children (616 of 2,557 examined) 
in certain districts of Burgenland were suffering from trachoma. This proportion was reduced by energetic 
anti-trachoma measures to 7.8 per cent (218 trachomatous) in 1925. During the active campaign, 61 new cases 
were discovered. 


CASES OF TRACHOMA REPORTED IN CZECHOSLOVAKIA BY Provinces, 1921-25. 


Province 1927 1922 1923 1924 1925 
PebenW dye an eters Sk G.. 865 648 563 576 685 
BOTONTAMG nt, Seas acetate, 1,095 914 808 843 985 
Cade eek es «dots Sua iG 64 86 73 69 
“TION CHLOE, arenas ea ee 1,012 939 1935 4,225 1,420 
Sub-Carpathian Ruthenia ... . 62 25 45 65 76 

Whole country .. . 3,110 2,637 Spey! 2,782 3,230 


In Czechoslovakia, trachoma assumes the character of a serious problem only in Slovakia, where the number 
of trachoma cases has been estimated, on the basis of surveys undertaken in certain representative parts, to be 
_ 60,000 among 3,870,000 inhabitants. 


In Esthonia, trachoma is most prevalent in the eastern frontier districts. 329 of the cases reported in 1924 
were among women, 199 among men. 


Finland. — The percentage of trachomatous patients in the ophthalmic hospital at Helsingfors diminished 
from 13 per cent in 1873 to 4 per cent in 1925. In 1908, 5,273 persons were found to be suffering from tra- 
choma, while this number was reduced to 2,613 in 1924. More women than men were found to be affected. 


Germany. — Trachoma is a notifiable disease in all the German States except Saxony. The disease is most 
prevalent in East Prussia (Kénigsberg, Allenstein and Gumbinnen), where the proportion of children suffering 
from trachoma was high (13.5 per cent in 1889, 3.6 per cent in 1905). In Prussia, 11,567 cases were reported 
in 19412 and 12,220 in 1913, while, after the war, the number decreased to 1,095 in 1923 and increased again to 
2,201 in 1925. 

The official Prussian report states that the decrease was really less, due to insufficient examination of the 


school-children since the war. 352 were reported in Bavaria in 1925, 67 in Baden, 49 in Mecklenburg-Schwerin 
and 39 in Brunswick. 
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Greece. — The parts of Greece most affected by trachoma were the islands of Chios, Mytilene and Crete 
and the district of Laurion. During 1924, 3,000 trachoma patients were treated in Chios and 2,000 at Mytilene. 

Poland. —- The exact number. of trachoma cases in Poland is not known, but it is stated that the disease 
constitutes a serious public health problem. The eastern and south-eastern provinces which present poor 
social and sanitary conditions are most affected, but the disease is common also in the west. The Public Health 
Service is investigating the trachoma problem in public schools, asylums and orphanages, but complete data 
are so far not available. It may be mentioned, in order to illustrate the seriousness of the trachoma problem 
in some of the schools, that in Pomerania, out of 1,477 children examined, 485 — that is: 33 DS cent — were 
found to be suffering from trachoma. 


CASES OF TRACHOMA REPORTED IN PoLanp, 1922-25. 


Geographical Districts 1922 1923 1924 1925 
Basternaa. wee eet ce nae aes 730 Do. 578 1,013 
asl COmeral ee aneeee: 6 yc Nae siete) 443 459 1,240 
Weit-Gen tral taterg sss fir otann ene 1,188 2,523 986 1,202 
Weaucrin Mpeniete & oo sg sep ls bie 438 523 921 1 29e 

Paybalng shar. ache eras 2,695 4,046 2,944 4,746 


U.S. S. R. — The number of reported trachoma cases increased from 133,887 in 1923 to 518,112 in Be 
and to 792,476 in 1925 — an increase which is probably due to improved notification. 

It is seen from the table below that trachoma is most prevalent in Eastern Russia, especially in the Viatka- 
Vietluga, Ural and Middle Volga districts. Its incidence is higher in Western than in Central Russia and the 


Ukraine. 


GEOGRAPHICAL DISTRIBUTION OF TRACHOMA CASES REPORTED IN THE U.S.5. R., 1924-25. 


Rate per 

Geographical Areas 1924 19265 100,000 

in 1925 
IN OGL aaGebiier ears o<\ x) -+': apes Coane emia Pee h ay 4,487 191 
North-Western .. . Dit gee ae 12,800 17,114 479 
Western and White as hy (pS SNC gas 36,386 58,533 658 
(Serr Lt EY etc co ecw Tien wll ake 47,979 43,251 227 
Centrateblagh Harta (05, + sy 5 weet 15,604 24,948 232 
Mid leey Glitabey mir. chst cake cee ok aretha aint Bh 12 ae ceed oe 1,368 
WO Wary DlGnew ee cel eee So ae 36,731 40,200 793 
Viatiooe VIAL amare fiir, a WR ER nn ole ee (ieAcyl 115,587 3,403 
Ural yaya ae be atin. <a 73,214 93,365 1,185 
North Caucasus ind aon Pe ee Tees 9,949 24,983 339 
Ula nets i ere oh str, Ba 49,592 70,216 254 
"Trams CAUCASUsmar uty alae ls, ed ye es Re 30,660 45,982 811 
Siberia sir. waaees. ie: Mgt eRe ss Mie He x oo 55,629 65,910 591 
CNT RAMA GION, Guha tee marie he ele hoi loc. Bete 18,693 46,827 415 
Railways and atenvase Stk ya ae ee 648 3,436 -— 
SOLO Lamm atte hota tint 10h Ue 518,142 792,476 592 


Spain. — According to the latest available information, 49,413 persons were known to suffer from trachoma; __ 


the following forms of the disease are given: 


With granulation, scars, pannus, entropion and ulcer of the cornea . 6,038 
Withexerosipsn ee eaiet .) ee meses i AT Tick Pees bogs Deh ARR 3 gs Ca 875 
Granulation. without pannus, * cides Ret Gs ae ean 26,377 
Granulation and pannus... . Lie ARE ahs ae en 2 9,745 
Granulation, pannus and ulcers at che. GOPHER Line VA UFR he aN 4 6,378 


In 45,140 cases: both eyes were affected, in 4,273 only one eye. 


- 542 cases were reported in 1925, as against 488 in 
1924 and 1,282 in 1923. The data for 1924 show 1.3 cases ae 100,000 inhabitants for Malta, and 9.6 for Gozo. — 
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Iraq. — It is estimated that 80 per cent of the population of Baghdad (270,000) have trachoma, and a very 
large proportion of these sustain permanent damage to the vision. 

During 1923, 477 cases were treated in Civil Health Service Hospitals and 387 during 1924. In 1923, 
9,721 new trachoma cases came for treatment to the four trachoma centres established by the Baghdad Munici- 
pality; the number rose to 16,838 new cases in 1924. 


Syria. — The following data concerning “ophtalmie granuleuse’’ were reported in the annual medical 
report for 1921-24. 


CASES OF “ OPHTALMIE GRANULEUSE”’, 


1921 1922 1923 1924 

UEVTUS TR adie Gs Re AG aia dO 4. — — — 
PIED OMM CE en Mes ent ea ys 9 101 54 18 
SOUsie CODA O © mee Mak ele 54 65 pS. Jia 
BICHIITGE OD ANOS ee cee. ote ee. 30 125 42 35 
BAAS are yr Tae R I lei 4 42 -_— — — 
LOCAL Miata ae Ps Se 106 291 118 128 

Australasia 


New Zealand. — Notification of trachoma was made obligatory in 1917. The number of cases reported 
annually varied from 8 in 1918 to 20 in 1924 and 29 in 1925. 


Africa 


Tunisia, — Trachoma is a serious problem in Tunisia. Among 6,337 persons admitted to the ophthalmic 
clinic in Tunisia in 1923, 3,000 were found to be suffering from trachoma (47.5 per cent). 


ANTHRAX 


Statistics regarding the prevalence of anthrax are received only from few countries; information is scanty, 
especially for Asia, Africa, South America and the Balkan countries. The disease is obviously not very pre- 
valent in North America, and in Northern, Western and Central Europe, but seems to constitute a more serious 
problem in the south-eastern territories of the Soviet Union. 


ANTHRAX CASES REPORTED IN VARIOUS CouNTRIES, 1923-25. 


Country 1923 1924 1925 Country 1923 1924 1925 

eae. gh 7 di 14 Serbs, Croats and Slovenes 
Czechoslovakia... . 54. 67 47 CITA SOI ee tau, — — 501 
| VCE td Gl 1 8 3 SWitzerland ace.) | 02 2 2 4 
Meminoy.. .  . 106 118 165 eS bee meena a 7, 004% 315 496s O41 72 
Gi 2.205 e271 20° 4,656 United States (19 States) 137 170 105 
Memimania?-. i. 8... 14 2 5 Urug wa werner ay. hy, 186 103 138 
RMS os 58 69 75 AUISERAUA Aes ses SL 3 4 3 
[ratienr ie mayen wet”. 5 11 4 10 


Anthrax appears to be rare in Northern Russia and not very common in Western and Central Russia and 
in Siberia. Its incidence increases toward the south and is from 16 to 18 per 100,000 inhabitants in the Black 
Soil and Middle Volga districts and in the Ukraine. It is very prevalent in the Caucasus, the Don district and 
in the Crimea. There is thus a much greater danger of exporting the infection from the Black Sea ports than 
from the Baltic. 
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ANTHRAX CASES REPORTED IN THE U.S.S. R., 1924 anp 1925. 


Rate per Rate per 
Geographical Areas 1924 1925 100,000 Geographical Areas 1924 1925 100,000 
in 1925 in 1925 
North-Eastern .... 1 7 0.3 Middle~ Volga’ .....\s. 03 1.411." A626 17.4 
North-Western .... 22 40 Off Lower, V0lgaet vos eee 1,322 . 1,416 27.9 
Western and White Russia 224 208 23 Viatka-Vietluga . . . . 61 79 2.3 
Central Industrial. . . 646 560 2.9 Aa Ar, cae tes, Fe pee 363 552 7.0 
Central Black Soil. . . 2ATS A744 16.3 Siberia. : jee ee asian 588 361 3.2 
Ukraine Res 6 wy ee pee 5.392 J; 5,044 18.2 (central ASlaeyy ar vol eee 647, ee 10.0 
INCA. | Gee. eee Kee onal 264 44.0 Railways and Waterways 148 82 —- 
North Caucasus and Don. 1,544 2,194 32.2 
ranscaucasusa.) :s. }. 625 872 15.4 Total . .- 15,496 Sate. 136 


There was:a considerable increase of anthrax cases in Italy from 1921 to 1924, but the returns for 1925 
are again lower. The disease is of infrequent occurrence in the north, but common in Southern Italy and pre- 
valent in Latium and Basilicata. 


ANTHRAX CASES REPORTED IN ITALY DURING 1924. 


Rate per Rate per 

Province Cases 100,000 Province Cases 100,000 
population population 

Piemont . i} i Latium si “a0 oot eae aie 31.9 
Liguria 14 1.0 Campanian, a eee 200 5.6 
Lombardy 32 0.6 Apulha AMA cA eo ce 206 9.0 
Venetia 10 0.25 Basilicdta: . a: eee Gets) 76.6 
Emilia . . 5 0.16 Calabria * s°) eae ee 283 phen 
Tuscany 27 1.0 Sicily. A: ¢ iA ee eee 252 6.2 
Marches 44 4:2 Sardinia: :.-..0(c ee cee 629 7.3 
Umbria 30 4,7 i 
Abruzzi 113 ais Totela Ty eae 2,728 Ve: 


Anthrax undergoes marked seasonal fluctuations; in Europe the maximum occurs in August or September, 
the minimum in March or April. 


TUBERCULOSIS IN 1925 


The downward trend of the tuberculosis mortality prevailing in practically all the cities of Western Europe — : 


and the United States in the past 40 years has not been altered in 1925. It has reappeared in certain cities 
of Eastern and Central Europe, where wer and post-war conditions had previously checked the decline. 

It is quite obvious that one must not put too much stress on the variations from one year to another, on 
account of the close correlation existing between the mortality from pulmonary tuberculosis and from the other 
pulmonary infections such as influenza. 

Ix is, however, worthy of notice that the larg: majority of European cities show a decline which is consistent 
with their experience of past ‘years. 

Cities of South Americe and India show, on the other hand, an increase in mortality; what part of this 
increase is due to improved registration cannot be determined. ; 

A distinction must be made between the cities, according to the exclusion or non-exclusion of the deaths 
of non-residents in the computation of rate. This is especially important in the case of tuberculosis, since 
many patients go to the cities to be hospitalised and may die there. 

The decline of the mortality observed in European cities 1s of two types: 

The most common is the steady and slow decline with minor yearly variations—example: London, Paris, 
Swiss, Dutch and Scandinavian cities. 


GO 


In Eastern and Central Europe, on the other hand, abrupt changes have taken place in the last years: 
sharp reduction following a period of extremely high mortality. 


Thus the mortality decreased in: 


Budapest from 398 in 1924 to 291 in 1925; 

Vienna from 299 in 1922 to 204 in 1925; 

Moscow from 261 in 1922 to 157 in 1925; 

Leningrad to 284 in 1925, as against 506 for pulmonary tuberculosis alone in 1920. 


If in the former case the steady diminution in the tuberculosis mortality can be ascribed to the gradual 
bettering of living conditions of the population and their progressive immunisation, the marked changes in the 
latter group must be explained otherwise, and the only aeceptable explanation seems to be the mass climination 
of the unfit (and among them the tuberculous) in recent years through starvation and other adverse environ- 
mental factors, and the consequential survival of the fittest. 

This hypothesis seems to be supported by the fact that the course of the general mortality is parallel to 
that of tuberculosis. For instance, in Moscow, the general mortality rate per 1.000 population was: 


1901-10. . . <r - 27.0 per, thousand 1922 eee. 2 29.0 per thousand 
Pee ct ah oo.) D (OL mm airnare os, 14:7 ) 
A ee srs ee TAD » LOA ee ts 1D.8 » 
PAE eee ait) Ale » 1 OCD Ute tee eR gees koe ) 

Bet dem res tars, f 2023), 4 » | 


The diminution in the number of active tuberculosis patients will of course tend to lessen somewhat in the 
next few years the amount of infection in these communities, but this may not have a very lasting effect. 


One must expect a wearing-off of the influence of the abnormal changes in the composition and res’stance 
of the population brought by the events of the past years and a readjustment between the mortality and the 
actual environmental conditions. 


Such was the course of the mortality in Western European and in American cities, when, after the sharp 
drop in the mortality following the influenza epidemic of 1918, there was an apparent check in the decline before 
the old downward trend of the pre-war days was resumed. 


The urban rates of tuberculosis mortality are not absolute indices of the actual mortality in the different 
countries, because rural and urban rates are not identical. However, knowing the trend of both urban and rural 
mortality, we may with a certain degree ot accuracy forecast the future course of the mortality in a given-country. 


It is seen from mortality figures for the last 50 or 75 years (when they are available) that the urban rates 
have been considerably higher than the rural but that their relative height has not been constant. The period 
of maximum tuberculosis mortality was earlier in the cities than in the country. The decline was felt, therefore, 
in the cities sooner than in the country, so that at the present time in all Western European countries the urban 
rate is declining; in the more industrialised and urbanised areas the country rates are also declining (in England, 
Scotland, Germany, New England, etc.), but in others, country rates are still stationary (period of maximum 
mortality), as is the case in France, Ireland and Switzerland. In others, country rates are still going up (in 
Japan, the Balkans, in some provinces of Spain, Sweden and Norway). 


The situation can therefore be summarised thus: under normal conditions the decline in tuberculosis mor- 
tality is felt in the cities sooner than in the country; in the urbanised industrial States sooner than in the agri- 
cultural states, notwithstanding the fact that urban rates have remained constantly higher than the rural. 


Though tuberculosis mortality is declining in most countries of Europe, in the registration area of the United 
Status, in Eastern Canada, in Australia and New Zealand and in the cities of Japan, this decline is not world- 
wide. Indeed, the mortality from tuberculosis is stationary, if not increasing, in most countries of Central 
and South America, in India, the Malay States, French Indo-China, China, as it appears not only from official 
mortality records, which are scarce, but mainly from observations of local physicians. 


In Equatorial Africa, tuberculosis brought by the European colonist is gradually spreading into the interior. 
Pirquet tests carried out among the population of the coastal towns in recent and in pre-war years show a 
marked increase of their tuberculisation. In French North Africa and in the Union of South Africa, where 
the tuberculosis bacillus was introduced much earlier, tuberculosis mortality is on the wane among the white 
population, practically stationary among individuals of mixed blood coming into close contact with the whites, 
and still increasing among the natives of the interior. 
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MorTALITY FROM TUBERCULOSIS IN VARIOUS CrTIES IN 1924 anv 1925. 


1924 1925 
Cities Population Deaths Rates per Population Deaths Rates per Increase or 
mm thousands 100,000 in thousands 100,000 decrease %, 
(a) Tuberculosis, all forms. 

EvuROPE: | 
iracow*, ie wo Soo ee 185 633 342 196 432 220 — 35.7 
Budapest*! (ath 958 3,816 398 961 2,798 2oie —- 26.9 
Bologna *: Vo eace wae 217 459 212 224 378 169 — 20.3 
priéste:s: ; Take cariams 245 831 339 249 700 281 174 
Berlin. ge see eae 4,032 5,860 145 4,014 4,867 121 — 16.6 
Copenhagen* ... . 580 742 128 587 634 108 — 15.6 
VGLIGE i. hme). eee ee 195 478 245 201 416 207 — 15.5 . 
Hambure =a) ss ee 1,091 1,439 132 1,079 1,234 114 — 13.6 
Oslo = i, ago wane! 258 467 181 258 431 167 
Brossels* cre ca, wou 808 1,242 154 818 1,109 136 
Golopne*; (igo sr cen. 713 980 T57, 727 883 121 
26 Swiss Cities* . . . 1,107 1,546 140 1,166 1,458 125 
Dresdent.1ae en ee 610 833 137 619 759 123 
Stockholm sem. se lane 425 725 ay 439 675 154 
Madrid? me nuene 783 2,151 275 783 1,983 253 
London* Awe ae 4.01 5,320 116 4,602 4,932 107 
GlascowSsae es. a 1,054 a 145 1,057 1,413 134 
Leningrad 7 «ee 1,043 3,204 307 1,085 3,078 284 
Sevilla «oc rmene, Bees 211 923 437 214 857 406 
Brunn ).) eee, ose 222 5D4 250 222 p17, 233 
Breslau* Say au 565 789 140 DoD 729 131 
Rotterdamme, (2. . 540 630 L507 548 602 110 
Munich* ale ae 690 854 124 681 800 pe 
Barcelona tye ita": 739 1,427 193 739 1,366 185 
Belfast* Aero. 434 773 178 438 702 172 
Tallinnixttaeur ae 122 345 283 127 348 274 
The Haguetot, vse 387 346 89 394 341 87 
Valencia 2° 277 02% 260 478 184 260 467 180 
Moscow, 2) eee aa MWe 2,834 - 160 1,855 2,921 157 
Parts tisfe, ae ee 2,906 8,219 283 2,906 8,134 280 
Amsterdam* 7)... ; 712 694 97 718 693 97 
Edinburgh*® $5 45. 426 967 133 427 566 133 
Pravue* sie ne 702 1,224 174 743 1,244 174 
Strasburyee va. 167 394 236 167 394 236 
Genoda* sai aa 314 674 214 a0 734 219 
Lille*)Jia-aitieeacec eo 201 489 243 204 506 252 
Milan* Sven alse oe 847 1,554 183 722 1,376 191 
LiOdZ +t ying eapey yee 527 1,474 280 527 1,545 293 
Dublin te yee 435 762 175 438 814 185 
Vientia Sa 1,868 3,345 179 1,870 3,811 204 
Lyon < s+. ca eae 562 1,281 228 562 1,465 261 
Pilsen, sae BU aaa eee 108 219 203 108 260 241 

AMERICA: 

New Orleans .... 410 690 168 414 554 133 
New) York's.) aay « 6,016 5,587 93 6,252 5,469 87 
Boston): ih yee een, 777 798 103 780 768 98 
Chicago’ «. emer nee 2,943 2,456 83 2,995 2,482 83 
a0" Paulo. *. amie 720 2 824 104 850 914 107 
San Francisco. . . . 548 524 06.5 558 572 103 
Ot. qLOUIS: :/ Saeeeraine $13 577 74 $22 743 90 
Buenos Aires? . . . 1,812 2,976 164 1,856 3,682 198 


* Excluding non-residents. 
1 Data for eleven months. 
2 Data for ten months. 
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1924 1925 
Culies ' Population Deaths Rates per Population Deaths Rates per Increase or 
in thousands 100,000 in thousands 100,000 decrease °/, 
AFRICA: 
Adexandria ... .-. . 477 Toh Rey | 487 710 146 —- 7.0 
O03 Ya ao 804 903 112 819 966 118 + 5.4 
ASIA: 
ESTELLA: Pcp Ee is 308 1,902 617 308 4,132 368 —— 40.3 
pigopere*! 3"... 396 1,206 305 396 1,257 EW + 3.9 
(b) Pulmonary Tuberculosis. 
EUROPE: 
OS SE aie ae ei ae 154 540 304 154 646 AAQ + 19.4 
AMERICA: 
Montevideo? ... . 393 944 262 423 1,057 272 + 3.8 
IAN Stl Aey ayy oa 387 Jip 252 399 1,062 266 + 5.6 
ASIA: 
Bam ay are. ra 1,149 1,365 424 1,259 1,160 94 —- 22.3 
RRiras 8st 527 1,339 260 527 1,468 284 + 9.2 
Memettd seb Ye. 1,077 2,007 198 1,077 2,312 228 + 15.2 
Pram OOT 75.0... Gxt 346 941 350 346 1,168 43h + 24.0 


* Excluding non-residents. 
1 Data for eleven months. 
2 Data for 51 weeks. 
3 Data for 49 weeks. 


INFANT MORTALITY 


It will be seen from the table on page 149 giving infant mortality rates for the years 1924 and 1925 for a 
number of cities in different parts of the world that, broadly speaking, the rate was lowest in Northern, Western 
and Central Europe and in the United States and highest in Southern and Eastern Europe and in Egypt. In 
other words, the infant mortality was lowest where the birth-rate was low, the climate not extreme — especially 
without high summer temperatures of long duration — and where sanitary conditions in general were good. 

It appears, however, that a high infant mortality does not invariably result from a moderately high birth, 
but that their frequent relation rather depends on the fact that large families are more common among the 
elasses which live under unsatisfactory social and sanitary conditions. This is shown by the data for the Dutch 
cities, where the birth rate (20.6), as seen from the figures on page 148, was considerably higher than in most 
other cities in Northern and Central Europe and where the infant mortality rate nevertheless was lower than 
anywhere else. There can be little doubt that this favourable condition must be largely due to the climate 
of the Netherlands, with its mild winters and cool summers, to the prevalence of breast-feeding, to the cleanliness 
of the people, and tothe fact that housing conditions generally are better than in most other parts of Europe. 
There is less overcrowding, and the dominant type of dwelling, as in England, is the one- or two-family house. 
In 1925, the infant mortality was only 37 per 1,000 live births, ¢.e., 96 per cent of the children born alive survived 
the first year of life. In the cities of Egypt, on the contrary, about one-fourth of the new-born children did not 
survive the first year. 

In Europe, the lowest rates next to those of the Dutch cities were those of the Scandinavien capitals, the 
Swiss towns and London. Thus, in 1925, the infant mortality rate for Oslo was 42, for Stockholm 48, for the 
Swiss cities 49, for London 66, and for Copenhagen 67, per 1,000 living births. Among the cities of the United 
States included in the table, San Francisco and New York had the lowest figures: only 50 and 64 respectively. 


— 72 — 

The rates were mostly below 100 in Northern, Western and Central Europe. Only at Glasgow; Dublin, Belfast, 
Munich and Prague were they slightly higher. The infant mortality rates were higher than 100, on the other 
hand, in all cities of Southern and Eastern Europe with the exception of Milan and Genoa, where it was 87 and 
71 respectively in 1924. 

Comparison of the infant mortality rates for 1924 and 1925 shows only trifling changes, except for the 
relatively few towns included in the table below. It need hardly be pointed out, however, that changes occurring 
within a single year need not be significant and do not necessarily reflect the general trend. 


Percentage 
Towns Infant mortality rate increase (+) 
1924 1925 or decrease (---) 

in 1925 
Milla HR) Seis 9 bel oo a dy 87 101 + 16 
Boelfast:< 0, Woe ee ces. hae 85 108 + 27 
pes OT Aaa i: We OU aed ca bk 132 191 + 45 
Gena hia SUR Re 0 Seen 71 1412 + 58 
Lowers ov pi wos t. .n.s Sane 126 208 + 65 
Upneraiiovpteny i. cetera 166 303 + 83 
VER CE. cr auyotenen .U aiatte™ paee 147 128 — 13 
SlaRDOW.S ames Uk”: Nad ara | 119 101 — 16 
Budapest a eaten re ts ee 155 126 — 18 

CEAGO Wear. - her .5 Ao dai 131 108 pepe sd 
MEDIC Ra ath Ss Sl oe 129 105 — j9 
De VBLle Ay oo ttt yore! Gab are ee 200 . 153 — 24 
Wiebe Wee hans) 28, outer eine ot ee 238 160 — 33 


When studying the table on page 149 with special reference to seasonal fluctuations in infant mortality, 
two facts are at once apparent: that the summer maximum is mostly very little marked, if not, as for instance 
in the Netherlands, wholly absent, in Northern, Western and Central Europe and the United States, and that, 
on the contrary, there is a very marked rise inthe infant mortality during the hot season in Southern and Eastern 
Europe as well as in Egypt. It is obvious that climatic conditions favour the lower summer mortality in the 
northern countries, but it will be recalled that even there the infant mortality was excessive in the summer 
months before the great gencral decline set in some twenty or thirty years ago. 

The seasonal curve rises highest in Egypt, where during May-August the infant mortality rate was between - 
400 and 500. Among European cities, Seville, Madrid and Moscow show the highest summer mortality; in 
Seville it rose in June to 293, in Madrid in July to 238, and in Moscow in the same month to 227. The lowest 
summer death rete was in the Dutch cities, with an average for June and August of only 31. An exceptionally 
low figure, though for a single month only, was recorded at Stockholm, where the infant mortality rate fell to 
19 in July. 

The immense difference between the cities with the highest and the lowest infant mortality rates in the 
table shows the great possibilities for improvement which still remain. The table below shows the progress 
which has already been achieved in certain cities. 


Inrant Morrariry Rares in Dirrerent Crtres, 1881-1925. 


Cities 1881- 1886- 1891- 1896- 1901- 1906- 1911- 1916- 1921 1922 1923 1924 1925 
1885 1890 1895 1900 1905 1910 1915 1920 
Gondon 43... )ekese 50 453 156 Se Gout aoe Zest 00 92 81 75 61 aes 
Edinburgh); >. seas 427) «136 "140 Aaa 134 AIO) 415 > 105 96 91 82 89 
Glasgow 20.0. ee 1 Dd 143. 446 AeA eet 434 dis aM OGmen a 90> a9 
Dublin of S76 475 469 shire bS aaa ht ALG. fan ae eee 118 
Paris 20s * .5 Sete O24 528 135 051 aaa 10 een feet 4 95 87 GOH Setcses 
Berlin i on): dies UO 204 | OL9 20918 00 el Gage eG A ahi A One med oe 96 
Hamburg .2. 0 0) 1222" 260-2) .926") 188 Tae. GO te 40) Od gs RUG Sea 86 
Stockholm i: 4 fis6)>.208 182). “470% ° 469.8 fase © 103 80 64 61 52 Do Seen 


67) CHR Me oa Or eaes \o/+¢ 156.9168 4) 158 edb 2a 19 96 98 68 D4 68 47 47] 


ek ee 


Cities IS8I- 1886- 1891- 1896- 1901- 1906- 1911- 1916- 1921 1922 1923 1924 1995 
1885 1890 1895 1900 1905 1910 1915 1920 

ROPOMIG so. ki. DU porn sae bel Oy) OC ee ee ae es 4939 44300) 25> 405 98 aoe 
CE Ca Th gota peta Ae Zope Omen wel... A Og Metoo mie Ore oo 447. 444. 93 Sur ANG 
POUODeSb a. eee eee oan Ge Ae et ot OOM ety ats 160 ¥<468° “166 °155 126 
ESS aa 15G tee Ol goose 7). 1468 2 oie P29") 499" 4104 96 102 BAAS 
PeeWee es DAU EG OAUie. Go hone 200 202s aioe e200) 249 177 — 
Earenos. Aires... . POO cee 1 teen 4 2) 93 100 — _ — —. — 85 86 


It will be seen that only in a few of the above-mentioned cities was there any steady decrease of the infant 
mortality as early as in the eighties of last century. The decrease did not set in at Berlin, Hamburg, Oslo, 
Milan and Buenos Aires until the beginning of the nineties and in Vienna, London, Edinburgh and Dublin 
not until the beginning of the twentieth century. 


STATISTICS | 
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Notifiable Diseases 


in 1925 


r of the French, by continents and countries, except for several countries which, 


through technical exigences, have been displaced.) 


AFRIQUE EQUATORIALE FRANCAISE — FRENCH EQUATORIAL AFRICA 


wR Gree 


AFRIQUE - AFRICA 


pn 


(Population: 4234900. EH. 1925.) | 
Sources: Rapports pU MINISTERE FRANCAIS DES COLONIES. — REPORTS FROM THE FRENCH MINISTRY OF COLONIES. 
COMPTE RENDU DES MALADIES PESTILENTIELLES. | 
| 
1925 
: ; ¢ | 
Maladie — Disease Janv | Févr.| Mars | Avril} Mai | Juin | Juill. | Aoadt | Sept. | Oct. | Nov. | Dée. 
Total || Jan. | Feb. |March| April} May | June | July | Aug. | Sept. | Oct. | Nov. | Dee! 
Lah | ae eee Pr aes heater aie ne gm ee | 
Dysenterie Dysentery of 279 ee ee | SS aegee ea pak) 97 34 36 24 —| 53] am 
D. 94 32 24 9 7 — 22 — 
Fiévre récurrente Relapsing fever C, om $$ §§ §§ $$ §§ §§ 8 §§ 26 30 10 — 
D. | 1405 || 344 | 963 | 75 | 24 eas 0; | 1 3 4 | a 
Fiévre typhoide Typhoid fever C. 0 0 0 0 2 0 0 0 0 0 0 0 0 
Méningite cérébro- Cerebro-spinal 
spinale meningitis C. 2 0 2 0 0 0 0 0 0 0 0 0 0 
Trypanosomiase Trypanosomiasis  C. 164 — -— — — | 416 48 — — — — <<. >| 
Variole Smallpox aS 22 §§ 5 § §§ §§ 6 14 §§ 0 § coi _> 
Beriberi Beri-beri C. 45 — o 441 Aa 23 — — = ya 
1B 6 = == pais 6 ae —— pay nek — 
AFRIQUE OCCIDENTALE FRANCAISE — FRENCH WEST AFRICA 
Sources: Rapports DU MINISTERE FRANGAIS DES COLONIES. —- REPORTS FROM THE FRENCH MINISTRY OF COLONIES. ‘ 
COMPTE RENDU DES MALADIES PESTILENTIELLES. 
Danomey (Population: 842 240. R. 1¢? juil. 1921.) 
Dysenterie Dysentery C. 247 §§ 60 60 § se § 92 15 20 — — _ 
Fiévre récurrente Relapsing fever  C. 640 — §§ — |} 500 — 0 0 0 40 100 — =| 
D. 270] coer ee 1) 22000 Pees 0 0 0 30 40 2 _ 
Lépre Leprosy C. 6 0 0 0 0 0 0 2 4 0 0 0 0 
Paludisme Malaria C. §§ $$ §§ §§ — § § §§ — — — — 
Variole Smallpox Cc. 53 § §§ 53 §§ — § 0 § — § — t 
Haute Voita — Upper Vouta (Population: 2973440. R. 41¢e _t—s—SSSSSSSCS ATE VouTa — Upper Vouta (Population: 2973440. R. 4° juil, 1921.) 0) 49215 
Dysenterie Dysentery Ge 204 —— —— is: = = — 1 203 — “Dysenteric,  Dysntery cg. | ame —| —|.—] —| —| =] a [am] =) SS) ae — — — 
Fiévres typhoide Enteric fever be 5 0 0 0 0 0 0 0 0 2 2 — a 
et paratyphoide D. 2 0 0 0 0 0 0 0 0 0 0 1 i 
Fiévre récurrente Relapsing fever CC. 1565 78 236 | 173 311 74 427 § 0 51 52 239 | 230) 
ie 401 26 37 49 83 38 110 0 0 at 20 37 37 
Lépre Leprosy C. 119 — § os — = — — | 119 — — — — 
Méningite Cerebro-spinal a 
cérébro- spinale meningitis C. 15 2 6 7 0 0 0 0 0 0 0 0 .| 
D. 8 2 6 — 0 0 0 0 0 0 0G. ee 0 
Rougeole Measles C. F415 || Serres ae ob aes 5 | 44). ee | — | ae 
D. 275 Say oe Fels 275 —) | | 
Trypanosomiase Trypanosomiasis § C. 6 — 3 — 3 — — == a 
Variole Smallpox cc 4159 § § § | 114 88 | 940 — — 7 — § 
D. 56 — — — — 39 17, — Se == = = 7a 
Nicer (Population: 1084040. R. 1°? juil. 1924.) 
(] 
Dysenterie Dysentery ‘By 1 0 0 0 0 0 0 1 0 0 0 0 0 
Fiévre récurrente Relapsing fever  C. — §§ §§ §§ §§ §§ — § — | 
D. 814 |] 367 | 403 |, Fh “ttl 44. —]° =|) = | eee 
Meéningite Cerebro-spinal 
cérébro-spinale —_ meningitis C. 3 1 2 0 0 0 0 0 0 0 0 0 0| 
D. 3 2 ‘“ 0 0 0 0 0 0 0 0 0 0 
Trypanosomiase Trypanosomiasis C. 3 1 2 0 0 0 0 0 0 0 0 0 0| 
D. Y) 1 1 0 0 0 0 0 0 0 0 0 0 
Variole Smallpox C. 49 0 — § hh 5 0 0 0 0 0 0 | ae | 
D. 6 0;| == + 5 1 0 0 0 0 0 0 0 
SENEGAL (Population: 1 225520. R. 1¢T juil. 1921.) @ 
| | 
Diphtérie Diphtheria C. 3 3 — 0 0 0 0 0 0 0 0 01) ee | 
D. 4 in eae 0 0 0 0 0 0 0 0 O |. 
Paludisme Malaria C. 124 § ~- § §§ § § | 124 §§ § ~~ —-| — 
Peste Plague C. 402 |, 0 0 15 87 63 35 119 38 29 23 0 0 | 
D. 235 0 yet Wena Poe Fe 275 TAG 70.) 723"|0 Aap 0 | a 
Rougeole Measles C. 236 — — § §§ 68 58 68 42 § — —4 ae 
By 70 — — — 20 24 — 15 vet — — — | | 
Variole Smallpox Gi 9 apy as. 0 §§ 9 0 0 0 0 0 0 | Mee 
D. 2 . 0, = 0) 2 0 0 0 0 0 0 | 
SS 
§ Quelques cas. — A few cases. q 
§§ De nombreux cas. — Numerous cases. 
T Quelques décés. — A few deaths. 
tt De nombreux décés. — Numerous deaths. 


Note. — Les données sont incomplétes. — Data are incomplete. 
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ALGERIE — ALGERIA 
(Population: 5 806 090. R. 6 mars 1921.) 


Source: BULLETIN SANITAIRE DE L’ALGERIE. 
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1925 
Maladie — Disease Total |Total|Total | Total |Total - 
1924 | 19221923 | 1924 | 1925 |/Janv.| Fév. | Mars; Avril | Mai | Juin | Juil. |Aodt | Sept.| Oct. | Nov. | Déc. | 
Jan. | Feb. | Mar. | April | May |June | July | Aug. | Sept.| Oct. | Nov. | Dec. 
Cas Cases SO. | a 
Conjonctivite purul. Purul. conjunctivitis 
et ophtalmie gra- and granulous 
nuleuse ophthalmia 0 4 6 17 3 0 0 0 0 4 0 0 0 0 2 0 0 
Coqueluche Whooping-cough 18 20 50 25 42 2 4 7 17 5 a 1 4 1 0 0 3 
Diphtérie Diphtheria 126.1) 370-) 439 5S 302 45 24 34 30 22 17 28 12 30 45 | 46 45 
Dysenterie Dysentery 41 | 1148 | 306 139 | 143 4 3 0 2 3 14 56 24 6 6 15 44 
Encéphalite létharg. Encephalitis letharg. 44 13 7 4 2 0 1 0 1 0 0 0 0 0 0 0 0 
4 Erysipéle Erysipelas 38 30 29 50 68 8 8 10 2 8 10 5 re 9 3 2 4 
Fiéyre méditerran. Mediterranean fever 18 11 9 5 10 1 0 4 fi 0 3 0 0 0 0 0 4 
Fiévre récurrente Relapsing fever 18 5 4 1 0 0 0 0 0 0 0 0 0 0 0 0 0 
Fiévre typhoide Enteric fever 1285: | 751 | 712 | 750 | 615 39 37 25 40 34 39 58 50 67 | 100 54 75 
Grippe Influenza 204 | 944 | 411 184 | 126 40 42 21 10 3 2 0 3 1 2 1 1 
Infections puerpérales Puerperal infections 1402 33 19 11 20 4 4, 1 1 3 Q 4 0 Q 3 4 4 
Lépre Leprosy : 1 4 3 2 2 1 0 0 0 0 0 0 1 0 0 0 0 
Maladies 4 trypano- Trypanosomiasis and 
some et 4 pyro- Kala-azar 
plasmes | 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 
Maladies cholériformes Cholera nostras 2 32 AS i! 0 0 0 0 0 0 0 0 0 0 0 0 0 
Méningite cérébro- §$ Epidemic cerebro- 
spinale épidém. spinal meningitis 31 61 61 38 51 5 5 9 ra 3 12 3 0 0 1 Q 4 
Oreillons Mumps 858 | 395 | 949 | 875 | 590 89 | 171 94 88 40 29 11 14 4 6 10 34 
Paludisme Malaria 456) 22065 1231 148 35 3 2 0 1 3 1 6 il fi 2 3 0 
Peste Plague 195 19 6 7 4 0 0 0 0 1 0 0 0 0 4 4 0 
Pneumonie et broncho- Pneumonia and 
pneumonie broncho-pneumonia 736 {1563 11226 | 392 | 463 54 54 66 75 52 43 15 18 15 22 25 OT 
Poliomyélite aigué Acute poliomyelitis 13 5 1 4 
Rougeole Measles 726 |1647 | 692 | 650 | 854 89 Souda eLs 72 43 31 23 8 4 29 | 185 
Scarlatine Scarlet fever Fa fe ls WB eS HS ab Pea iRe Sn ATG) 35 35 30 24 15 14 26 13 9 4 5 10 
Suette miliaire Miliary fever 0 0 1 1 0 
Teigne Favus 3 4 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Tuberculose pulmon. Pulmon. tuberculosis LATA OR S23 ele Sol. ls oe8 Su 89 7193 48 56 ae 63 40 12 Sieh dau 43 
Typhus exanthém. Typhus 6360 ]1233 |1666 | 471 | 540 24 3 42 | 105 97 | 4114 The} 22 7 7 10 10 | 
Varicelle Chicken-pox --= — — | 129 } 124 6 J 8 6 6 29 10 12 2. Q4 8 Le 
Variole Smallpox 755 | 184 | 144 | 483 (1747 || 170 FOI AOL 104 AS OR 2 5a eeds 73 46 75 | 140 } 440 
ECE essere 
Note. — Les données mensuelles sont provisoires ; les totaux annuels sont corrigés. — Monthly data are provisional ; annual totals are corrected. 
| ¢ 
ie BASSOUTOLAND — BASUTOLAND 
fi 
1 
(Population: 498 784. R. mai 1924.) 
Sources: Tue Lancet, Lonpon, Marcu 10th, 1923. 
RAPPORT ANNUEL DU MEDECIN PRINCIPAL, 1923. — ANNUAL Report oF THE Principat Mepicat Orricer, 19238, 
Rapports DU MINISTERE BRITANNIQUE DE SANTE, 1924-1925. — Reports FROM THE BritisH Ministry oF HEALTH, 1924-1925. 
nA ‘ Méningite 
Periode si haere tye = Dysenterie Grippe cérébro-spinale Pneumonie ee Variole 
F oe ae otiod : ete Dysentery Influenza Cerebro-spinal Pneumonia ant Cad rae Smallpox 
our-week period ending: meningitis yphus 
' (Ge D. G: D. G: 1B). G. D. C. D. (Ce D, 
Total 1921 187 14 963 2 — — 79 2 503 93 521 53 
» 1922 89 2 530 2 h —/ Dd) 6 402 70 421 46 
» 1923 56 1 337 0 8 1 106 2 958 420 617 14. 
» 1924 110 0 693 0 3 2 149 2; 556 41 227 us) 
» 1925 131 0 599 0 3 1 154 1 58 6 54 0. 
Janvier—January 24 A 0 38 0 0 0 12 0 1 0 20 05 
Féyrier—February 24 20 0 34 0 0 0 7 0 9 0 7 0 
Mars—March 94 17 0 24 0 0 0 5 0 9 4 AW 0 
Avril—April 18 494 0 29 0 0 0 9 0 3 0 7 0 
| Mai—May 16 8 0 36 0 0 0 15 0 3 0 0 0 
| Juin—June 13 5 0 20 0 0 0 8 0 2 0 0 0) 
Juillet-—July 4 4 0 16 0 4 0 3 0 3 0 0 0 
| Aotit—August 8 3 0 31 0 1 1 12 0 0 0 0 0: 
Septem bre—September 5 4 0 153 0 1 0 15 0 9 4 0 0. 
) Octobre—October 3 8 0 50 0 0 0 42 4 10 0) 0 0 
Octobre —October 31 3 0 56 0 0 0 45 0 0 0 0 0 
Novembre—November 28 Zo 0 56 0 0 0 23 0 2 0 0 oa 
| Décembre—December 26 16 0 46 0 0 0 15 0 2 0 0 0: 
1926 Janvier—January 2* 2 OTS) 10 0 0 0 3 0 5 4 0 0 


_ * Une semaine seule 


ment. — One week only. 
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CAMEROUN (Pays sous mandat francais) — CAMEROONS (French Mandated Territory) 
(Population: 3 000 750 R. 4. juil. 1921.) 


Sources: RApports DU MINISTERE FRANCAIS DES COLONIES. — REPORTS FROM THE FRENCH MINISTRY OF COLONIES. 
COMPTE RENDU DES MALADIES PESTILENTIELLES. 


1925 
Maladie — Disease : 
Total || Jany. | Févr.| Mars | Avril | Mai | Juin | Juill. | Aoait | Sept. | Oct. | Nov. | Dée. 
1925 || Jan. | Feb. |March| April | May | June | July | Aug. | Sept.) Oct. | Nov. | Dee. 
Lépre Leprosy C. 704 — 591 — = — — 88 — — 25 — — 
Dysenterie Dysentery CG. | 2569 83 65 | 144 | 144 74 40 §§ | 445.| 578 | 993 [aja 
1: 33 5 1 3 yi) 5 — oe 8 1 3 = 
Fiévre récurrente Relapsing fever (, 1004 §§ §§ §§ SS ee) §§ 1 “445%, 2048 — 14 | —) 
Méningite Cerebro-spinal 
cérébro-spinale meningitis G. 5 4 0 0 0 0 4 0 0 0 Fe seh oa 
D: 2 4 0 0 0 0 4 0 0 0 — — —— 
Trypanosomiase Trypanosomiasis C. | 15020 || 7807 | 1704 §§ | 2508 | 443 |} 505 | 553 | 349 | 327 | 3419 | 281 | 228 
D.'| 458 |] 458) oth) tt] ttl, ttl tt] tt) fe) 
Variole Smallpox C. 32 Dam 0 4 tle: 13 2 0 0 0 A — — 
D. 1 0 0 0 0 1 0 0 0 0 0 — — 
§§ De nombreux cas. — Numerous cases. | 
+t De nombreux décés. — Numerous deaths. I 
Note. Les données sont incomplétes. — Data are incomplete. 3 
b 
CONGO BELGE — BELGIAN CONGO 


(Population: 8 421 374. R. 1920.) 
Cas et décés de certaines maladies épidémiques traités dans les hépitaux pendant l’année 1925. 
Cases of and Deaths from Certain Communicable Diseases treated in Hospitals during the Year 1925. 


Source: RAPPORT DEL INSPECTEUR DU SERVICE SANITAIRE DES COLONIES. 


REPORT FROM THE INSPECTOR OF THE COLONIAL SANITARY SERVICE. / 


Province du Province de Province Province du ia 
Congo- Kasai ’Equateur Orientale Katanga 
Total 

Congo- Kasai Equator Eastern Katanga a. | 
Province Province Province Province a 
Maladie — Disease | 
=| 
Traités | Décés | Traités| Décés | Traités} Décés | Traités | Décés | Traités| Décés 
Treated | Deaths |Treated | Deaths | Treated | Deaths | Treated | Deaths |Treated Deaths 
ae se canaiealieanEEnEEEEEEEEEEEEEEEEE REnEnEEEEmennnnne niaEmenenmeaaeenttt teammate eet SS | SF — ee ae ~~ 
Dysentérie amoebienne Ameoebic dysentery 617 4d 83 4 104 14 39 3 843 59 | 
Dysenterie bacillaire Bacillary dysentery 45 6 99 7 a a 372 94 516 107 
Grippe Influenza 361 10 146 1 124 5 1128 20 1756 36 
Méningite cérébro-spin. Cerebro-spinal mening. 12 5 — -- 23 3 245 212 280 224 
Pneumonie Pneumonia 531 135 18 6 200 27 = —s 749 168 — 
Tuberculose pulmonaire Pulmonary tuberculosis 67 8 33 15 86 14 26 24 212 58 
Varicelle Chickenpox 9 
Variole Smallpox 508 14 395 50 40 1 342 16 1285 84 
Varioloide Varioloid & | 
Total Total 2144 219 774 83 574 65 Bh sy) 366 5641 733 
7 1 
COTE DE L’OR — GOLD COAST | 

(Population: 2 029 754. R. 1921.) 4 

Sources: RAPPORTS DU GOUVERNEMENT DE LA COTE DE L’Or, 1923. — Reports FROM THE GOVERNMENT OF THE GoLp Coast, 192 
Rapports DU MINISTERE BRITANNIQUE DE SANTE, 1924-1925. — . Reports rrom THE Britisu MINISTRY OF HEALTH, 1924-192 
1925 


Total | Total a 


Maladie — _ Disease 4923 | 1924 | 1925 |\Janv.| Fév. | Mars | Avril] Mai | Juin | Juil. ; Aoat)|Sept.} Oct. | Nov. | D 
| Jan. Feb. | March| April| May | June| July | Aug. | Sept.} Oct. | Nov. | D 
Dysenterie Dysentery C. £06 | 293 | 440 13 35 26 ey} 36 24 514 70 48 | 54 36 
Ds 38 28 28 0 4 6 3 1 2 1 3 4 0 2.| 
Fiévre jaune Yellow fever C. 26 8 6 0 0 0 4 0 0 4 0 1 1 1 
D. 18 a 4 0 0 0 0 0 0 1 0 1 0 7 
Fiévre récurrente Relapsing fever C. 160 16 0 0 0 0 0 0 0 0 0 0 0 0 
D. 3 2 0 0 0 0 0 0 0 0 0 0 0 0 
Grippe Influenza on 55 | 86 | 473 4] 18 h & | 48 4 h 0 1 5 | 45 
DD: 0 33 7 0 2 2 0 0 0 0 0 0 0 1 
Méningite céré- Cerebro-spinal C. 0 4 0 0 0 0 0 0 0 0 0 0 0 0 
bro-spinale meningitis D. 0 2 0 0 0 0 0 0 0 0 0 0 0 0 
Peste Plague C. Case 3 0 0 2 4 0 0 0 0 0 0 0 
D. 0 | 273 3 0 0 2 1 0 0 0 0 0 0 0 
Pneumonie Pneumonia C. 332 | 284 | 329 22 47 21 37 47 2) 18 26 27 28 31 
D. 69 60 69 Zz 6 4 2 3 6 6 6 5 9 10 
Poliomyélite Acute polio- C. 0 0 4 0 0 0 0 0 0 0 1 0 0 0 
aigué myelitis D. 0 0 1 0 0 0 0 0 0 0 il 0 0 0 |S 
Variole Smallpox C. 43 | 153 [1468 19 95 | 140 113 42 | 742 | 159 | 130 14 24 5 
D. 0 4 | 150 4 16 10 2 0 70 36 10 4 0 0] 


Ba Ole 


COTE D’IVOIRE — IVORY COAST 
(Population: 1 545 680. R. 1¢7 juil. 1921.) 


Sources: RApPporTS DU MINISTERE FRANGAIS DES COLONIES. — REPORTS FROM THE FRENCH MINISTRY. OF COLONIES. 
COMPTE RENDU DES MALADIES PESTILENTIELLES. 


sss sss sss 
} 1925 | 


i| 
Maladie — Disease rae ) a 
Janv. | Févr.| Mars | Avril | Mai | Juin | Juill. | Aout | Sept. | Oct. | Nov. | Déc. 
Jan. | Feb. |March} April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee. 
Dysenterie Dysentery C. {§§+405) — $§ §§ — §§ SS c= 70 35 —- | —- —- 
D. 28 jf 2 ele aed ee ae pA A 9) bee ; 
Fiévre jaune Yellow fever C. 3 — 0 0 0 0 1 0 z 
: {Dy 1 — 0 0 0 0 1 0 
Méningite Cerebro-spinal C. 10 — ~~: -— — wo 10 - 
cérébro-spinale meningitis D. 3 — — — — — 3 - 
Rougeole Measles C. §§ — §§ §§ — §§ — -— — 
Variole Smallpox C. 1 | — 1 0 0 0 0 -— - 
§§ De nombreux cas. — Numerous Cases. 
Note. Les données sont incomplétes. — Data are incomplete. 
CYRENAIQUE — CYRENAICA 
(Population: 225 000. E. 1921.) 
Source: BOLLETINO DELLE MALATTIE INFETTIVE NEL REGNO. 
1925 
Maladie — Disease pe ieee | { Juil.| Aout | 
“<4 Wt Janv. | Févr. | Mars | Avril Mai Juin —15 | Aug. | Sept. Oct. Nov. Déc. 
Jan. Feb. | March | April | May June Aodt | 16-31 | Sept. | Oct. Nov. Decs 
Cas Cases ( a Mee 4 
_ Diphtérie Diphtheria 6 2 0 0 0 1 0 0 0 0 0 0 0 ory 
_ Dysenterie Dysentery 14 2 4 0 0 0 0 0) 0 0 0 0 0 4 
Fiévres typhoide et Enteric 
paratyphoide fever 103 79 9 3 3 2 4 2 7 4 14 44 4 9 
_ Méningite Cerebro-spinal 3 © 2 0 0 0 1 0 0 0 0 0 0 4 0; 
cérébro-spinale meningitis 
Rougeole Measles 4 46 0 1 7 12 2 0 1 2 4 3 17 0 
Varicelle Chickenpox — 53 4 18 13 2: Q 4 4 0 2 0 0 0, 
_ Variole Smallpox 6 25 0 0 0 2 6 3 2 6 6 0 0 0 
GUINEE FRANGAISE — FRENCH GUINEA 
(Population: 1 875 950. R. 41&? juil. 1921.) 
i 
‘ources; RApPpoRTS DU MINISTERE FRANCAIS DES COLONIES. — REPORTS FROM THE FrReNcH MINISTRY OF COLONIES. 


-CoMPTE RENDU DES MALADIES PESTILENTIELLES. 
SE SS A TS SE SS SPOS DISAGREES MS FUMES Se RST ano etenreenen Soa CEU ce 


1925 
Maladie — Disease yo | 
1925 1! Jany.| Févr. | Mars | Avril | Mai | Juin | Juill. | Aoat Sept. | Oct. | Nov. | Dée. 
Jan. | Feb. {March} April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee. 
| 

Dysenterie Dysentery C. | 58 | — 0 0 0 0 10 0 35 0 6 0 7 
Dea ae — 0 0 0 0 0 0 10 0 4 0 0 
_ Lépre Leprosy C. 8 | <i 0 4 0 0 0 4 0 0 0) 0 0 
_ Méningite Cerebro-spinal C. h —- 0 1 0 0 0 0 0 1 0 0 2 
cérébro-spinale meningitis 1: 4 — 0 1 0 0) 0 0 0 0 0 0 0 
Rougeole Measles Cie h 8S § § 4 4 4 0 20 0 20 5 30 10 
De 15 — 0 0 0 0 0 15 0 0 0 0 0 
_ Variole Smallpox COEUG HE 8 Bll Nr | § h § § §§ Siw a 4 4 eae 
Diet 20 — — — — 20 — — — — — — 


Quelques cas. — A few cases. 


§ 
$$ De nombreux cas. — Numerous cases. 
_ Note. Les données sont incomplétes. — Data are incomplete. 
| 


" 


; 
{ 
— 80 — . 


SS —————EEE—EE—————=E—E=E=EE——————————————————————————— 


EGYPTE — EGYPT * 
(Population: 13 964 900. E. 30 juin 1925.) 


Source: WEEKLY ReEtTuRN OF Birtus, DEATHS AND InFEcTIOUS DISEASES. 


Diphtérie F iévr S Meningie Peste Rougeole Scarlatine Typhus Varicelle Variole 
. : ; typhoide céré.-spin. 
Semaine se terminant le: ” I Enteric Cere.-spinal Scarlet exanthém. ; 
Diphtheria Poe meningitis Plague Measles fever Typhus |Chickenpox | Smallpox 


Week ending: oo ee fo I ae a 


es fe | fl | | | | ef | ef ef a i ee eee 


otalst\94.95. cee. are 977 | 347 | 2707] 587 85 Be |e aie 473 | 3514] 1642] 206 15 116986] 5573] 458 28 |.7928] 193: 
seen 1'920) ere ewes ne 810 | 316 ( 1799] 426 43 28 | 463 | 269 | 9244] 3753] 1385 19 /18253) 3510) 9453 9 1/3021) 8h 
» 1924 873 | 336 | 1380] 346 43 19 | 358 | 153 | 3048] 1254] 166 145 | 4487] 12714] 372 di 93 2 
ye Spay. 959 | 422 | 1689] 437 At 25 | 487 | 228 | 5607) 2583] 134 3 | 2489] 723) 337 0 309 i 
» 41923 , {414387 | 464 | 1765] 466 4h 37 }1519 | 725 [178741] 7673) 107 5 | 1985] 603] 522 a3 519) | ag 

» 1924 1545 | 689 | 1794) 462 18 13 | 373 | 193 | 3606] 1750) 164 8 | 1683] 588) 416 10 799) 2% 
1925 1784'| 734 | 1978] 570 32 22, | 438 77 |12970| 6084!) 417 16 | 14314} 290) 585 44 762) 4a 

Janvier — January 7 26°) 47 14 9 0 0 14 4 Q7 9 4 0 6 3 4 0 0 0 
: 14 13 8 17 a 0 0 3) Q 37 18 0 0 141 4 b 4 2 0 

21 19 10 12 6 0 0 4 1 4h 13 0 0 12) 6 12 0 3 2 

28 27 10 15 3 4 1 4 4 54 14 3 0 2 2 10 0 3 4 

Février — February ies? 34 Py 45 5 0 0 0 0 27 8 3 0 44 0 Zhe 0 22 2 
144 Q4 10 19 4 4 4 0 0 82 8 2 i) 2 1 9 0 4 6 

18 32 10 Q4 8 if 1 0 0 a 13 2 4 39 3 Wi 0 1 4 

25 30 13 Q7 15 3 2 0 0 64 14 4 0 Qt 10 13 0 4 0 
Mars — March 4 19 14 19 5 3) 4 0 0 38 15 2 0 36 py eee Us 0 14 rd 
44 30 13 24. 4 1 0 0 0 62 13 2 0 59 8 19 0 8 1 

18 18 9 16 14 2 2 0 0 95 27 4 0 45 8 23 0 8 0 

25 23 9 21 5 0 0 0 0 66 45 1 0 38 14 30 0 9 2 

Avril — April 1 23 15 32 5 1 0 4 0 94 33 0 0 29 7 Q4 0 2 0 
8 2 9 17 4 0 0 5 3 60 30 1 0 49 8 36 0 aT 3 
he) se 8) 6 oft =) ~m ff 0- Q Qi pid Ad 39 1 AG 4Q. eal RAPT: Q.1.. 20.) a 

22 16 5 18 8 1 1 4 1°) 453 71 1 0 28 8 19 0 Q4 8 

29 19 ul 17 8 0 0 0 0 | 450 7 3 4 71 Af U7) 0 50 | -% 

Mai — May 6 28 |) 38 7 0 0 4 4 | 304 3) 144 1 0 we 14 34 0 21 2 
13 32 12 Bhi) 7 0 0 42 5 | 254 90 5 0 58 10 54 0 10 2 

20 23 i 56 6 0 0 4 3 | 377 | 4153 5 0 97 19 32 2 4 6 

oly] 33 uf 44 12 1 2 9 Be 427 3) ctw 1 0 65 16 20 Q 8 3 

Juin — June 3 41 16 37 18 0 0 4 0 | 403 | 163 1 0 | 100 44 30 0 34 4 
10 36 12 34 9 2 0 7 4 | 434 | 145 4 0 62 9 23 0 26 4 

17 Ah 19 35 13 1 1 10 Ce viSve Awe ) 0 27 9 44 0 18 “y| 

24 30 6 47 44 0 0 1 2 | 384 | 208 3 4 14 8 16 3 17 5 

Juillet — July 4 24 12 49 23 0 0 3 2) 590-1 307 6 0 15 5 4 0 12 5 
8 414 6 35 44 0 0 3 y2 365 wae pe 0 49 8 4 0 14 3 

15 24 0 42 4A 0 0 4] 5 634 355 3 2 12 0 4 a 9 0 

22 Qh 12 Die 16 0 0 0 0 | 414 | 196 4 4 15 4 5 1 14 8 

29 29 8 45 10 0 0 1 1 | 544 | 283 4 2 14 3 3 0 3 3 

Aott — August 5 SW 17 68 20 1 1 1 0 341 si) 3 2 16 4 3 0 ch a 
We 46 16 53 20 0 0 6 z 490 344 2 0 10 3 0 0 6. | 

19 33 13 66 Q1 0) 0 2. 2a. 340) | 6S 0 0 43> 7 1 4 6 1 

26 40 19 74 20 1 0 0 O15 ee 3 { i) spd y'| 0 “6 | ae 
Septembre—September 2 40 17 64 24 4 0 44 3 | 480 | 328 4 3 7 0 3 0 15 a) 
9 46 19 61 a5 1 1 2 ay ioe ie Ula 3 0 12 0 4 0 12 0 
46 46 18 78 16 1 4 2 20 20d Ao 3 4 8 3 2 0 8 zi 
23 By 22 68 16 0 0 { 415230) | 4a 3 0 16 1 4 0 5 | 
30 4h 19 58 24 0 0 0 07) 233°) 434 3 0 5 3 4 0 9 =) 
Octobre — October 7 43 16 49 10 2Q 0 3 3 | 204 97 2 0 12 3 0 0 8 q 
44 44 15 58 16 4 1 9 4 | 224 | 149 0 0 6 1 3 0 8 | 

24 61 30 64 8 4 4 5 37] 299 | 463 3 0 8 3 3 0 6°} ao 
28 42 19 37 18 0 0 3 4:1 206 98 0 0 4 ie 4 1 9 5 

Novembre — November 4 Oa) 28 42 43 4 1 4 4 183 62 2 4 6 2 3 0 10 3 
11 54 21 4h Ve 0 0 al 1 250 86 2 0 9 | 4 Pa 0 6 2 

18 43 44 52 42 0 0 si Ae aedei7, 66 2 0 3 2 4 0 4 (0 
25 46 19 32 8 4 2 0 0222 72 ?4 0 52 2 4 0 45 7 
Décembre—December re 48 13 40 14 0 0 0 0;| 269 84 2 0 17 5 3 0 28 |e | 
9 46 43 29 3 0 0 4 Le} 949 92 0 0 vi 2 3 11> Dot} | 

16 50 21 21 4 0 0 0 0'| 276 | 163 1 0 14 5 2 4 23 aaa? | 

23 55 24 24 6 0 0 0 0 1 296 |'122 3 0 44 6 See nw 72 20. 

31 49 17 29 6 2 2 0 0 } 374 | 175 2 0 14 bi i fei So 0 (7427) a | 

(LA RREIF SER S SE  S E T N T E I D 
Choléra asiatique: 1 cas a été constaté en 1920. -—— Asiatic cholera: 1 case reported in 1920. 
19419 1920 1921 1922 1923 1924 1925 
Fiévre récurrente C. 3221 2898 1208 Ny a 39 5 3 
Relapsing fever D. 594 429 197 35 6 0 0 


* Données pour huit jours. — Data given for eight days. 


KENIA ET PROTECTORAT DE L’EST AFRICAIN — KENYA AND EAST AFRICAN PROTECTORATE 


(Population: 2 376 000. R. 24 avril 1921.) ee 
Sources: RAPPORTS DU MEDECIN PRINCIPAL, 1923 ET 1924. — Reports FROM THE PrincipAL MEDICAL OrFicer, 1923 AND 1924. | 
Rapports DU MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports From THE BritisH Ministry oF HEALTH, 1925. 


Maladie — Disease Total | Total | Total | 
| 1923 | 1924 | 1925 || Janv.| Fév. | Mars | Avril | Mai | Juin | Juill. | Aotit | Sept. | Oct. | Nov. | Dée.| 


Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee. 

VSB ake Sah as a, to oe ey ae es arene —-——| ---—_]-- |= a | 

Cas. Cases aie | 

Méningite Cerebro-spinal . . ’ a 

cérébro-spinale 1 meningitis + 50 36 33 y4 4 2 z 4 0 0 5 7 42 * | 350} 

Peste Plague *1090 | 477 |1096 |] 35] ©23| 32] 56] 100) 444 | 29] 57] 59 | 453 | 9aqmRe) 
5 0 94 = 


Variole + Smallpox 4 *108 3 | 328 8 59 841 60 30 4 49 20 


Avant 1923, les rapports médicaux annuels mentionnent la fréquence de la peste et de la variole, mais ne donnent pas de chiffres exae 
a leur sujet. Le nombre de cas de’méningite’ cérébro-spinale fut de 133 pour 1919, de 60 pour 1920, et de 71 pour 1921. — Before 192 
the Annual Medical Reports discuss the prevalence of plague and smallpox, but do not give the exact figures. Cases of cerebro-s 
meningitis were reported as follows: 1919, 133; 1920, 60; 1921, 71. ; 


* Nombre approximatif. — Approximate number. ; a 


1 27 décés de méningite cérébro-spinale et 1 de variole furent déclarés en 1923. — 27 deaths from cerebro-spinal meningitis and 4 froi 
smallpox were reported in 1923. 


MADAGASCAR 
(Population: 3 382 161. R. 4 juil. 1921.) 


Sources: Rapports pu MINISTERE FRANGAIS DES CoLonies. — Reports FRoM THE FRENCH MINISTRY oF COLONIES. 
COMPTE-RENDU DES MALADIES PESTILENTIELLES. 


Maladie — Disease 


Dysenterie 
Fiévre récurrente 


Dysentery 
Relapsing fever 


Fiévres typhoide Enteric fever 


et paratyphoide 


Lepre Leprosy 
Méningite Cerebro-spinal 
cérébro-spinale meningitis 

Peste Plague 
Rougeole Measles 
Scarlatine Scarlet Fever 


ee — — — — 


ANG Play 
eee ee ee a 

Total || Jany. | Févr.| Mars | Avril | Mai | Juin | Juill. | Aoat Sept. | Oct. | Nov. | Dée 

Jan. | Feb. {March} April | May | June | July | Aug. | Sept. | Oct. | Noy. | Dec 

C. 167 —- — 64 12 30 16 48 
C. 1 — 1 — = 
Di IA — 4 _— — 
C: Sate ee ge does eee Maes | oe 3) — oo 5 
D. 1 — — — 4 — — — — 
G: 147 — — == 34 22 20 29 42 
D. 32 — 5 6 9 42 
C. 1 ~— — — — — — —- — 
D. 4 ~ = —- 
C. 1769 143 228 Nz 134 a1 40 23 76 70 Oe 232 403 
D. 1579 £22 189 140 108 67 36 23 74 67 164 220 372 
C. 716 168 103 341 50 54 
OF 10 — 8 — 0 1 
Dy 2 — ~o — — 2 — 0 0 0 


Note. Les données sont incompletes — Data are incomplete. 


Sources: ANNUAL Report on THE MepicaL AND HEALTH DEPARTMENT, 1921-1924. 
| Rapports pu MINIsTBRE BRITANNIQUE DE SANTE, 1925. — Reports From THE BritisnH MINISTRY OF HEALTH, 1925, 
SSS a a a 
| 1925 
: : Total | Total | Total | Total | Total | 
Maladie — Disease 1924 | 1922 | 1923 | 1924 | 1925 || Jan. | Fév. (Mars | Avril] Mai | Juin| Jui. | Aoat| sept. Oct. | Nov 
| ; Jan. | Feb. |March) April} May | June} July | Aug. | Sept.! Oct. | Nov 
Dysenterie Dysentery D. 497 496 318 336 294 28 33 34 30 37 25 27 23 15 18 10 
Grippe : Influenza D. 1563 631 556 760 338 60 Ais 28 Path 26 Pett 40 34 24 25 Pe 
Méningite céré- Cerebro-spinal C. 5 1 3 2 2 0 0 0 0 0 0 2 0 0 0 0 
bro-spinale meningitis D. 0 0 1 4 2 0 0 0 0 0 0 Ra 0 0 0 0 
Peste Plague C. 375 98 139 161 74 35 12 0 1 4 0 0 | { 1 7 2 
, D. 297 75 4118 444 65 32 ) 0 1 4 0 0 0 ul 7 #1 
Pneumonie Pneumonia 10}. 1875 1318 1083 1018 626 86 33 43 39 48 53 68 D2 64 45 48 
Autres maladies déclarées: — Other diseases reported: 
{ Diphtérie Erysipéle Fiévre continue Fiévre puerpérale Fiévre typhoide Rougeole 
‘ Diphtheria Erysipelas Continued Fever Puerperalfever Enteric fever Measles 
{ : : C. 18% C, De C. Cc. Cc. D. C. D. 
1920 24 5 49 14 — —_— 168 43 2 — 
1924 38 3 47 7 — 18 288 28 303 46 
4922 25 1 20 17 — 21 224 20 0 0 
1923 47 5 16 9 — 18 150 13 9 0 
1924 104 5 14 10 €¢ TS 107 8 7 0 
| NIGERIA 
| (Population: 18 070 600. R. 1924.) 
Sources : RAPPORT MEDICAL ET SANITAIRE ANNUEL, 1924-1924. — MepicaL AND SAnrTARY Report, 1921-1924. 
RApports DU MINISTERE BRITANNIQUE DE SANT#, 1925. — Reports FROM THE Britisu Ministry or Heatra, 1925. 
| 1925 
Maia dict e+ Disease Total|Total| Total) Total|Total ee ee 
19214 | 1922 | 1923 | 1924 | 1925 |iJanv.|Févr.| Mars |Avril| Mai | Juin |Juill./Aoat Sept.] Oct. | Nov. 
| Jan. | Feb. |March|April| May | June| July | Aug. |Sept.] Oct. | Nov. 
Le Dl era pe MES a Rtas i 
Dysenterie Dysentery Cc, 1323 [4577 |2050 |2176 154 3 10 24 19 14 17 25 14 a 6 7 
z 4 Oy 81 76 103 103 94 1 6 13 3 8 5 9 16 8 8 re 
Fiévre jaune Yellow fever C. 0 2 0 3 20 0 0 0 2 6 4 A 2 4 4 0 
, Ds 0 4 0 3 12 0 0 0 0 4 2 3 1 4 1 0 
Fievre récurrente Relapsing fever C. 0 — 43 | 733 |1276 42 | 394 78 | 101 44 33 38 40 | 213 28 | 145 
: D. 0 —_— 45 89 | 314 10 "34 164 9 2 1 16 7 67 3 Q 
Fiéyre paratyphoide Paratyphoid fever C. — — — — 10 0 0 1 1 0 2 0 1 0 3 Q 
iD). — — —- — 0 0 0 0 0 0 0 0 0 0 0 0 
Fiévre typhoide Typhoid fever C. — — — 15* 6 0 0 0 0 0 Q y) 0 4 4 0 
bo De _ — —_ 1 1 0 0 0 0 0 0 1 0 0 0 0 
| Grippe Influenza C. 138 | 782 {1024 |1154 568 124 8 4 a 0 0 2 4 0 0 | 235 
} = fe Dy 3 3 12 46 | 355 34 5 | 310 6 0 0 0 0 0 0 0 
_ Méningite cérébro- Cerebro-spinal 
spinale meningitis D,. 2 — | 154 | 244 |1322 12 | 376 | 808 65 29 5 4 1 f 1 7) 
| Peste Plague C. 0 0 5 | 444 | 653 gt oa ck a a Of 24.) 142 | 940, | 447° 63 
} , 10% 0 0 2 | 344 | 494 6 0 6 8 4 2 15 | 130 140 | 104 48 
_ Pneumonie Pneumonia D. 173 | 146 | 167 | 183 | 385 29 33 25 23 241 30 33 32 27 32 42 
| YVariole Smallpox C. 1031 — 11222 | 119 11985 AZ ROO ols 439) 464 3 4) 15 88 | 108 | 136 
ae ey DE 182 — | 189 20 | 196 4 10 83 29 9 37 ao 0 4 5 0 
| * Y compris la fiévre paratyphoide. — Including paratyphoid fever. 


MAURICE — MAURITIUS 


(Population: 387 743. HE. 341 déc. 1924). 


Om ee > 
oCoorFooOr; 


Ba ee 
_————— eee 


NYASSALAND — NYASALAND 
(Population : 1 204 983. R. 2 avril 1921.) 


Sources: RAPPORT MEDICAL ANNUEL, 1924-1924. — Annuat Mepicat Report, 1921-1924. 
Rapports DU MINISTERE BRITANNIQUE DE Santhé, 1925 — Reports FROM THE BriTIsH Ministry oF HEALTH, 1925. 


1925 
Total | Total | Total |Total)'Total 


Maladie — Disease 1921 | 1922 | 1923 | 1924] 1925]| Jan. | Fév. | Mars| Avril | Mai | Juin | Juil. | Aodt| Sept.| Oct. | Nov. 
Jan. | Feb. | Mar. | April | May | June} July | Aug. | Sept. 
Cas Cases 
Coqueluche Whooping-cough 3 — 13 79 64 11 20 5 12 0 2 2 ie 2 4 4 
Fiévre récurrente Relapsing fever Q4 4 14 82 62 6 i 4 0 6 414 z 0 6 0 9 
Grippe Influenza — 13388] 75315208 2 8 23 43 8 38 12 15 20 4 a 
Méningite cérébro- Cerebro-spinal ; 
spinale meningitis — —- 4 0 2 0 0 0 0 ns 0 0 0 0 0 0 
Peste Plague 2 0 7 4 0 0 0 0 0 0 0 0 0 0 0 0 
Pneumonie Pneumonia 166 — 85 — 19 0 0 0 0 0 0 0 0 19 0 0 
Rougeole Measles 41 — 62 [1421 }2292 60 |1884 | 254 33 67 0 0 0 0 0 0 
Tuberculose, toutes Tuberculosis, all 
formes forms 28 40 28 45 8 4 2 3) 0 2 0 0 0 0 0 0 
Varicelle Chickenpox 16 57 Q4 70 16 2 3 4 0 0 0 0 2 2 0 4 
Béribéri Diphtérie Dysenterie Fiévre hématur. Fiévre typhoide Lépre Paludisme Pian Tétanos Variole 
Beri-beri Diphtheria Dysentery Blackwater fever Enteric fever Leprosy Malaria Yaws Tetanus Smallpox 
1924 8 1 329 14 2 ie 1122 238 — — 
4922 4 0 329 14 2 19 4614 387 — — 
1923 40 3 1008 14 4 22 2653 637 3 44 
1924 0 4 1021 5 10 — 3464 1776 4\ 
1925 — — _ — — = pa ea ey = 
’existant pas, la fréquence des maladies suivantes n’est pas exactement connue: paludismi 


Les statistiques vitales concernant la population indigéne n’exi ¢ L 
maladie du sommeil, peste, ankylostomiase, fiévre spirillum, pian, variole, rougeole, lépre, maladies vénériennes et schistomiase. La peste existe 4 l’état endémig 


dans le Nyassa septentrional ot des cas sporadiques sont signalés périodiquement. Les déclarations de cas de variole sont rares. 


In the absence of any vital statistics regarding the native population, there is no exact knowledge as to the prevalence of the following diseases: Mala 
trypanosomiasis, plague, ankylostomiasis, spirillum fever, yaws, smallpox, measles, leprosy, venereal diseases and schistomiasis. Plague is endemic in the N 
Nyasa district and sporadic outbreaks occur periodically. Reports of outbreaks of smallpox are rare. ; er: 


OUGANDA — UGANDA 
(Population: 3 071 608. R. avril 1921.) 


Sources: ANNUAL MEDICAL AND Sanitary Report, 1921-1924. 


Rapports DU MINISTERE BRITANNIQUE DE SANTE, 4925. — Reports rrom THE British Ministry oF HEALTH, 1925. 
SS 
1925 
Total | Total | Total | Total | Total ; 
Maladie — Disease 4921 | 1922 | 1923 | 1924 | 1925 || Janv.| Fév. | Mars | Avril Mai | Juin | Juillet} Aott | Sept. 
Jan. | Feb. |March| April | May | June | July | Aug. | Sept. 
Méningite Gerebro-spinal 
cérébro-spin. meningitis C. — 677 207 118 298 26 80 8 3 88 10 241 16 13 
i 380 ATA 87 103 134 16 48 5 7 45 4 Hi 6 
Peste Plague Cc. — 1362 938 616 961 29 Q7 78 57 (P? 63 116 54 103 
19) 5871 | 1305 914 535 882 28 Q7 Wie 54 69 59 102 47 85 
Variole Smallpox C. 506 104 97 7 13 0 2 0 0 0 1 0 2 Yee 
Lye 89 12 10 1 4 0 0 0 0 0 0 0 0 4 
Dysenterie Fiévre hématu- Fievre ondulante Fiévre récur- Fiévres typhoide Paludisme Pneumonie Rougeole Trypanosom 
rique ' rente et paratyphoide 
Dyeeney Blackwater fever Undulant fever a ansine noe Enteric fever Malaria Pneumonia Measles Try panoson iasis 
C. r . . . f 5 J . Je D. . D. C. D. Cc. “Da 
AGA. ch. » OOS waS0 62 15 — _- 269 5 43 1 8029.25 243 70 72 133 
Roe .. P00 a aes 83 44 0 0 302 3 10 2 8883 31 255 68 OW 138 
HOODS Mees 2B raed 74 47 2 0 283 ul 26 QAO OA oy 319 81 189 131 
AO Fy AAT Seo 70 23 12 0 852. 12 11 See eo0D “azo 551 80 172 87 


PROTECTORAT FRANGAIS DU MAROC — FRENCH PROTECTORATE OF MOROCCO 
(Population: 5490000. R. 6. mars 1924.) 


Source: BULLETIN SANITAIRE DE L’ ALGERIE. 


1925 
Maladie — Disease Total | Total s ‘ 3 : : = 
ler 1924 | 1925 ||\Janv.| Feévr. | Mars | Avril | Mai | Juin Juill. | Aoit | Sept. | Oct. | Nov. 


Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. 


—.-—____— | —. ——_ | —. ——— | —- | — | — | — 
- 


Cas Cases 
Typhus Typhus 
exanthématique 66 | 510 72-1 76 26 25 59 59 32 3 0 
| SRR es 
REUNION 


| (Population : 173 822. R. 4. Juil. 1921.) 
Rapports pu MINISTHRE FRANGAIS DES COLONIES. — REPORTS FROM THE FRENCH MINISTRY OF COLONIES. 


Sources : 
COMPTE-RENDU DES MAIJADIES PESTILENTIELLES. 
a ; 1925 
Maladie ~— Disease Total) Janv. | Févr. | Mars | Avril | Mai ) Juin) Juill. | Aodt | Sept. 
Jan. Feb. | March | April | May June July Aug. | Sept. 
Diphtérie Diphtheria C. 40 3 0 2 1 0 0 8 0 0 
D. 3 3 0 0 0 0 0 0 0 0 
Dysenterie Dysentery D. 100 14 14 = —— RY) 9 10 == 45 
Fiévre typhoide Typhoid fever Cc. 24 A4 3 4 0 0 0 0 On 0 
D. ub 4 a] 0 0 0 0 0 0 0 
Lépre Leprosy Cc. 3 0 0 4 0 0 0 0 1 — 
Paludisme Malaria D> shy 40 54 e+ ++ +4 0 Q5 39 Rus 


++ De nombreux décés. — Numerous deaths. 
Note. — Les données sont incomplétes. — Data are incomplete. 


Pa - : 
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RHODESIE DU NORD — NORTHERN RHODESIA 


(Population : 983539. R. 3 mai 1921.) 
Source: Rapports pu MINIsTeRE BRITANNIQUE DE Santé. — Reports rrom tHe Britisu Ministry or Heatrnu, 
, lt 
| 1925 
Période de quatre semaines se terminant le: —- Four-week period ending: 
Maladie — Disease poeet ee an Tiss 
Janyv. | Féy. Mars | Avril Mai Juin | Juillet} Aoft | Sept. Oct. Nov. | Novy. Déc. 
Jan. Feb. | March} April | May June July Aug. | Sept. Oct, Nov. Nov. Dec. 
26 20 23 20 18 15 he 10 7 5 2 30 28 
Diphtérie Diphtheria C, SES — al 0 0 0 0 0 1 0 0 0 0 0 0 0 
: D. —_ —_ 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Dysenterie Dysentery C. 33 58 33 1 1 3 2 4 3 1 0 1 2 il 6 i 
Dis 6 6 1 0 0 0 0 0 0 0 0 0 0 0 { 0 
Fiévre récur- Relapsing C. 42 36 25 2 4 3 5) 1 4 1 1 0 0 2 4 1 
rente fever D. 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Grippe Influenza. C, 1963 2364 1857 142 124 MHS) 164 181 116 124 163 254 225 58 35 64 
D. 86 223 84 .) 5D 18 7 tt 0 4 6 13 4 4 4 7 
Méningite Cerebro-spin. @ 
cérébro-spin. meningitis C. 1 0 1 0 0 0 0 0 0 0 0 0 0 0 4 0 
D. 0 0 1 0 0 0 0 0 0 0 0 0 0 0 4 0 
Oreillons Mumps Cc. 0 0 1 0 0 0 Q 0 0 0 0 0 1 0 0 0 
Variole Smallpox Ge 59 258 98 4 13 8 6 3 it) 15 0 6 35 8 0} 0 
D. 9 Avi: es 0 0 0 1 0 0 0 0 0 0 1 0 | 0 
a 
RHODESIE DU SUD ~— SOUTHERN RHODESIA 
(Population: 899 187. R. 3 mai 1921.) 
| 
Sources: RAPPORT ANNUEL SUR LA SANTE PUBLIQUE, 1921-4924. — AnnuAL Report on THE Pustic HEALTH, 1921-1924. 
RAPPORTS HEBDOMADAIRES DU DEPARTEMENT DE LA SANTH PUBLIQUE, 1925. — Werrxkty Reports FRomM THE Pusiic HEALTH 


DEPARTMENT, 1925. 


| 
| 
| 


o 
y Oo ty Coe be thasee oO 
4 Diy CS eo 5 nae re © rd 
| og Os Qin bb Gs] Ss Een hw Ory ene has oo ; bal 
_|Période de quatre semaines se terminant le:| 5 tsi 8 g ge8 = S, q be ae 8 ae Se 38 eh 3 a 
Four-week period ending: A oe S FI ESe . z s oe o8 Ae ae 2% ZS = a3 
{ o fad on be o> Ce He os He = ina = 
| Se Ag BEES E Bere yo lies a; | MBean es our a 
ra A # Ss oS * & Clea % 
C D C D C, D C D C 108 Cc. Cc. D, C 6) C C, D 
ROPE ee ey ra ee. ye de yal 6 5 8 3 53 4 1086 69 - 1 3 —_ i 40 5 23 515 145 
| » 1922 Hr i heey es a — 3 0 0 46 14 1259 19 3 4 0 _— = 3 4 96 504 21 
» 1923 48 ti 3 3 64 14 47 21 6 2 98 1 0 13 4, 84 16 8 
» 1924 ai 0 1 0 30 4 242 34 4 2 35 28 0 39 4 494 p) 0 
» 1925 62 1 15 Pe 21 1 Doi lone 5 2 56 947 5 46 6 382 16 0 
| 
Janvier 28 January 28 0 0 2 0 3 0 71 2 0 0 0 31 0 0 0 1 0 0 
Février 25 February 25. 0 0 4 0 3 4 0 0 0 0 2 20 0 5 0 7 1 0 | 
Mars 25 March 25 0 0 3 0 4 0 0 0 4 Us 7 23 0 8 2 2 4 0 
Avril 22 April 22 0 0 1 1 0 0 0 0 0 0 0 1 0 3 0 1 0 0 | 
Mai 20 May 20 0 0 0 0 0 0 3 0 0 0 1 18 0 3 0 my 0 0 
Juin 17 June eh 0 0 0 0 0 0 25 0 0 0 13 88 0 0 0 9 1 0 | 
Juillet 15 July 15 0 0 3 0 Zz 0 0 0 0 0 2 AT 0 0 1 Pils) i 0 
Aoit 12 August 12 0 0 2 1 2 0 2 0 1 0 | a 0 0 0 vat 0 0 | 
Septembre 9 September 9 7 1 0 0 3 0 221 6 4 0 3 30 0 0 4 32 4 0 
Octobre 7 October 7 s) 0 0 0 0 0 gl 0 0 0 7 85 4 0 4 27, 3 0 
Novembre 4. November 4 18 0 0 0 4 0 0 0 1 0 ne 42 4 0 1 66 4 0 
Décembre 2 December Ps 20 0 2 0 0 0 0 0 0 0 10 365 0 16 0 63 4 0 
| Décembre 30 December 30 8 0 4 0 3 0 0 Q4 1 1 8 116 0 41 0 136 3 0 
ee ee 


Encéphalite léthar. Erysipéle Fiévre ondulante Herpts tonsurans Poliomyélite aigué Tripanosomiase 
Encephalitis lethar. Erysipelas Undulant fever Ringworm Acute poliomyelitis Tripanosomiasis 
C. C. C. Cc. C. Gr =D 
nS 1922 4 — 42 — — 1 
{ 1923 0 1 Ane 1 -—- 4 0 
1924 1 4 16 1 0 2 0 
. 1925 4 3 15 8 4 oe 
* Les données sont incomplétes. — The data are incomplete. 


SIERRA-LEONE — SIERRA LEONE 
(Population : 15441 344. R. 24 avril 1921.) 


: Annuat MepicaL anp Sanirary Report, 1922-1924. 
Rapports Du MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports rrom THE Britisn Ministry or Heautu, 1925. 


SS Se ee ie SS SSS 
1925 


| 7 Total | Total | Total | Total : 
Maladie — Disease 1922 | 1923 , 1924 | 1925 || Janv. | Féyr. | Mars | Avril | Mai Juin | Juill. | Aoit | Sept. | Oct. | Nov. | Déc. 
4 Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dec. 
i a aces =| |e ae eee oer ee ae eal 2 > pee 
| Cas Cases , | 
_Dysenterie Dysentery 202 415 Ashiya ays} 20 5 7 Uf 18 18 17 16 10 “46 10 9 
| Pneumonie Pneumonia 193 92 97 UWS 44 8 5 6 3 S 19 2 4 Wh 8 5 
| | YVaricelle Chickenpox 76 on 43 66 4 7 8 10 8 4 2 8 2 2 2 9 
Variole Smallpox 4h 18 2 $ 0 2 if 0 0 0 0 0 0 0 0 5 
1922 1923 1924 
Coqueluche — Whooping-cough c 35 197 45 
Diphtérie — Diphtheria hu Cc. 0 2 0 
Fiévre hématurique — Blackwater fever Tee 9 6 u 
Méningite cérébro-spinale — Cerebro-spinal meningitis c. 0 4 0 
Paludisme — Malaria c. 4644 3035 3492 
Scarlatine — Scarlet fever c 0 1 


SOUDAN FRANCAIS — FRENCH SUDAN 
(Population: 2 474 580. R. 1 juil. 1921.) 


Sources: RAPPORTS DU MINISTERE FRANGAIS DES COLONIES. — REPORTS FROM THE FRENCH MINISTRY OF COLONIES. 
COMPTE-RENDU DES MALADIES PESTILENTIELLES. 


1925 


f 
Janv. | Févr. | Mars | Avril | Mai | Juin | Juill. | Aoat | Sept. | Oct. | Nov. | Dée. | 


Maladie — Disease 
Total || Jan. | Feb. |March} April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee. 


Dysenterie Dysentery C. 381 0 0 § 0 0 0 0 381 0 0 0 0 
Fievre jaune Yellow fever C. 3 0 0 0 0 0 0 0 0 0 0. 3 0 
Dy 2 0 0 0 0 0 0 0 0 0 0 2 0 
Fiévre récurrente Relapsing fever C. A863 497 0 0 0 0 0 0 0 5 4 0 0 
Méningite Cerebro-spinal 5 
cérébro-spinale meningitis C. 13 2 6 0 0 0 0 0 0 4 4 0 0 
tougeole Measles C. 78 0) 0 0 0 0 0 0 0 0 13 65 — 
D. 4 0 0 0 0 0 0 0 0 0 4 0 0 
Trypanosomiase Trypanosomiasis C. 1 Ore 0 0 0 0 4 0 0 0 0 0 0 
Variole Smallpox ie 327 4A 0 0 3 0 3 300 0 7 § 10 
D. 100 0 0 0 0 0 0 0 100 0 0 § 0 
a ———<—@MIe 
§ Quelques cas. — A few Cases. by 


Note. Les données sont incomplétes. — Data are incomplete. 
SOUDAN ANGLO-EGYPTIEN — ANGLO-EGYPTIAN SUDAN 
(Population: 6170000 E. 1925.) 


Gas et décés dus A certaines maladies infectieuses enregistrés par le personnel médical des hépitaux et dispensaires civils en 1924 et 1925. ; ; 
Gases of and Deaths from Certain Infectious Diseases reported by the Medical Staff of Civil Hospitals and Dispensaries in 1924 and 1925. 


Source: ANNUAL Report OF THE SupAN MEDICAL SERVICE, 1924-1925. 


1924 1925 1924 
Cas Cas Cas 
Maladie — Disease traités} Décés|traités| Décés Maladie — Disease traités|Décés|traités| Déces 
Cases |Deaths| Cases | Deaths Cases |Deaths| Cases | Deat. 
treat. treat. treat. treat. 
: = Bee fe 2 = : 2.4 _— | ae 
Ankylostomiase Ankylostomiasis 73 0 32 0 Paludisme Malaria 3526 | 28 | 3679 31 
Béribéri Beri-beri 3 0 0 0 Pérical Madura-disease 183 2 447 1m 
Bilharziose Bilharziasis 158 0 194 0 Pian Yaws 1 0 686 2g 
Coqueluche Whooping-cough 14 0 20 0 Pneumonie Pneumonia 100 | 16 118 258 
Dengue Dengue 150 0 4 0 Rougeole Measles 48 3 102 24 
Diphtérie Diphtheria 20 5 10 0 | Tétanos Tetanus 2 6 7 3 | 
Dysenterie: Dysentery: 716 ao 942 34 Trachome Trachoma 192 0 139 07 
Amibienne Ambceic 605 15 568 Py Trypanosomiase Trypanosomiasis 4 0 231 | 235m 
Bacillaire Bacillary 114 7 374 12 Tuberculose: Tuberculosis: 290 | 36 a21 399 
Erysipéle Hrysipelas 5 0 6 0 Pulmonaire Pulmonary 159 | 24 159 25 
Fiévre de trois jours Phlebotomus 4 0 47 0 Autres formes Other forms 1% 12 162 44 
Fiévre hématurique Blackwater fever 10 4 15 5 Varicelle Chickenpox 120 4 359 07 
Fiévre méditerran. Malta fever 11 0 11 3 Variole Smallpox 6 | 2 0 
Fiévre récurrente Relapsing fever 1 0 8 0 Ver de Guinée Guinea worm 10 0 72 0 
Fiévre typhoide Enteric fever 38 13 34 6 Malad. vénériennes: Venereal diseases 
Filariose Filariasis 5 0 5 0 Chancre mou Soft chancre 52 0 47 0 
Grippe Influenza 712 5 493 19 Gonorrhée Gonorrhea 793 1°“) AGks 0 | 
Leichmaniose Leishmaniosis 33 ) 89 27 Syphilis Syphilis 1173 3 | 1404 4 
Leépre Leprosy 15 4 26 2 a 
Méningite cérébro- Cerebro-spinal 
spinale meningitis 5 5 141 8 
Oreillons Mumps 296 0 225 4 


TERRITOIRE DU TANGANYIKA — TANGANYIKA TERRITORY 
(Population : 4109 893. R. 24 avril 1921.) 


Sources : RAPPORTS ANNUELS DU MinisTERE DES CoLontgs, 1921-1924. — AnnuAL Reports FROM THE COLONIAL OFFice, 1921-1924. 
RAPPORTS DU MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports FROM THE Britisu Ministry oF Heauta, 1925. 
1925 i 
Période de quatre semaines se terminant le: — Four-week period ending: 
Maladie-—= ‘Disease Total | Total | Total | Total a 
SH AOUNS SBS 1992 | 1923 | 1924 | 1925 || Janv. | Pévr. | Mars | Avril | Mai | Juin -| Juill.| Aodt | Sept. | Oct. | Oct. | Nov. | Dée. 
Jan. | Feb. |March! April | May | June | July | Aug. | Sept. | Oct. | Oct. | Nov. | Dec. 
Q4 21 Pal 18 16 13 14 8 3 31 28 226 
Grippe Influenza C. | 1476 | 1933 544 | 735 293 = 0 42 19 0 17 — 284 0 37 0 0 
D 37 291 38 64 12 20 0 0 0 0 0 15 16 0 0 0 
Méning. Cerebro- k 
cérébro- spinal C. 9 1014 2 6 0 0 0 0 1 0 0 0 1 3 0 0 1 
spinale mening. OD. 6 89 4 3 0 0 0 0 0 0 0 0 0 yy 0 0 4 
Peste Plague C. 52 39 42 44 28 0 1 2 2 0 6 0 0 2 3 0 0 
ide 40 26 35 Pat} 20 0 4 0 0 0 1 0 0 2 3 0 0 
Variole Smallpox C. 390 217 30 |1388 0 1 0 39 68 4 49 OV 1203 19 7 0 2 
D. 46 33 42 | 466 0 0 0 5 22 0 a 0 429 3 4 0 0 


Autres maladies déclarées. — Other diseases notified : ‘ 
Rougeole Tétanos Tuberculose, toutes formes — 


Coqueluche Dengue Dysenterie Fiévre récurrente Fiévre typhoide Oreillons 
Whooping-cough Dysentery Relapsing fever Typhoid fever Mumps Measles Tetanus Tuberculosis, all forms ~ 
C. C. C. C. C. C. C. Cs C. D. 
1922 22 0 369 4h 18 54 62 9 206 23 
1923 44 9 293 4119 21 92 17 5 271 50 
1924 28 30 577 165 27 10 333 70. 


148 9 


* Je nombre des cas n’est pas connu. —- Number of cases unknown, 
** Tne semaine seulement. — One week only. 


Ie BR to 


TOGO (Territoire sous mandat francais) — TOGO (French Mandated Territory) 
(Population: 730 807. R. 1¢T juil. 1921.) 


Sources: Rapports Du MINISTERE FRANGAIS DES CoLonies. — Reports FRoM THE Frencu Ministry or CoLonirs. 
COMPTE-RENDU DES MALADIES PESTILENTIELLES, 


1925 
Maladie — Disease 
Jany. | Févr. | Mars | Avril | Mai | Juin | Juill. | Aoat | Sept. | Oct. | Nov. | Dée. 
Jan. | Feb. |March) April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dec. 
Cas Cases | | 

Diphtérie Diphtheria 2 -— — — ~- — — — — 
Dysenterie Dysentery = — —. — = —— — 1414 ~ — 
Fiévre typhoide Typhoid fever — —- A — — _ —- me 
Lépre Leprosy — — = 369 
Paludisme Malaria § § §§ —_ — § §§ — 
Peste Plague — — —- — — — _- 176 — — — — 
Variole Smallpox 2 0 1 0 0 0 0 0 - § § ~— 


§ Quelques cas. — Few cases. 
§§ Nombreux cas. — Numerous cases. 
Note. Les données sont incomplétes. — Data are incomplete. 


TRIPOLITAINE — TRIPOLITANIA 
(Population : 550000. E. 1921.) 


Source : BOLLETTINO DELLE MALATTIE INFETTIVE NEL ReEGNo. 


i at ssneereeoeennnee 


1925 
F ; Total! Total Qh 21 | 24 : 16 A 
Maladie —- Disease 1924 | 1925 |] 9@2V-| jany. | févr.| mars | Mai | Juin | JU!) juin, | 404"! sept.| oct. | Nov | Déc. 
3.23 | 20 30. | May | June | ; "2 15 | je431 | Sept.| Oct. | Nov. | Dec. 
fév. | mars | avril aout 
Cas Gases 
Diphtérie Diphtheria 6 6 0 4 0 dl 0 4 0 0 { 4 0 4 0 
Dysenterie Dysentery 3 6 0 0 0 0 0 2 0 0 0 ys 0 1 0 
Fiévres typhoide Enteric fever 114 149 5 1 3 5 10 23 12 16 4 28 30 i) 5 
et paratyphoide ia 
Méningite cérébro- Ccrebro-spinal 8 9 4 0 0 0 0 if 0 0 0 0 0 0 4 
spinale meningitis 
Poliomyélite aigué Acute poliomyelitis — 1 0 0 0 0 0 0 0 0 0 0 0 1 0 
Rougeole Measles 78 144 40 20 6 0 0 7 4 6 4 6 13 13 31 
Scarlatine Scarlet fever 3 2 0 0 0 1 0 1 0 0 0 0 0 0 0 
_ Varicelle Chickenpox —_ 68 0 16 17 Q4 4 2 0 0 0 1) 0 0 2 
Variole Smallpox 63 52 0 6 1 ia 0 4 0 3 0 6 0 6 19 


TUNISIE — TUNISIA 
(Population: 2 074 301. R. 6 mars 1921.) 


Source: INFORMATION SANITAIRE. 
1925 
Maladie — Disease Total | Total | Total 
. 1923 | 1924 | 1925 || Janv.| Fév. | Mars | Avril | Mai | Juin | Juill. | Aott | Sept. | Oct. | Nov. | Déc. 
| Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dec 
| Cas Cases 
| Coqueluche Whooping- 
‘ cough 5 16 50 2 2 3 4 0 5 1 0 0 30 3 0 
| Diphtérie Diphtheria 203 |: .282°|.> 288 4} 35 24 25 14 7 18 24 aa 38 35 22 
| Dysenterie  Dysentery 78 | 108 69 3 1 4 2 2 2 5 6 14 14 15 7 
| Encéphalite Encephalitis 
léthargique _lethargica 2 1 0 0 0 0 0 0 0 0 0 0 0 0 0 
Fiévre médi- Mediterranean 
terranéenne _— fever 69 841 46 2 2 6 6 i, 5 5 5 3 2 z 1 
Fiéyre récur. Relapsing fever 2 1 6 0 0 0 0 1 2 1 2 0 0 0 0 
_ Fiévres typh. Enteric 28 28 10 14 16 22 36 58 66 49 65 45 
_ _et paratyph. fever 655 | 824 | 437 
| Lépre Leprosy 3 0 0 0 0 0 1 0 0 1 0 0 4 
Méningite cé- Cerebro-spinal 
rébro-spinale _ meningitis 24 11 2 0 0 0 0 0 4 0 0 0 0 4 0 
illons Mumps 33 | 148 69 6 33 5 3 1 7 0 0 0 0 9 5 
Paludisme Malaria 62 44 fl 0 0 0 0 0 1 0 0 0 0 0 0 
| Peste Plague 34 11 6 0 0 0 0 0 0 2 3 0 1 0 0 
| Poliomyélite Acute 
 _algueé poliomyelitis 0 4 2 0 0 0 0 0 0 0 0 0 2 0 0 
 Rougeole Measles 442 | 224 | 162 15 16 42 40 33 12 9 0 0 1 3 4 
| Scarlatine Scarlet fever 37 66 278 4 44 aly) 42 45 39 49 16 14 18 32 24 
' Teigne Favus 6 So) pae a8 1 a ee 0 0 0 Glo 0 ibe cD 0 
_Trachome Trachoma 14 | 102 25 24 0 0 1 0 0 0 0 0 0 0 0 
Tuberculose Tuberculosis 359 | 469 | 472 24 46 hh 46 33 59 3 3 50 34 41 33 
_ Typhus exant. Typhus 357 | 209 | 404 6 Gi Ra SON Tago) to go.) 284)" 34 5 2 2 1 
Variole Smallpox 279 | 606 | 4270 || 135 | 456] 2061429 |. 70 81 25 64 | 75 84 79 | 169 


UNION DE L’AFRIQUE DU SUD — UNION OF SOUTH AFRICA 


(Population: 


SIRE ot 


7 466 436. H. 34 déc. 1925 *.) 


Sources: RAPPORTS ANNUELS DU DEPARTEMENT DE LA SANTE PUBLIQUE, 1921-1924. 
RAPPORTS MENSUELS, 1925. 
ANNUAL Reports OF THE HEALTH DEPARTMENT, 1921-1924. MonTHLy Reports, 1925. 


1 
Total | Tota! | Total} Total Total] ‘ ; = = 
Maladie — Disease 19214 | 1922] 1923 | 1924] 1925 ||\Janv.) Févr.| Mars |Avril | Mai | Juin } Juil. |Aoat | Sept.| Oct. | Nov. | Dée, 
| Jan. | Feb. | Mar. |April | May | June | July | Aug. | Sept,| Oct. | Nov. | Dee, | 
Peste Plague C. B81 A) 2700 | OU ae ae ae <1 hill | 1 0 1 | 2 3 0 Oi} 2 
1 16 8 19 | 246 40 16 12 7 0 0 1 | 2 0 0 0 1 
Typhus exanth. Typhus C. (9157 |8534 | 2923 11570 11114 96 75 44 49 92 66 ; 163 | 242 71 95 | 46 1 
Dy NAPLON LOST | 48 7ae oor ea ee 12 5 7 0 12 4 34 26 1Z i 1 
Variole Smallpox C.F jit08.| 713 |) (285° 19346 74 4 6 9 Vit 9 | 1 8 5 | 8 3 0 
D: 19 23 8 2 0 0 0 0 1 0 Ore 0 0 0 0 0 
Déclaration de maladies contagieuses (Blanes et indigénes) par les médecins. 
Notification of Infectious Diseases (Whites and Natives) by Medical Practitioners. 
Total | Total | Total | Total 1922 ‘So jain 1603 > aati aga 
: : Lay, | a eee 1921 \jany.—3ojuin | July rst 1922 | July ist 1923 | July rsti 
Maladie — Disease Potal Total) 56 joi |e | eae cel ase t Jan. 4— June 30] June 30th 1923 |June 30th 1924] June 3oth 192 
492014924 gine July 18a) daly ti9ey | aniee  ; I. B. il B. i iB : Le, 
1922 | ‘922 | teas | to | W. | N. | W. | N. | W. | N. | W.] NO | W 
Cas Cases | | | | | | Mm | | ——_ | 
Anthrax Anthrax 7a }110 46 50 35 49 474198 13 33 11| °39] 43 22 141 
Diphtérie Diphtheria 1016 |1014 | 540] 885 | 1037 | 1201 | 847 | 167 | 459 84 at 114 | 8641 | 176 | 1039 
Encéphalite Infective 
infectieuse Encephalitis} 25 | 33 6 13 13 4A AZ eens 4 2 4 9 6 7 17 
Erysipéle Hrysipelas LOOT 9194 188 | 167 | 118 49 59 20 142 52 422 66 | 114 
| Fievre de Malte Malta fever 37 27 25 ia 18 15 20 7 24 i 16 14 41 7 9 
Fiévre puerpé- Puerperal fever 
rale y com- including 
pris septicé- puerperal 1a 
mie puerp. sepsis 195\} 134 64 136 128 155 92 42 33 34 87 49 63 65 8oae 
Fiévre typh. Enteric fever |5292 |4511 | 2623 | 4163 | 3859 | 4890 [2713 |1798 | 1514 | 1109 | 2424 | 1739 120387 |4822 | 2291) 2 
Lépre Leprosy 115 | 108 45 87 53 58 164 02 2 43 2 CEPI ESS ie 46 6] 
Méningite céré- Cerebro-spinal 
bro-spinale meningitis 128 | 113 58} 515°] 826] 552 23 | 90 7 o4 107 408 | 154 | 675 | 154 
Morve Glanders 1 0 0 0 1 2 0 0 0 0 0 0 0 “| 2 
Ophtalmie Gonorrheal | 
gonorrhéique ophthalmia 10% 22 3 12 14 16 18 4 4 2 7 5 6 8 11) 3 
des nouv.-nés neonatorum] 52] 98 41 82 87 | 132 Dib eek 12 29 51 31} 47 40 48} 
Peste Plague Gui 733 6 2 8 79 7| 26 0 6 0 2 0 8 231m 
Poliomyélite Acute % 
aigué poliomyelitis} 33 3: 18 5 3 24 27 6 14 4 2 3 0 3 15 
Rage humaine Rabies 4 0 0 0 4 0 0 0 0 0 0 0 aia tie ab} 10 am 
Scarlatine Scarlet fever |1732 | 920] 640] 2042] 1024} 879 | 854 66 | 628 12 | 2000 42 | 984 40 | 8531 
Tuberculose Tuberculosis |3313 |2962 | 1297 | 3612 | 3942 | 46384 | 439 |2523 | 174] 1123] 400] 3242 | 427 13545 | 788 | 3% 
Typhus exanth. Typhus 6992 |6257 | 1854 | 3762 | 1230, 844 97 16160 33 1°1818 56 | 3706 | 55 [4475 57 a 
Variole Smallpox 1035 | 787 | 269| 2851 246| 108 74 | 716 83 | 186 19 | 2661 60 | 186 a 


* Blancs — White = 1 652 382; Indigénes — Native = 5 074 973; Asiatiques — Asiatic = 173 339 ; Metis—Coloured = 565 742. — 


B. = Blanes; I. = Indigénes. W. = Whites; N. = Natives. 


ZANZIBAR 


(Population: 217 960. R. 41°F avril 1923.) 


Source: ANNUAL Report or THE MepIcAL DEPARTMENT, 1924. 
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AMERIQUE — AMERICA 


CANADA 


i 
Sources: Rapronts pu Bureau FRDERAL DE LA STATISTIQUE, OTTAWA, CANADA, 1924 eT 1925. 


REPORTS FROM THE Dominion Bureau oF StTATistics, OTTAWA, CANADA, 1924 AND 1925. 


ga bays | Total | Total Jan. Féy. Mars | Avril Mai Juin | Juillet | Aott Sept. Oct. Nov. Déc. 
Beane des, ease | 1924 | 1925 || Jan. | Feb. | March| April) | May | June| July | Aug. | Sept. | Oct. | Nov. | Dee. 
CANADA (Total) (Population: 9.265.000.** E. 1925). 
} Coqueluche Whooping-cough C, 6414 7380 756 695 TA9 526 729 569 675 | 655 646 510 494 406 
; 2 ; D. 663 537 43 48 56 53 50 36 38 4h 45 38 39 4% 
| Diphtérie Diphtheria C. 9068 7327 822 715 604 484 494 401 3386 | 497 520 867 773 764 
Ps ; 10% 977 908 131 94 98 71 67 44 53 46 68 83 56 97 
Fiévre typhoide Typhoid fever C. 2229 1985 13 83 152 84 126 101 115 278 320 298 174 122 
, D. 445 412 44 23 AL 4A 24 21 PAG 26 43 53 St 32 
Grippe Influenza D. 730 1589 1S 135 330 293 216 122 60 23 33 54 74 115 
Méningite cérébro- Cerebro-spinal 
spinale meningitis AB) Aly fs) 164 15 23 13 18 15 9 13 7 16 16 9 10 
Oreillons 1 Mumpst C. 8192 8364 1358 1237 1475 943 619 418 236 98 198 355 786 731 
D. 7 1 0 0 0 A 0 0 0 0 0 0 1 0 
| Pneumonie2 ; Pneumonia 2 D. 3218 3897 430 428 484 429 426 275 211 133 164 294 308 319 
_ Poliomyélite aigué Acute poliomye- C. 247 167 5 9 2 1 6 ? 12 34 56 33 5 2 
litis De 36 41 4 5 5 f 5 1 3 2 ray 6 3 2 
Rougeole Measles Cc, 39984 | 23435 2859 2397 2502 2814 3376 Q149 1204 394 207 937 2025 2574 
F DF 368 211 32 415 26 15 25 33 4 WO 13 3 Q 9 19 
Scarlatine Scarlet fever C. 17340 | 14148 1729 1743 1792 1376 1249 936 618 444 585 1017 1314 1348 
- D. 393 30D 43 40 46 43 38 13 47 13 13 36 24 29 
| Tuberculose, Tuberculosis, 
 __ toutes formes all forms D. 4726 5090 474 398 557 476 483 Soe 496 363 347 397 334 373 
Variole Smallpox C. 2791 | 1248 206 218 200 86 97 |} 4 63 45 114 44 46 54 78 
D. 57 10 0 1 4 0 1 2 0 2 0 0 3 0 
al 
ie NOUVEAU-BRUNSWICK et NOUVELLE-ECOSSE -- NEW BRUNSWICK and NOVA SCOTIA (Population: 940.000. E. 1925) 
a - 
| Coqueluche Whooping-cough C, 763 378 42 33 27 62 35 33 30 17 8 10 41 30 
Be i D. 47 27 4 3 0 5 2 4 2 2 2 il 1 1 
Mi Diphtérie Diphtheria Cc. 419 458 32 19 30 36 31 25 24 30 42 60 58 74 
1 wie: D. 45 32 3 4 2 3 2 1 3 { 2 5 ve 4 
| Fitvre typhoide Typhoid fever Cc. 313 222 13 4 14 8 12 19 16 33 2 35 13 6 
i D. 23 35 0 1 2 2 4 2 4 1 9 8 5 0 
| Grippe Influenza D. At 156 6 18 39 38 24 11 13 0 2 2 0 3 
_| Méningite cérébro- Cerebro-spinal 
| spinale meningitis 16) 7 41 2 4 2 0 0 0 4 0 0 1 0 L 
|| Oreillons Mumps C. 242} 238 Qh 26 13 26 22 2 9 0 20 37 28 31 
ie D. 2 1 0 0 0 0 0 0 0 0 0 0 1 0 
_ | Pneumonie 2 Pneumonia 2 D. 230 479 55 54 87 68 45 32 28 12 16 17 28 37 
|| Poliomyélite aigué Acute poliomye- C. 4Q 1 0 ‘ 0 0 0 1 0 0 2 0 0 0 
ie litis 1 2 1 0 0 0 0 0 0 0 1 0 0 0 0 
| | Rougeole Measles C. 4498 290 45 16 6 {5 16 29 77 8 5 16 12 45 
} i D. 23 5 0 0 4 0 0 1 4 0 0 0 0 2 
| Scearlatine Scarlet fever C. 1299 891 111 68 78 52 59 72 58 23 85 83 99 103 
\ ee Dz. 34 23 4 1 3 4 5 0 0 1 h 0 2 2 
|| Tuberculose Tuberculosis, - 
| _ toutes formes, all forms D. 368 540 47 46 66 45 58 47 60 34 38 29 37 36 
4 Variole Smallpox C. 50 4 0 4 0 0 1 4 0 0 0 0 0 { 
ia De 0 0 a0) 0 0 0 0 0 0 6 0 i) 0 0 
; —- T_T |] he 
+i QUEBEC (Population: 2.520.000. E. 1925), 
| ees 
| Coqueluche Whooping-cough OC. 1168 962 62 93 81 141 59 43 A5 69 86 66 104 146 
i id 449 289 24 30 31 ak 25 15 20 20 29 ai 22 29 
| Diphtérie Diphtheria C. 1380 a Uy fs) 187 158 438 438 103 88 67 83 76 202 168 172 
i.) De 397 346 5 36 46 26 Q27 15 19 11 24 40 23 29 
| Fiévre typhoide Typhoid fever C. 759 465 54 19 46 4h, AQ 9 21 64 42 60 46 24 
| to Ds 286 | 229 27 13 26 34 12 15 16 15 16 29. 15 4h 
| meee Influenza D. 645. [ 774 65 63 174 130 89 67 9 8 15 29 49 73 
| Mé€ningite cérébro- Cerebro-spinal ; 
| _ spinale meningitis Dz. 52 37 3 3 3 4 3 2 4 1 4 2 4 f 
Poliomyélite aigué Acute poliomye-  C. 4 21 2 1 4 4 0 0 2 2 3 8 4 0 
fy zd litis D. 418 20 4 2 4 1 3 0 2 0 5 1 0 1 
ie Rougeole Measles C. 5066 4351 519 423 640 1088 794 376 76 23 16 46 134 216 
i ar D. 204 | 156 25 8 47 13 20 27 8 8 3 6 8 13 
; -Scarlatine Scarlet fever C. 3137 3352 406 363 435 453 320 217 121 83 104 221 323 306 
| Tee Dz 167| 165 17 17 27 18 17 9 7 h 3 26 13 7 
| Tuberculose, Tuberculosis, 
‘| toutes formes all forms D. 2725 2714 227 188 343 258 242 192 246 220 189 216 176 | Zh. 
| Variole Smallpox C. 173 83 0 0 0 0 0 { { 72 0 0 1 8 
|e D. 2 1 0 0 0 0 0 0 0 0 0 0 1 0 
ie = 


a 
number 


| 

| Poy A Yexclusion de I'Ile du Prince-Edouard, dont on ne-posséde pas de chiffres. —- Exclusive of Prince Edward Island, for which no information is available. 
A 1 Le nombre des cas d’oreillons dans Ja province de Québec n’est pas donné. — The number of mumps cases in the province of Quebec is not available. 

anes Le nombre des décés dus 4 la pneumonie dans les provinces du Nouveau-Brunswick, de Québee et de la Colombie Britannique n’est pas donné, — The 
of deaths from pneumonia for New Brunswick, Quebec and British Columbia is not available. 


Aer Sale 


CANADA (suite — continued). 


1925 


: : Total | Total 
etaradie. >) Disease 1924 | 1995 || Janv. | Fév. | Mars | Avril | Mai | Juin | Juillet} Aoat | Sept. | Oct. | Nov. | Déc. 
Jan. Feb. | March} April May June July Aug. Sept. Oct. Nov. Dec. 
ONTARIO (Population: 3 103 000. H.1925). 
Sk a ES Re Pe Le Cee Me So GURY ey ee ON 
Coqueluche Whooping-cough OC. Qh74 3728 489 427 464 Q44 400 269 345 305 295 Q47 130 
iB)s 56 97 6 & 13 10 11 7 9 10 4} 6 
Diphtérie Diphtheria C. 8475 3053 855 285 Qe 182 194 142 151 Q4h 274 412 279 
D. Q274 208 84 17 47 15 10 12 19 10 16 {4 19 
Fiévre typhoide Typhoid fever C. 849 856 53 40 a2 ai 53 46 57 stele 130 137 76 
D. 81 70 9 3 8 3 9 3 3 5 8 5 10 
Grippe Influenza D. 109 252 33 Q4 55 43 28 ef 5 2 10 11 14 
Méningite cérébro- Cerebro-spinal 
spinale meningitis D. 55 32 5 4 3 3 3 2 4 1 1 5 
Oreillons Mumps C. 7632 6170 || 1257 dete, 1281 857 478 300 108 43 29 103 306 
D. 6 0 0 0 0 0 0 0 0 0 0 0 
Pneumonie Pneumonia D. 1858 1866 250 Q44 220 177 168 126 77 37 85 165 497 
Poliomyélite aigué Acute poliomye- C. 64 oy) 2 4 1 0 Hi) 0 4 19 387 17 3 
litis D. 6 6 0 3 4 0 | o} 0 0 0 0 0 
Rougeole Measles G: | 25694 | 12504 2101 1589 1690 4530 2173 4085 648 168 60 405 534 
Dy 65 16 0 4 7 0 3 Q 0 0 0 0 
Searlatine Scarlet fever CH 7332 5371 700 624 681 525 507 326 Doe 141 162 384 5414 
D. 118 79 14 8 7 ) 5 6 4 
Tuberculose, Tuberculosis, 
toutes formes all forms D. 978 911 GID 88 80 63 92 85 82 an 62 66 ribs 
Variole SmaJlpox C. 594 214 27 13 16 9 16 41 8 7 5 19 4 
D. 47 3 0 1 0 0 1 4 0 0 0 0 0 


MANITOBA, SASKATCHEWAN et ALBERTA — MANITOBA, SASKATCHEWAN and ALBERTA (Population: 2141 000. B.1925). 


Coqueluche Whooping-cough C. 1894 4839 142 114 108 75 449 140 202 224 220 172 188 
iD 102 421 9 ‘L 2 (tal ry 9 6 12 6 14 13 
Diphtérie Diphtheria C. 3152 1929 222 2419 146 415 129 120 123 125 124 166 210 
D. 243 298 43 36 30 Q7 26 16 10 18 ae 20 10 
Fiévre typhoide Typhoid tever C. 256 347 14 19 18 3 16 Dp: 16 50 74 48 37 
Dy. 54 78 8 6 5 5 2 1 4 5 10 14 ul 
Grippe Influenza 18) 65 410 33 30 62 82 has Bhi) Ser 13 6 9 11 
Méningite cérébro- Cerebro-spinal 
spinale meningitis D. 61 83 5 12 5 10 9 5 4 5 41 
Oreillons Mumps Ge 269 1203 45 53 132 36 #3) 70 104 45 24 104 244 
D. 4 0 0 0 0 0 0 0 0) 
Pneumonie Pneumonia D. 1030 1552 125 133 4174 184 212 117 106 84 63 112 103 
Poliomyélite aigué Acute poliomye- C. 104 4h 4 0 0 4 6 ip 14 8 0 
litis dD. 13 0 0 0 0 0 0 2 
Rougeole Measles C. 6254 6224 190 357 159 178 394 653 398 192 425 468 1327 
D. 66 34 7 3 2 i, ‘3 1 
Scarlatine Scarlet fever C. 4034 3336 304 544 468 240 259 258 15 Loe 169 253 265 
D. 68 87 11 12 8 14 10 3 7 6 1 Ay tes 
Tuberculose, Tuberculosis, 
toutes formes all forms iDJp 634 866 80 63 56 99 80 68 105 68 58 86 45 
Variole Smallpox C, 1242 330 43 34 20 10 Gye 34 20 20 14 25 22 
iby 7 4 0 0 0 0 | 0 1 0 4 0 0 2 
| 
COLOMBIE BRITANNIQUE — BRITISH COLUMBIA (Population: 561 000. E.1925). 


Coqueluche Whooping-cough C., 445 473 11 28 39 34 86 84 no 43 37 14 34 
‘ D. 9 54 0 Q 0 0 | 0 1 1 0 1 0 0 
Diphtérie Diphtheria C. 642 B12 25 34 18 18 37 26 24 15 7 Qi. 58 
; D. 21 24 4 1 3 0 2 0 2 6 1 aS 2 
Fiévre typhoide Typhoid fever C. 5Q 95 1 4 2 4 3 5 5 23 22 18 2 
Di 1 0 Q 0 0 0 0 0 0 0 0 0 0 
Grippe Influenza D. 0 0 0 0 0 0 0 0 0 0 0 0 0 
Méningite cérébro- Cerebro-spinal i 
spinale meningitis D. 0 1 0 0 0 1 0 0 0 0 0 0 0 
Oreillons Mumps C. 49 753 32 46 49 24 4A 46 15 10 35 444 211 
D. 0 0 0 0 0 0 0 0 0 0 0 0 0 
Poliomyélite aigué Acute poliomye- C. 5 3 0 0 0 0 4 0 0 4 ty 0 4 
litis D. 1 4 0 0 0 0 0 0 0 4 0 0 0 
Rougeole Measles C. 1463 69 4 12 7 3 2 6 5 3 1 2 18 
D. 10 0 0 0 0 0 0 0 0 0 0 0 0 
Scarlatine Scarlet fever C. 1538 1198 208 180 130 106 194 63 ae 42 65 76 113 
D. 9 4 0 0 0 0 0 0 0 0 0 0 1) 
Tuberculose, Tuberculosis, ie 
toutes formes all forms D. 24 59 8 13 12 {1 11 0 3 0 0 0 4 
Variole Smallpox C. 732 617 136 170 164 67 28 16 16 15 2 2 0 
D. 2 0 0 i 0 9 0 0 if 0 0 0 
ONTARIO: Données pour les années précédentes: — ONTARIO: Data for previous years: 
: : Méningite : 
Coqueluche Diphtérie Fiévre typhoide Grippe cérébro-spinale Poliomyélite Rougeole Scarlatine 
Whooping-cough Diphtheria Typhoid fever Influenza Cerebro-spinal Poliomyelitis Measles Scarlet fever 
meningitis 
Cc. D. C, D. Cc. D. D. C: D. C! Ds Ge 1: C, D. 
LOZ es Oi 2042 210 5940 654 ihlas 182 2411 77 67 3% 14 15423 210 5130 150 
190 ter et 2307 134 6313 525 725 184 159 79 66 81 20 2854 40 4564 . 126 
1 RS a Sie A 1691 90 3529 410 576 OSH 375 71 64 205 25 8950 va) 3950 114 


1923 TR exe 3205 184 2935 244 A CGD 22) 874 64 59 19 10 10843 70 5044 134 


aap, ¥" 


CHILI — CHILE 
(Population: 3 819 096. E. sept. 1922.) 


Source: RAPPORT DE LA DIRECTION GENERALE DE LA SANTE PUBLIQUE. — ReEpoRT FROM THE DrrectoR-GENERAL OF PusLic HEALTH. 
1929 
Maladie — Disease Ae | 
Janv. | Févr. | Mars | Avril | Mai | Juin | Juill. | Aodt | Sept. | Oct. | Nov. | Déc. 
Jan. | Feb. |March] April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee. 
ES Ee A i IAT et Mo Sila I De 
Diphtérie Diphtheria (ss 141 6 9 0 10 5 24 10 11 11 11 9 8 
s ‘ De 4 0 4 0 0 0 0 0 3 Q 0 0 0 
_Fiévres typhoide Enteric fever C. 1396 164 1S 139 146 131 116 Oo 143 87 85 98 105 
et paratyphoide D. Me, 141 13 15 8 | ity 16 14 1 A 10 13 
Méningite Cerebro-spinal 
_ cérébro-spinale meningitis C. 0 0 0 0 0 0 0 0 0 0 0 0 
-Scarlatine Scarlet fever C. i) 4 1 0 0 2 0 0 3 1 5 4 
av dD: 0 0 0 0 0 0 0 0 0 0 0 0 
—Trachome Trachoma C. 84 Tt 45 25 14 8 0 0 0 3 0 1 
Typhus exanth. Typhus C. 965 90 46 53 47 44 37 07 68 | 104 Vo 2ee dere, he 145 
De 133, 42 7 12 3 6 13 6 7 ts 20 23 13 
Variole Smallpox Gi: 4 0 0 0 0 0 0 4 0 0 0 0 
: ¢ D. 0 0 0 0 0 0 0 0 0 0 0 0 
x I9I9 1920 1921 1922 1923 1924 Ig2 
| Typhus exanth. Typhus Gy 44547 7138 4503 4469 3294 2047 965 
a D. 2804 1182 569 903 642 330 133 
E Variole Smallpox . C. 9 15 11701 8494 3502 410 ih 
By: D. 6 13 5131 3621 1551 126 0 
: he 
a : 
COSTA-RICA 
(Population: 485 000 E. 31 déc. 1922.) 
ouree : Rapport DU SERVICE STATISTIQUE. — ReEPoRT FROM STATISTICAL DEPARTMENT. 
, | 
7 1925 
Maladie — Disease 1 
Jany. | Févr, | Mars | Avril | Mai | Juin | Juill. | Aout | Sept. | Oct. | Nov. | Déc 
Total || Jan. | Feb. |March/ April} May | June | July | Aug. | Sept. | Oct. | Nov. | Dec 
m4 Cas Cases 
Coqueluche Whooping-cough 13 0 0 0 0 0 0 0 0 0 0 8 5 
Diphtérie Diphtheria 16 0 0 0 2 0 3 2 1 0 0 3 A 
| Dysenterie Dysentery 2 0 0 0 0 0 0 0 0 0 0 0 2 
| Encéphalite léth. Encephalitis letharg. 1 0 0 0 AY 0 0 0 0 0 1 0 0 
| Fiévres typhoide Enteric fever 
et paratyphoide 25 0 0 0 4 0 2 “ 6 2 2 4 4 
| Grippe Influenza 2 0 0 0 0 0 0 0 0 n 0 1 0 
| Paludisme Malaria 3 0 0 0 0 0 0 0 0 0 1 2 0 
| Rougeole Measles 3 0 0 0 0 1 0 2 0 0 0 0 0 
| Scarlatine Scarlet fever 1 0 0 0 0 0 0 0 0 0 0 0 1 
| Tuberculose Tuberculosis 16 0 0 0 0 0 0 0 0 0 0 3 13 
| Variole Smallpox 4 0 0 0 0 1 4 4 0 0 0 0 4 


©n obligatory for many years, 
p ; 


was only actually put in force —and even then with marked incompleteness 


| | | | | 
SS 


eh i ra : . . . . i ° e . . ’ a 5 7 * d; 
* La déclaration des maladies infectieuses, bien qu’étant obligatoire depuis un certain nombre d’années, n’est devenue effective qu’au cours 
i derniers mois de 1925; cependant les chiffres indiqués demeurent incomplets. — The declaration of infectious diseases, although it has 


during the last months of 1925. 


G0 sae 


or Pusiic HEALTH. 


CUBA 3 
< 
(Population: 3 296 000. H.41° juil. 1925.) * 
Cas de maladies a déclaration obligatoire notifiés en 1919-1925; par décades en 1925. { 
Cases of Notifiable Diseases reported, 1919-1925; by ten-day periods in 1925. 
Sources: Bouietin Decenat HpipemiéLocico Sanitario. Rapports DU MINISTERE DE LA SANTE PUBLIQUE. — REPORTS FROM MINIS 


| 


€ 


» © ee Ss 3 os 3 wn EI a 2 a Oi, a 3 ca) o 8 o es 
55 |288.| es 2 |/Shee| FE |Sa03| $3 | 22 |8253| 22] a8 
Décade se terminant le: s : ee ee a9 ae 2 g aye ae ae 3 ¥ EF EE E s g 
Ten-day period ending: eae |Bs c=] Bh ase agi S 2eds|/ og az |@3ss| 8's > 
rae a2 Se )/ae es ae ‘o a\ ee as eau ea | 
QO Ay | a ‘2 & Ay = D ab 
eaee Se te Ce PAE : 
Total. 4919. eac.. oo 2347 — 4368 — a — — — 
yn O20: eee — 2190 — 4234 — -_— — — 
ro WE OD TED Oi, — 9592 — 7356 = — — — — 
> (11939 Saree = 2778 — 5739 —- — = — —= 
DE O23 pent. 315 3004 6 4968 — 92 72 419 800 
—_——-*~>-- 
Di A O24 ee 288 243 2879 12 4400 — 421 49 al 749 
>) 89925 oe 364 234 1789 wd 7498 14 3063 195 24 353 
Janvier — January 10 3 0 32 0 187 0 19 1 0 2 
20 iS) 2 44 0 219 0 9 0 0 2 
34 i) 2 42 0 336 0 18 4 4 13 
Février — February 10 Ai 0 30 4 330 0 23 7 a 4 
20 13 4 48 0 262 10 46 2, 0 3 
28 9 2 28 0 284 0 37 3 0 3 
Mars — March 10 44 0 40 7 215 4 74 4 0 16 
20 5 3 33 0 219 3 gh) 5 0 54 
31 12 3 48 0 223 0 88 7 4 419 
Avril — April 10 7 h 39 4 80 0 4A 3 4 8 
20 13 2 47 4 166 0 107 2 1 20 
30 14 4 43 4 130 0 134 3 0 18 
Mai — May 10 8 10 4) 2 134 0 118 3 0 16 
20 10 7 70 2 124 0 424 5 0 42 
31 8 16 50 4 141 0 80 5 0 9 
Juin — June 10 8 5 60 4 196 0 130 13 1 16 
20 4 i 59 4 275 0 94 9 uA 10 
30 8 é) 69 2 315 0 421 8 0 9 
Juillet — July 10 9 10 co 0 384 0 156 a. 0 0 
20 8 20 419 4 314 0 72 5 2- 4 
31 10 9 117 0 436 0 100 22, 4 2 
Aout — August 10 15 6 86 0 187 0 87 5 4 8 
20 9 yb 79 0 240 0 134 4 2 5 
31 it 25 70 0 166 0 165 3 4 2 
Septembre — September 10 12 8 69 0 200 0 125 9 0 2 
20 7 6 48 0 125 0 114 5 0 1 
30 18 9 43 0 106 0 86 5 2 5 
Octobre — October 10 4 3 32 0 97 0 83 7 2 3 
20 10 7 34 0 213 0 50 6 0 2 
oh 12 13 23 0 158 0 83 3 1 11 
Novembre —- November 10 14 2 28 0 168 0 86 12 4 4 
20 12 12 36 0 188 0 87 4 4 4 
3 14 3 22 0 144 0 81 5 0 5 
Décembre — December 10 14 6 18 1 2273 0 57 4 1 16 
20 ) 4 8 0 128 0 87 2 0 7 
ot él 4 18 0 185 0 af) 6 2 38 
COTE 98 1S EERE ARE ERC TES EE I TE a PT SE SP SES CSE RE ST AD 
EQUATEUR — ECUADOR 
(Population : 2000000. E. 1922.) 
Sources : INFORME DEL DIRECTOR-GENERAL DE SANITAD PusBuica, 1921-1922. — Bo.ertin SANITARIO, 1923-1925. 
; 1925 
Maladie =—’ Disease Total| Total} Total] Total|Totall|Janv.|Févr.| Mars|Avril| Mai | Juin | Juill.;Aodt|Sept.) Oct. 


1924 | 1922 | 1923 | 1924 | 1925 ]| Jan. | Feb. |March| April] May | June} July | Aug. |Sept.| Oct. 


— —- | —_.. —__+ 


Peste Plague C. 210%) Sb) A261 ee 12% 17 34 16 8 4 1 0 0 
x Dy. OS) pale me?) AT 54 7 13 8 4 Q 4 0 0 
Variole Smallpox C. — 58*| 158 9 1 0 0 0 0 0 0 0 
D. — (ih 5 4 0 0 0 0 0 0 0 0 


* Pour la ville de Guayaquil seulement. — For the city of Guayaquil only. 
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disease is notifiable and ordinarily reported. 
t Les données manquent. — Data not available. 


4 
— 92° — 
ETATS-UNIS — UNITED STATES 
(Population: 113 502 000. EH. 4 juillet 1925.) 
Source: INFORMATION RECUE DU SERVICE DE LA SANTE PUBLIQUE DES ETATs-UNIsS. — INFORMATION RECEIVED FROM THE UNITED Stag 
Pusiic HEALTH SERVICE. . 
aT GE 
area ; 1925 4 
adi F Etats Total \,— => abies Roe OL LE) a1 aL Do a ae ee - 
Maladie = ;Disease Number || Total | Janv.{ Fév. | Mars | Avril | Mai | Juin [Juillet | Aont | Sept. | Oct. | Nov. | Dée, 
of States + Jan. Feb. |March | April | May June | July | Aug. | Sept. Oct. Nov. Dec. 
eas ed 26 || 3084] 278] 227] 344] 255] 252] 487] 115] 81] 176| 292] 276] 38 
Angine septique Septic sore throat 49 107 14 17 ub 10 7 9 i 13 6 5 5 id 
Charbon Anthrax 47* 154216] 12697 | 12408 | 14729 | 16227 | 17045 | 45751 | 14877 | 11886 |} 10006 8723 9028 | 1083! 
Coqueluche Whooping-cough 9 2178 82 69 24 25 16 2. 124 379 834 467 10; 
Dengue Dengue 47* 96403] 9805] 8730] 8287] 7462] 7014] 5864} 4723] 54122] 6873 | 411156 | 11498 | 986 
Diphtérie Diphtheria oe 4541 206 143 126 99 102 93 8 90 95 4 86 1 
Encéphalite léthargique Encephalitis lethargica a 
Fiévre des Montagnes Rocky Mountain ie 113 0 4 AA 40 19 8 2 0 0 0 
rocheuses spotted fever (A fae 48313| 24144 4427 4239 1456 | 2394 4409 6575 8313 T7454 6601 3743 | 256! 
Fiévre typhoide Typhoid fever 39 210266) 34187 | 58524 | 49572 | 26348 | 8502 | 2527 1603 1948 1728 4408 | 8178 1274! 
Grippe Influenza 14 62 3 6 9 6 5 5 5 0 4 
Lépre Leprosy 
Méningite cérébro-spin. Cerebro-spinal meningit. AG 1566 163 cle hg 187 hay? 135 124 104 hes) 134 90 84 
Oreillons Mumps 42 113480] 15890 | 18644 | 21089 | 17401 | 12876 7416 3306 L Bi Baia) 1764} 26414 4725 
Paludisme Malaria 29 111090) 3277 3628 4230} 6478 9689 | 12688 | 15006 | 17761 | 15994 | 11802] 6700 
Pellagre Pellagra 22" 12553 278 453 742s Loud 1978123793)" Ants 1286 816 689 578 
Pneumonie, toutes formes Pneumonia, al! forms 31* |/414176) 15887 | 17520 | 17737 | 13431 | 8440 | 5160] 2590] 2440] 2953) 5250] 8720 
Poliomyélite aigué Poliomyelitis AT* 5809 132 98 89 106 104 254 805 1428 4359 932 341 
Rage animale Rabies in animals 143* |i§ 1856 157 217 148 193 155 144 145 139 104 103 92 
Rage humaine Rabies in man Dai 90 6 12 5 12 6 13 if 10 6 T 
Rougeole Measles 1 24292) 13226 | 18057 | 26961 | 32681 | 37077 | 29419 9243 3000} 2272) 5222 | 14007 
Scarlatine Scarlet fever kT* 183027] 24234 | 24024 | 24889 | 21079 | 18303 | 10127 4877 41214 5517 | 10898 | 15723 
Trachome Trachoma 26 1954 Ot 127 144 145 Zee 109 144 187 116 136 268 
Tuberculose pulmonaire Tuberculosis, pulmonary 18* 65202] 5109 5129 | 57645) 62457: 5947) 5706) 5542 4640 teeo en 5008} 5068 
Tuberculose, toutesformes Tuberculosis, ali forms 4Q* 123706] 9691 9985 | 10820 | 11935 | 11374 | 10935 | 10544 9064 | 10411 9742} 9044 
Typhus exanthém. Typhus 10 154 Q Q vf 14 40 3 18 15 
Varicelle Chickenpox 47* 169157] 26531 ! 22054 | 19158 | 15516 | 14491 | 13076 | 4236 1849 1767 6731 | 19247 
Variole Smallpox 47* 39639] 6941 | 6397] 5390| 4974] 4542] 3562] 4544 877 595 752] 1684 
Deux cas de peste en Californie en janvier. — Two cases of plague in California in January. 
+ Nombre d’Etats ayant envoyé des rapports relatifs aux maladies spécifiées pour l’année 1925. — Number of States from which reports on the diseases | 
cified were received in 1925. 
* ‘YY compris le district de Colombie. — Including the District of Columbia. . 
§ Y compris 142 cas dans le Kansas, qui ne sont pas donnés par mois. — Includes 142 cases in Kansas; data not given by months. 
Note. Ces données sont provisoires, car plusieurs Etats n’ont pas encore envoyé leurs rapports définitifs. —- ‘These data are provisional, as final reports have 
been received from many of the States. 
ETATS-UNIS — UNITED STATES 
(Population: 113 502 000. E. 1 juillet 1925.) : 
Source: UNiTep States Pusric HEALTH Reports. 
oe Populat. | 
d’Etats ees 
. (EH. 4 juil. 
: ‘ notifiant. 1995) 
Maladie — _ Disease Number ae eee Loe 4922 1923 1924 1925 
en milliers; 
of States in 
o 
ae ting thousands 
Cas Cases ; 
Angine septique Septic sore throat 17 49008 4048 9575 1781 1917 2954 | 
Charbon Anthrax 29 80729 74 89 137 170 105 
Coqueluche Whooping-cough 42 99851 ik 105690 159294 142264 13926gm 
Dengue Dengue f 16 36549 415 64253 2976 676 2080. 
Diphtérie Diphtheria i 45 104540 204235 163414 139472 115128 91726 
Fiévre des Montagnes Rocky Mountain spotted 
Tocheuses fever 14 27742 74 167 424 99 
Fiévre typhoide Typhoid fever 45 104540 46780 33916 32374 33446 
Grippe Influenza ; Peter 24 62756 36707 268991 332949 72666 
Méningite cérébro-spinale Cerebro-spinal meningitis 40 93914 2076 1704 1793 1358 
Oreillons Mumps 34 85447 T 46100 51027 122487 
Paludisme Malaria 23 60676 188467 156411 138334 110124 
Pneumonie Pneumonia is 13 51437 i 92865 -95591 89370 
Poliomyélite aigué Acute poliomyelitis 38 90836 6036 2138 3172 5078 
Rougeole Measles 45 104540 267428 261441 729336 493766 
Scarlatine Scarlet fever 45 104540 184264 152235 166418 175482 
Tuberculose, tout. form. Tuberculosis, all forms 16 52567 92729 92161 89642 90910 
Tuberculose pulmonaire Pulmonary tuberculosis 6 25906 46272 48054 46251 45245 
Typhus exanthématique Typhus fever 38 97256 88 43 62 102 
Varicelle Chickenpox 45 104947 t 129855 | 151502 | 196340 | 160714 
Variole Smallpox 45 104540 94080 30934 29176 54639 38436 
Gonorrhée Gonorrhea 43 107460 161354 150699 153356 157075 1729: b 
Syphilis Syphilis 43 107460 ADS 165332 179544 190509 - 212633 
1921 1922 1923 1924 1925 
Peste Plague o 2 4A 
* Comprend tous les Etats ou la déclaration de la maladie spécifiée est obligatoire. — Including all those States in which the speci 
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GRENADE — GRENADA 
(Population : 69000. E. 34 déc. 1924.) 


jources ;: MepIcAL ReEpoRT ON THE CHARITABLE INSTITUTIONS, etc., 1924. 


a RAPPoORTS DU MINISTERE BRITANNIQUE DE SANTE, 1923-1925. — Reports rrom THE British MINISTRY OF HEALTH, 1923-1925" 
ES EEE 
Total|Total|Total 1} Total oe 
; sons =F 5 otal| Total|Total|Total| Total}|— : 
Maladie Disease 1924 | 1922 | 1923 | 1924 | 1925 ||Janv |Févr.| Mars|Avril| Mai | Juin |Juill.|Aoat|Sept.| Oct. | Nov.| Déc. 
Jan. | Feb. |March| April] May | June! July | Aug. |Sept.| Oct. | Nov. | Dec. 
Dysenterie Dysentery C. —- — | 733 | 738 | 516 4h 30 32 o1 64 40 43 63 30 44 35 43 
aR eP RS ye Mo stee Se ie we cue eee el er eh fe Doe 
Fiévres typhoide ct Enteric fever Cc. 881 144 1 445 | 107 ve 0 15 18 uf 4 7 4 3 5 0 5 3 
paratyphoide D; 12 24 23 29) — — — -—— —_ = — — = — mots pats ps 
Grippe Influenza C, 62 — | 628. | 207 |. 284 30 pa 21 28 16 12 18 4:2 2h D2 18 28 
Pneumonie Pneumonia C. — — 79 26 39 4 4 3 4 2 1 4 1 10 6 3 6 
Tie ee een eae Wireline ae) Sf ee PL 
eae amaaeaaamae a 
Tuberculose Tuberculose, 
Paludisme Pellagre Poliomyélite aigné Tétanos pulmonaire autres formes 
Malaria Pellagra Acute poliomyelitis Tetanus Pulmonary Tuberculosis, 
tuberculosis other forms 
D. D C. D D. C. D. D. 
LICKIN ea 88 0 — _ 80 65 y 
ORR s)) iyo lal. vai 2 fan 2S 15 64 46 0 
Pie Ame bot ie osha) | 69 0 — — 13 35 50 2 
SMEs it volte” 83 i! — — 9 4h 37 2 
Li 3 — ~- — — — 36 4A 5 
Le SO —_ — 1 1 eS 58 52 3 
GUADELOUPE 
(Population: 229.839. R: 1° wil. 1921.) 
ources : Rapports DU MINISTERE FRANCAIS DES COLONIES. — REPORTS FROM THE FRENCH MINISTRY OF COLONIES. 
| COMPTE-RENDU DES MALADIES PESTILENTIELLES. 
OE 0) SF TT LL TE ATA STACI OE, 
1925 
Total ; to iB. : ‘ ; x ae | . 
; 4925 ||Janv. | Féevr.| Mars | Avril} Mai | Juin | Juill. | Aodt | Sept. | Oct. | Nov. | Déc 
Maladie — Disease Jan. | Feb. |March| April | May | June} July | Aug. | Oct.) Nov: |Dec, 
_ Dysenterie Dysentery C. 6 2 2 0 0 a} 1 0 0 0 0 0 0 
1: 1 0 4 0 0. 0 0 0 0 0 0 0 0 
_ Fiévres typhoide Enteric fever 
et paratvphoide C. 3 0 0 1 0 0 0 0 2 0 0 0 0 
Lepre - Leprosy C. 5 0 0 0 4 0 4 0 0 0 0 0 0 
_ Variole (Alastrim) Smallpox C, ps 24 0 0 0 0 0 0 1 0 0 0 0 
j 
. 
| GUYANE BRITANNIQUE — BRITISH GUIANA 
(Population: 297 6914. R. avril 1921.) 
nurce : Rapports pu MINISTERE BRITANNIQUE DE SANTE. — Reports FROM THE Baritisn Ministry or Hearn. 
Période de quatre semaines se terminant le : Diphtérie | Dysenterie aves Grippe Pneumonie Varicelle 
yphoide 
Four-week period ending: Diphtheria | Dysentery |Enteric fever| Influenza | Pneumonia | Chicken pox 


Total 1919 a = | 385 525 142 | — 3381 aa — == == 

. » 1920 = ae 246 795 138 — 163 aaa ae es a 
» 1924 8 == |p SS 304 489 118 -= 229 —— a 7 0 
» 4922 27 |= 300 461 92 — 105 — 705 68 0 

) 1923 30 6 926 89 476 117 | 8473 hd 920 772 29 0 

» 1924 14 2a 709 80 413 89 | 1465 28 875 688 100 4 

» 1925 2 iz 702 47 304 6% | 1660 24 | 1064 371 85 2 

Janvier -- January 34 4 4 66 6 12 5 | 100 2 83 34 4 0 
Féyrier —- February 28 1 1 90 8 27 4 39 0 84 29 6 0 
Mars — March 28 0 0 59 4 50 5) 49 2 79 36 6 0 
Avril — April 25 0 0 43 3 37 8 68 0 j 30 9 1 

Mai — May 23 0 0 42 2 31 3 9 0 62 19 4) 1 
Juin — June 20 0 0 33 2 16 4 14 0 90 36 12 0 
Juillet — July 18 0 0 34 2 9 3 233 4 106 29 17 0 
Aott — August 15 0 0 31 3 17 3 657 10 94 30 12 0 
Septembre — September 12 0 0 38 6 13 3 | 345 3p 149 38 7 0 
Octobre — October 10 0 0 32 4 19 4 45 2 75 32 5 0 

| Novembre — November 7 0 0 54 3 18 5 54 0 65 22 0 0 
Décembre — December 5 0 0 79 7 26 9 33 4 75 24 0 0 
1.926 Janvier — January 2 0 0} 104 3 25 8 Ay 0 59 15 0 0 


as de variole en 1923. — 1 case of smallpox in 1923. 


GUYANE FRANCAISE — FRENCH GUIANA 
(Population: 44 200. R. 1° juil, 1921.) 


\ 
Sources: RApports DU MINISTERE FRANGAIS DES COLONIES. — REPORTS FROM THE FRENCH MINIsTRY oF COLONIES. 
COMPTE-RENDU DES MALADIES PESTILENTIELLES. 


1925 


7a! || Janv. | Févr. | Mars | Avril] Mai | Juin | Juill. | Aoat | Sept. | Oct. | Nov. 


Maladie — Disease Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. 


Dysenterie Dysentery 

Fiévres typhoide Enteric fever 
et paratyphoide 

Lépre Leprosy 

Variole (Alastrim) Smallpox 
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HAITI — HAITI 
(Population: 2 230 000. R. novembre 1919.) 


Source: RAPPORTS MENSUELS DU SERVICE NATIONAL D’HyciiNge PUBLIQUE. — MonTHLY Reports From THE NATIONAL HEALTH SERVIE 
1925 
Cause de décés Total | Total 
Cause of death 1924 | 1925 || Janv. | Févr.| Mars | Avril | Mai | Juin | Juill. | Aodt | Sept. | Oct. | Nov. 
| Jan. | Febr. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. 
Béribéri Beri-beri 3 4 0 0 0 0 0 0 0 ts, 0 0 0 
Coqueluche Whooping-cough os 36 6 0 1 3 15 3 3 3 0 1 0 | 
Dysenterie Dysentery 524 | 314 29 18 a 22 36 19 o4 33 35 16 19 
Fiévre puerpérale Puerperal fever 24 19 0 2 0 A 3 4 | 2 0 2 9 
Fiévre typhoide Enteric fever 20 33 5 3 3 5 2 Z 2 6 4 2 2 
Grippe Influenza 14 27 5 8 7 4 0 0 0 1 0 3 0 
Méningite Cerebro-spinal 
cérébro-spinale meningitis 2 0 0 0 0 0 0 0 0 0 0 0 0 
Paludisme Malaria 365 | 513 2821 a2 90 14 16 7 28 33 16 | 46 16 18 
Pneumonie et Pneumonia and AG 
broncho-pneum. broncho-pneum. 118 120 5 13 10 16 14 14 8 41 13 6 4 48 
Syphilis Syphilis 280 | 274 34 27 37 29 15 15 25 17 13 14 164 
Tétanos Tetanus 43 24 0 4 3 3 2 4 5 2 4 4 4] 
| Tuberculose Tuberculosis 616 | 590 54 46 64 50 46 48 59 50 47 50 42 | 


HAWAI — HAWAII 
_ (Population: 275 688. E. 34 déc. 1922.) 


Source: «PusLic HEALTH Reports» pes Hrats-Unis. — Unitrep States Pusiic HEALTH Reports. 
Total] Total] Total] Total| Total te 2 
Maladie — Disease 1901 | 1999 | 1923 | 1994 | 1998 || Jam- | Fey. { Mars) Avril) Mai , Juin ; Juil. , Aodt) Sept. 
; Jan. | Feb. |March} April} May | June| July | Aug. 
Cas Cases 
Diphtérie Diphtheria 186 235 186 223 310 Q27 Q4 29 45 22 20 Q4 oo 35 Q24 
Fiévre typhoide Enteric fever 230 183 176 4419 97 9 8 7 Ae 9 16 12 =) 9 0 ee 
Grippe Influenza 786 | 788 |2455 | 474 | 333 12 10 | 149 50 19 24 20 16 16 8 3 
Méningite cérébro- Cerebro-spinal a 
spinale meningitis 21 17 13 53 29 6 0 3 5 5 Q 2 Q Q 0 
Paludisme Malaria ape = — 8 =a os = — = —= —_ — — — — k 
Poliomyélite Poliomyelitis 3 — 10 2 ss as oe = _— —_— -- —_ — i — : 
Rougeole Measles ‘ 858 11388 |1145 182 599 14 47 122 120 Tal 59 37 Q4 9 14 A 
Scarlatine Scarlet fever 21 32 2A 14 22 yy 0 4 1 3 0 4 1 4 Q On 
Tuberculose toutes formes Tuberculosis allforms| 955 | 901 | 990 |1027 | 1138 8 14 9 Gl 5 20 41 7 i 10 
Variole Smallpox 4 2 4 3 2 0 0 0. 0 0 0 0 0 Ou eo = 
Conjonctivit.| Coqueluche = 
Année folliculaire Dengue Dysenterie Lépre Peste 1 Tétanos Trachome eee Vari 
Follicular Whooping- Pulmonary ae 
Year conjunctiv. cough Dengue Dysentery Leprosy Plague 1 Tetanus: Trachoma | Tuberculosis 
c es ri Gy C C. Cy c. Cc. 
PN A es gre ee — — 1 — = 3 — ae 
VDA ara SPS oes — 340 —_ ay a 6 — — oe 
PO QSL ince eke 47 594 1 10 64 1 24 397 — 
Pra eee — 291 — =e a 0 a= — 903 
CE. ieee eae 158 29 8 68 1 580 962 


1 Les décéts signalés sont: 1924, 2 déces; 1922, 12 décés; 1923, 1 décés. — Deaths reported were as follows: 1921, 2; 1922, 12; 192, 13. 
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JAMAIQUE — JAMAICA 
(Population: 904400. EH. 34. XII. 1924.) 


Sources: RAPPORT ANNUEL DU MEDECIN EN CHEF, 1922-1924. — AnnuUAL REPORT OF THE SUPERINTENDING MEDICAL OFFICER, 1922-1924. 
Raprorts Du MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports From THE Britisu Ministry or Heaurnu, 1925. 


1925 


: 
A » Total | Total | Total} Total 
| ; Maladie — Disease 1999 | 4993 | 1924 


4925 || Janv. | Févr. | Mars | Avril | Mai | Juin | Juill. |} Aoait | Sept.} Oct. | Nov. | Déc. 
Jan. | Feb. |March| April | May } June | July | Aug. | Sept.| Oct. | Nov. | Dec. 
| Sar an | nies aera s || each aaa [REM coke en| [nesses I ae 5 = a SWE coe = 
ta Cas Cases 
 -Béribéri Beri-beri_ 0 0 4 0 0 0 0 0 0 0 0 
_ Diphtérie Diphtheria die 6 10 13 6 0 2 1 0 1 3 
_ Encéphalite Encephalitis 
léthargique lethargica — —/| 0 i 6 0 0 0 0 0 1 
Fiévres typhoide Enteric 
et paratyphoide fever 1187 879 | 1108 850 476 96 39 80 49 50 60 
Fiéyre puerpérale Puerperal fever 9 3 14 119) 8 0 0 0 { 4 2 
| re Leprosy 13 2 a i) 6 Q 0 0 1 0 0 
' Méningite Cerebro-spinal 
cérébro-spinale meningitis 2 2 4 0 0 0 0 0 0 0 0 
Ophtalmie des Ophthalmia 
- nouveau-nés neonatorum 10 7 15 10 3 2 0 2 4 4 4 
| eappe _ Influenza, ~ —_— 15 12 12 0 0 0 0 0 0 
 Poliomyélite Acute 
| aigué poliomyelitis 2 0 4 0 0 0 0 0 0 0 0 
_ Searlatine Scarlet fever 7 0 0 5 5 0 0 0 0 0 0 
, Tuberculose Pulmonary 
| _ pulmonaire tuberculosis 932 475 603 552 311 40 31 541 47 35 36 
| Varicelle Chickenpox 55 54 | 168 | 446 81 10 29 6 6 0 14 
| Variole (Alastrim) Smallpox 14419 | 1804 | 1266 926 478 59 43 87 75 42 142 
| 
| é 
| 
i LA TRINITE ET TOBAGO — TRINIDAD AND TOBAGO 
| . (Population: 362 780. R. 24 avril 1921.) 
: Sources : RAPPORTS ANNUELS DE L’ INSPECTEUR MEDICAL D’HYGIENE ; RAPPoRTS DU MINISTERE BRITANNIQUE DE SANTE. — ANNUAL ADMINIS- 
| --—«* TRATION Reports oF THE MepicaL INspector oF HEALTH; Reports FROM THE BritisH MINISTRY OF HEALTH. 
| 4g | 1925 
| Maladie =<—. Disease Total, Total] Total) Total) Total} —  ——__ 
| = 1924 | 1922 | 1923 | 1925 | 1925]| Jan. | Fév. | Mars |Avril | Mai | Juin | Juil. ; Aotit, Sept.| Oct. | Nov.| Déc, 
| <a Jan, | Feb. | Mar. | April |} May | June} July | Aug. | Sept.} Oct. | Nov.| Dec. 
$$. $$] —— —— shan kosh ave 
| _Dysenterie Dysentery (or 388 638 654 473 |4155 13 26 19 35 98 157 240 249 140 62 39 ghe 
| 3 D. eee 2h9 197 215 | — — — — = oa ea — 
|  Grippe Influenza C. 2536 905 |2086 179 664 36 40 65 64 44 18 26 55 73 110 77 6 
AS Ds 214 — —- — — = ” = 
,  Pneumonie Pneumonia C. vitae) 888 549 187 309 25 27 28 24 17 20 27 32 23 30 34 22 
; D. | 470 456 308 188 | — a == = = =e as a aa 
ne a ee ee 
Diphtérie Fiévre typhoide Varicelle 
Diphtheria Enteric fever Chickenpox 
| = C. D. ©: D. (a 
i. Wa nas epee Bran 26 — 820 240 16 
LORD elbtetce abaiter it 17 -— 732 eS) pe 
CUM PAR See Rome a a 22 6 648 143 54 
TOCA TD om sinictueh A 4 1012 209 51 
i 
c MARTINIQUE 
| 2 (Population: 244 430. R. 1etgjuil. 1921.) 
ources: Rapports,pU MINISTERE FRANCAIS DES COLONIES. — Reports FROM THE FRENCH MiNIstTRY OF COLONIES. 


COMPTE-RENDU DES MALADIES PESTILENTIELLES. 
ee A SS SS AC SS SL SS SE SST SES SSS S STG 


1925 


Total || Janv. | Févr. |{Mars | Avri! | Mai | Juin | Juill. | Aott | Sept. | Oct. | Nov. | Déc. 


Maladie — Disease Jan. | Feb. |March| April} May | June | July | Aug. | Sept. Oct. | Nov | Dec. 


| Diphtérie Diphtheria 


Ge Al 0 0 1 0 0 0 0 0 0 0 0 0 
i oo D. 1 0 0 1 0 0 0 0 0 0 0 0 0 
| Fiévres typhoide Enteric fever Gi 52 8 3 1 4 3 ® 0 0 4 0 0 30 
| _ et paratyphoide Dee A 4 0 0 0 0 0 0 0 1 0 0 2 
| Lepre Leprosy Gi 13 i 3 1 2 1 2 0 0 0 0 0 0 
Méningite Cerebro-spinal 
eee sPinale meningitis Cs 1 1 0 0 0 0 0 0 0 0 0 0 0 
ane D. 0 0 Naa oa 0 0 0 0 0 0 0 0 0 
riole (Alastrim) Smallpox C. 41 0 0 0 0 3 0 0 () 8 0 0 0 


Z a 
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MEXIQUE MEXICO 
(Population: 13 887 000 R. 1921.) 


Source: RApports DU D&PARTEMENT DE LA SANTE Pusiigue. — Reports From THE Pusiic HeaALTH DEPARTMENT. | 


Total Total Total Total Total 
Cause de décés — Cause of death Loud 1922 he 1924 1925 — j 
* $: 
oS 
Coqueluche Whooping-cough 1092 3396 2367 2430 8201 | 
Diphtérie Diphtheria 72 200 120 202 781° 
Dysenterie Dysentery 10314 2427 732 oR 9854 
Erysipéle Erysipelas 173 230 254 379 1382 
Fievre typhoide Typhoid fever 707 1730 1204 1108 6739 
Grippe Influenza 655 1802 639 1053 2791 
Infection puerpérale Puerperal infection — 87 210 251 863. 
Lepre Leprosy - 6 48 43 78 258 } 
Méningite cérébro-spinale Cerebro-spinal meningitis _ — 3 1 42 
Paludisme Malaria 2837 2322 1274 1174 8653 | 
Rage Rabies 4 3 16 12 46 | 
Rougeole Measles 764 732 608 4247 10681 
Scarlatine Scarlet fever 15 58 88 53 694 
Syphilis Syphilis 294 669 361 560 ToO4 
Tétanos Tetanus 365 119. 209 234 924 
Tuberculose, Tuberculosis, 
toutes formes all forms 2747 3220 2183 2426 9696 
Typhus exanthématique Typhus 202 262 118 153 657 
Variole Smallpox 4145 1966 2105 2702 8735 | 
* Données pour le deuxiéme semestre seulement. — Data for second half-year only. 
** Données pour le premier semestre seulement. — Data for first half-year only. 
PEROU — PERU 
(Population: 4 607 000. R. 1896.) 
Source: Rapport DU D&PARTEMENT DE LA SANTE PUBLIQUE. — Report From Pusiic HEALTH DEPARTMENT. 
Total Total Total Total Total 
1921 1922 1923 1924 1925* 
Peste Plague 
C. 870 804 880 418 412 
D. 505 372 414 182 56 
* Les données pour 1925 ne concernent que les villes de Lima et de Callao. — Data for 1925 are for the towns of Lima and Callao onl; 
PORTO-RICO 
(Population: 1355 986. EH. 34 déc. 1922.) 
Source: Pustic Heattu Reports pes Hrats-Unis. — Unitep States Pusiic HEALTH Reports. 
' : ; : 1925 
emg 1957 | tose | ion |igee-] 4995 || Jan, | Fév. | Mare | Avril | Mal | Juin | gun. | Acitel Seno moReiaammn 
Jan Feb. | Mar. | April | May | June | July | Aug. | Sept.| Oct. | Noy, 

Cas Cases ‘ ae 
Charbon Anthrax — — — 5 2 4 0 0 0 0 0 0 4 0 0.f om 
Coqueluche Whoop.-cough| — | — | 92 | 390 | 185 De VO PAS AS ey 21 | 23-| 14 | 19) eo 
Diphtérie Diphtheria 99 | 116 | 262 | 472 | 361 53 32 36 25 26 24 22 19 35 35 26 
Fiévre typh. Typh. fever £29 |.301 | 870 | 810'| 794 41 39 al 42°} 410 | 431 38 51 59 41 99 | 
Grippe Influenza 634 — |10486}) 128 | 479 || 248 | 415 71 24. 9 8 5 5 7 4 6 
Méningite Cerebro-spinal |. 

cérébro-sp. meningit.| —|—| — 3 1 0 0 0 0 0 0 0 0 0 0 ye 
Paludisme Malaria 1289 — | 515 /1205 |2346 || 444 | 107 } 128 | 124 | 141 | 144 | 186 | 444 | 844 | 144°) 33guee 
Pneumonie, Pneumonia, a 
toutes formes all forms Sen eee Mae 5 {1506 |} 194 | 165 | 126 | 117 | 180 | 108 | 153 96 | 103 | 104 94 
Rougeole Measles 1296 — 57 | 188 |1570 S621 2105) 2123 1226 M47 a Ge tS ee ai 64 70 50 
Tuberculose, Tuberculosis, 
toutes formes all forms —} —| — |1670 18234 || 257:| 287 | 302 | 262 | 279° | 485 | 383 | 245°] 266.)°27e0neuee 
Varicelle Chickenpox —| 69 97 te 72 0 12 3 22 2 0 4 4 0 0 3 
1924 1922 1923 1924 1925 
Variole — ; ) 


Smallpox 4 6 0 0 0 


3 é; 
* 
4 


REPUBLIQUE DOMINICAINE — DOMINICAN REPUBLIC 
(Population: 1022 480. E. 4. janvy. 1926.) 


jource: SEGRETARIA DE ESTADO DE SANIDAD Y BENEFICENCIA. 


SE rrr eS SEE SS a ES a SS SS A SITTER. SE SIR SA TIRES n+ ESATO ENR 


1925 
Cause de décés — Cause of Death Total | Total || Janv. | Févr. | Mars | Avril; Mai | Juin | Juill. ; Aout | Sept. | Oct. | Nov. | Déec. 


1924 | 1925 || Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dec. 
Coqueluche Whooping-cough SP 44 & 6 3 A? 34 5 16 9 6 2 10 13 4 
Diarrhée et Diarrhoea and 
entérite enteritis 57 84 12 3 8 4 3 9 5 6 A 10 11 9 
Diphtérie Diphtheria 13 12 0 0 0 0 0 0 0 4 3 5 2 4 
Dysenterie Dysentery $801) 274 52 47 24 44 15 23 27 19 14 es 21 26 
Erysipéle Erysipelas —- 24 6 0 4 3 10 4 0 0 0 0 0 0 
Fiéyre puerpérale Puerperal fever 7 24 3 3 5 7 2 4 0 0 0 0 4 2 
Fiévres typhoide Enteric 
et paratyphoide fever 29 245 2 13 16 ag 23 4A 11 34 15 27 15 2 
Grippe Influenza aN 1 0 0 0 0 3 0 0 0 4 20 62 82 
Lépre Leprosy — 3 0 0 0 0 0 0 0 0 { a 0 0 
Méningite Cerebro-spinal 
cérébro-spinale meningitis 3 35 6 17 3 3 0 5 4 0 0 0 0 0) 
Paludisme Malaria 220 | 1804 165 147 124 139 413 425 144 146 166 158 183 4194 
Pneumonie et Pneumonia and 
broncho-pneum. broncho-pneum. 125 | 498 50 26 61 49 36 26 49 28 30 38 59 76 
- Rougeole Measles 5 5 0 0 0 0 0 0 0 0 0 2 bs 4 
—Tetanos Tetanus — 405 30 44 34 36 16 50 3 24. 46 4.0 46 38 
_ Tuberculose Tuberculosis 
toutes formes all forms 345 | 455 33 24 35 29 36 36 47 48 40 35 46 6 
’ Deux cas de fiévre jaune en 1924. — Two cases of Yellow fever in 1924. 


St-CHRISTOPHE ET NEVIS — St. KITTS AND NEVIS 
(Population: 36 518. EH. 34 déc. 1924.) 


ource: RAPPORT MEDICAL ET SANITAIRE ANNUEL. — ANNUAL MEDICAL AND SANITARY Report. 
ae ee a a a AS A SSI GS Sa re Fea a 
Maladie — Disease 1919 1920 1921 1922 1923 1924 
Goqueluche Whooping-cough = C. — 743 202 22 2 3 
-Diarrhée et Diarrhoea and 
entérite enteritis D. 220 425 176 447), 180 146 
_Dysenterie Dysentery C. — — 316 347 173 304 
/ d)., 6 26 58 76 66 67 
‘Fiéyre jaune Yellow fever Gr 0 4 0 0 0 0 
| | ive 0 4 0 0 0 0 
Fievres typhoide Enteric C. — 49 273 269 215 174 
_ et paratyphoide fever D. 14 24 46 35 33 28 
‘Lépre Leprosy C. 14 16 5 4 5 2 
| nH: h 14 14 5 7 3 
Paludisme Malaria D. 0 0 4 1) 4 2 
Pellagre Pellagra D. 0 4 1 0 0 4 
Rougeole Measles C. 36 724 98 2 4 22 
{ D. 41 31 5 0 0 0 


| 


t 
i 


| Ste-LUCIE — St. LUCIA 
. (Population: 53 847. BH. 1923.) 


urces : Beihai REpoRT OF THE CHIEF MEDICAL OFFICER, 1922-1923. 


RAPPORTS PERIODIQUES DU MINISTERE BRITANNIQUE DE SANTE, 1924-1925. — Current REPORTS FROM THE British MINISTRY 
OF HEALTH, 1924-1925. 


1925 


Total | Total | Total | Total 
Maladie — Disease 41922 | 1923 | 1924 | 1925 || Janv. | Févr. | Mars | Avril | Mai Juin | Juill. } Aodit | Sept.| Oct. | Nov. | Dée. 
Jan. ; Feb. |March| April | May | June July | Aug. | Sept.} Oct. | Nov. | Dec. 


Cas Cases 
Dysenterie Dysentery 20 36 48 30 6 3 3 3 1 0 0 4 3 3 h 3 
| Grippe Influenza — 41 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
_ Pneumonie Pneumonia 52 442 151 159 19 14 & 14 21 A 4 9 14 23 6 9 
a 
Tuberculose Varicelle Variole 
; Alastrim Tuberculosis eblchenpex ate 
1922 il alt 
1923 18 88 67 0 
1924 — — — 0 


4925 = — a5 0 


Source ; ANNUAL MEDICAL REPORT, 19241-1924. 


Rapports DU MINISTERE BRITANNIQUE DE SANTEE, 1925. — Reports From THE BritisH Ministry or HEALTH, 1925. 


Maladie 


1924 | 1922 | 1923 | 1924 | 1925 ]|Janv. 
Dysenterie Dysentery C. 449 447 | 464 162 
D. 37 29 13 13 
Grippe Influenza C. 483 |1437*12124*|2483 
D. 2 37% SoD" 60 
Pneumonie Pneumonia C. —_ — | 124 445 
D. — _ £5 16 


Disease 


— 98 


St. VINCENT 
(Population: 44 925. R. avril 1921.) 


Total|]Total|Total| Total| Total 


* Pneumonie grippale comprise. — Influenzal pneumonia included, 


Sources: RESUMEN ANUAL DE EstapisticA MunicipaL, Montevipeo 1921-1924. 
MonrTevIDEOo, 1925. 


, : Total | Total | Total 
Maladie — Disease 1924 4922 1923 
Charbon Anthrax C. 119 410 171 
DD. 32 29 28 
Coqueluche Whooping-cough C. 445 173 174 
D. 43 54 42 
Diphtérie Diphtheria C. 1137 627 635 
D. 167 79 62 
Encéphalite léth. Encephal. leth. C. — —- — 
D. 9 44 3 
Erysipéle Erysipelas C, 31 16 8 
D. 48 49 40 
Fiévre typhoide Enteric fever C. 816 636 669 
D. 284 234 258 
Grippe Influenza Cc. _— 64 226 
D: 185 ‘a 223 
Lépre Leprosy C. 1 2 2 
D. 6 8 6 
Méningite _ Cerebro-spinal C. 8 14 8 
cérébro-spin. meningitis D. 6 6 9 
Peste Plague C. 2 0 3 
D. 2 0 4 
Poliomyélite Acute polio- C. = 0 — 
aigué myelitis LOR 4 4 72 
Rougeole Measles C. 174 126 392 
D. 13 35 64 
Scarlatine Scarlet fever C. 136 75 126 
D. 4 5 3 
Septicémie Puerperal C. 
puerpérale septicemia D. 76 63 69 
Trachome Trachoma C. — 0 7 
Tuberculose du. Tuberculosis of 
larynx etdes thelarynxand C. 1154 4172 1222 
poumons the lungs D. 1846 1891 1821 
Varicelle Chickenpox 4 x66 13) pab 
Variole Smallpox C. 31 0 422 
D. 415 0 16 


Total 
1924 


URUGUAY 
(Population: 1 603 000. 


Total 
1925 


Les totaux annuels sont rectifiés. Les données mensuelles sont provisoires. 


Annual totals are corrected. 


Monthly data are provisional. 


1925 


Mars {Avril} Mai | Juin | Juill 


. |March| April} May | June} July 


18 9 26 14 34 
0 0 1 0 3 
157 66 77 39 ‘TA 
1 0 0 0 2 

5 5 3 2 7 

0 0 1 0 0 


E. 34 déc. 1923.) 


.|Aout|Sept. 
Aug. | Sept. 
30 23 

2 1 

473°}, 4.99) 

0 3 

7 14 

0 4 
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Bo.Letin DEL ConsEJO NACIONAL DE HIGIEN! 


La 
1925 ly 
Jan. | Fév. |Mars | Avril} Mai } Juin | Juil. | Aoit | Sept.] Oct. | Nov 
Jan. | Feb. | Mar. |April} May | June| July | Aug. } Sept.}| Oct. | Nov 
As 3 2 14 1 
1 2 
2 . 4 Ad 8 10 5 2, 2 
2 
2 23 4 3 2 29 Pb 2 1 1 1 
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ZONE DU CANAL DU PANAMA ET VILLES DE PANAMA ET DE COLON 
PANAMA CANAL ZONE AND CITIES OF PANAMA AND COLON 


(Population : 125760. E. 34 déc. 1925.) 


Sources: RAPPORTS MENSUELS DU MEDECIN-CHEF DU SERVICE SANITAIRE. — Montuty Reports rrom Cuirr Heatra Orricer. 
RaApPorRTs DU DEPARTEMENT DE SANTE DU CANAL DE PANAMA, 1921-1925, — Reports oF THE HEALTH DEPARTMENT OF THE PANAMA 
CANAL, 1921-1925. 


1925 
Maladie — Disease Total|Total| Total] Total] Total 

1924 | 1922 | 1923 | 1924 | 1925 |/Janv.|Févr.| Mars |Avril] Mai | Juin |Juill,.] Aoat!/Sept.| Oct. | Nov. | Déc. 
Jan. | Feb. |March| April} May | June] July | Aug. |Sept.| Oct. | Nov. | Dec. 
Angine de Vincent Vincent’s angina C. 3 0 3 12 — — — — — — — — ea a ae anes a 
Ankylostomiase Ankylostomiasis C. 13 | 584 | 624 11148 |1397 106 40 | 103 hi 76 44 | 145 | 140 | 105 |] 138:] 159 | 294 
Béri-béri Beri-beri 10s 2 2 2 1 2 ss — —_ — — _ - - — pe 
_ Coqueluche Whooping-cough C. Q71 15 Tics ie ey 83 52 13 7 0 Q 1 h 7 0 0 P 5 
1D 2 1 1 5 0 0 0 0 0 0 0 0 0 0 0 0 0 
Dengue Dengue C. 2 4, 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Diphtérie Diphtheria C: 136 | 174 99 67 86 4 Art 0 6 3 9 7 8 4 7 9 18 
- D. 6 9 2 7 fl 0 0 0 2 0 0 1 0 0 1 1 2 
Dysenterie Dysentery C. 26 55 66 70 | 4141 6 7S i 1 40 9 8 21 11 13 14 {4 
py 17 13 8 18 ee — 4 t 0 1 1 0 8 f 3 ih 4 
Fiéyre récurrente Relapsing fever C. Yi 7 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
FPiévre typhoide Typhoid fever C. 36 31 24 19 Q4 2 2 i 1 5 1 1 { 2 0 3 4 
D. 6 5 1 Ps 3 0 0 1 0 0 0 1 0 4 1 0 0 
Grippe Influenza D. 20 3 1 3 1 — — — — st — — —. — — — — 
Lépre Leprosy C. 14 10 9 21 15 0 4 1 0 2 0 2 4 4 0 4 6 
Ds 0 5 2 4 2 0 0 0 1 0 4 0 0 0 0 0 0 

Méningite cérébro- Cerebro-spinal ‘ 
_ spinale meningitis AG Q 0 4 0 0 0 0 0 0 0 6 0 0 0 0 0 
| Oreillons Mumps C. 374 Q7 24 93 23 1 3 Q | 2 1 2 0) 0 4 0 4 
Paludisme Malaria C. {1464 |1552 |1606 |1568 |1639 149 | 102 74 BO 12h ie h94 184 176 | Tose tae |e add 165 
oh 10), 19 18 19 25 39t _ 3 1 3 Ye 2 { 4 z 3 7 11 
PPian * Yaws C. 0 0 2 2 0 0 | 0 0 0 0 0 0 0 0 0 0 0 
Pellagre Pellagra 1D 14 18 10 16 1:2 — — — — — — — — — —— — — 
Pneumonie* Pneumonia* D. 2100 Neder bieod, bh Oke fr 2Let — 17 26 Pea 19 14 18 17 26 20 14 24 
- Poliomyélite Poliomyelitis Cc. 3 2 0 12 15 0 0 0 0 0 0 0 0 1 7 5 2 
De 1 0 0 0 2 — 0 0 0 0 0 0 0 0 2 0 0 
_ Rougeole Measles C, 228 79 | 353 | 449 | 288 9 15 20 18 23 50 29 27 39 22 16 20 
D. a 0 3 9 0 0 0 0 0 0 0 0 0 0 0 0 0 
Scarlatine Scarlet fever C. 58 Q4 6 1 3 0 1 0 0 ih 0 0 l 0 0 0 0 
Hh : D, 2 0) 0 0 i) 0 0 0 0 0 0 0 | 0 0 0 0 0 
| Trachome Trachoma C. 1 1 3 4 — —- — — —: — — — _ — — — — 
‘| Trichinose Trichinosis C. —_ — — | 1 — —: — — —: — —- os —- — — — = 
 Tétanos Tetanus D, 5 f Hy 2 2 —; — — — — — — = = — —- — 

Tuberculose, toutes Tuberculosis, 

formes all forms Dp 308} 329 | 282 |- 307 | 3424) — 30 22 23 28 35 27 36 29 33 31 18 
Varicelle Chickenpox C, 136 159 245 170 311 Ou 42 38 40 23 Q4 28 19 24 14 14 14 
& D. — — — — 1 0 0 0 1 0 0 0 0 0 0 0 0 
| Variole Smallpox Cc, 215 14 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
D. 2) 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 


* Comprend la broncho-pneumonie, la pneumonie non spécifiée et la pneumonie lobaire. —- Including broncho-pneumonia, unqualified pneumonia and lobar- 


pneumonia, 


* Données pour onze mois seulement. 


Data for eleven months:only. 


BA 


= 100 == 
x 
CEYLAN — CEYLON (Population: 4504 549. R. mars 1921.) 
é 
Source: Rapports DU MINISTERE BRITANNIQUE DE SANTE. — Reports FROM THE British Ministry or HEALTH. - 
1925 
ne ty Total | Total | Total Période de quatre semaines se terminant le: —- Four-week period ending: 

BAe epee ease 1923 | 1924 | 1925 || Janv.| Fév. | Mars | Avril | Mai | Juin | Juillet] Aoat | Sept. | Oct. | Oct. | Nov. | Dée, 
Jan. Feb. | March| April | May June | July Aug. | Sept. Oct Oct. Nov. Dec 

24 21 2} 16 13 11 8 5 3 34 28 34 

Choléra Asiatic C. — 17 231 24 2 8 36 28 83 34 8 0 0 7 0 4 
| asiatique * cholera * D. 8 14 165 17 2 8 23 21 55 26 6 0 0 6 0 1 
Peste Plague C. 153 65 2 8 7 8 1 5 44 5 9 2 1 4 yal 
1): 213 131 60 2 fi 7 8 1 5 8 5 8 2 1 4 2 
Variole Smallpox iy 175 40 26 2 2: 4 6 2, 0 0 1 0 0 0 0 ¥ 
D ae Q 3 0 0 0 4 0 0 0 4 0 0 0 0 4 


* Choléra asiatique: 628 cas en 1919 et"145 cas en 1920. — Asiatic cholera: 628 cases in 1919 and 115 cases in 1920. 


Dysenterie Fiévre récurrente 

Dysentery Relapsing fever 
De D. 
1 aries Be tee 15 15 
RST A AL a — 


RAPPORTS DES HOPITAUX DE CEYLAN. 

HospitaL Returns For CEYLON. 

Nombre de cas de maladies infectieuses et de décés dus a ces maladies 
enregistrés dans les hépitaux de Ceylan. 

Number of Cases of and Deaths from Certain Infectious Diseases 
registered in the Hospitals of Ceylon. 


Grippe 


Influenza 
D 


19 


Maladie — _ Disease 4524 
Ankylostom, Ankylostom. CC. | 11082 
D. 1724 
Dysenterie Dysentery C. 5518 
D. — 
Fiévre typh. Enteric fever C. 942 
D. 242 
Lépre Leprosy C. |a 505 
Peste Plague C. 187 
DD; 4171 
Variole Smallpox C. 18 
1D. — 


1922 


1923 


11344 
1030 
5884 

993 
921 
270 
294 
232 
211 
240 

35 


1924 


11728 
865 
6165 
4217 
1600 
408 
183 
153 
145 
45 

9 


Pneumonie Typhus exanth. 
Pneumonia Typhus 

iby D. 

53 3 

_— 0 


Déces dus a certaines maladies infectieuses notifiés par le 
« Registrar-General » de Ceylan. 


Deaths from Certain Infectious Diseases reported by the Registrar- 


General for Ceylon. 


% 


4 


a 


Cause de décés — Cause of Death 


Ankylostom, 
Diarrhée 
Dysenterie 
Fiévre typh. 
Paludisme 
Phtisie 
Pneumonie 
Rachitisme 
Rage humaine 
Septic. puerp. 
Tétanos 


Ankylostomiasis 
Diarrhea 
Dysentery 
Enteric fever 
Malaria 

Phthisis 
Pneumonia 
Rickets 

Rabies 

Puerp. septicem. 
Tetanus 


2930 


12573 


4255 
668 
1502 
3148 
6708 
6462 
18 
1667 
230 


1869 
9700 
2515 


1857 
10888 
3325 
597 
2118 
3322 
8921 
5097 
30 
1568 
241 


1921 | 1922 | 1923 | 1924 


eS | | — - | — - —— 


1853 | 


9026 
4080 


816 | 


1388 
3235 


8339 | 


4078 


37 | 


1322 


269 | 


a Nombre de lépreux existant au 31 décembre 1921. — Number of lepers remaining on December 31st, 1921. 


— 101 — 


CHINE — CHINA 


CHANG-HAI (Ville Internationale) — SHANGHAI (International Settlement) 
(Population : 29 265. R. oct. 1925.) 


Sources: RAPPORT ANNUEL DU CONSEIL MUNICIPAL, 1924. — ANNUAL Report FROM THE MUNICIPAL CounciL, 1924. 
; RAPPORT MENSUEL DU COMMISSARIAT D’HYGIENE PUBLIE DANS LA « GAZETTE OFFICIELLE p, 
Montuiy Pusiic HeaAttH Report in tHe ‘“SMuNICcIPAL GAZETTE’. 


Ktrangers — Foreigners. 


a 
1925 


; f Total] Total |Total|Total| Total 
Maladie — Disease 1924 | 1922 | 1928.) 1924 | 1925 ||Janv.|Févr.! Mars |Avril} Mai | Juin leprae Aoutt|Sept.| Oct. | Nov. | Déc. 
Jan. | Feb. \March|April] May | June] July | Aug. |Sept.| Oct. | Nov. | Dec. 
Béribéri Beri-beri D. 28 26 17 28 19 1 2 4 3 2 0 | 1 1 4 it 0 0 
Choléra asiatique Asiatic cholera (Oy 40 9 10 0 22 0 0 0 0 0 0 4 14 7 0 0 0 
: D. 1G 1 3 0 7 0 0 0 0 0 0 1 5 1 0 0 0 
Coqueluche Whooping-cough D. —_ 1 2 5 1 0 0 0 0 0 0 1 0 0 0 0 0 
Diarrhée Diarrhea Ae 5 17 16 11 23 2 1 1 0 3 1 0 8 4 0 3 0 
Diphtérie Diphtheria C. 80 40 39 45 42 2 0 i 3 4 2 3 4 2 3 4 3 
D. 6 1 — 5 0 0 0 0 0 0 0 0 0 0 0 0 0 
Dysenterie Dysentery G, 121 32 33 | 148 76 4 6 1 0 6 4 13 42 14 7 5 7 
D. pal 14 g 11 11 0 1 0 0 ?2 z 0 yp Ui 0 0 0 
Fievre récurrente Relapsing fever C. — — — 2 0 0 0 0 0 0 0 0 0 0 0 0 0 
Fievre paratyphoide Paratyph. fever _C. 14 8 gs | 20] 412 0 0 3 0 1 0 1 21 0 0 1 | me 
De 4 4 1 1 2 0 0 0 0 0 4 0 4 0 0 oJ G 
Fiévre typhoide Typhoid fever C. 4h Q7 14 37 47 1 5 2 il 2 0 5 2 3 0 0) 1 alg 
D. 26 42 26 18 18 ul 1 0 0 0 1 0 3 3 4 Q | 3 
' Grippe Influenza Ge — — —_— 13 18 0 7 9 1 1 0 0 0 0 0 0 0 
D. 4 6 10 9 9 4 5) a! 0 1 1 0 0 0 0 0 0 
Méningite Cerebro-spinal | 
cérébro-spinale meningitis DE 5 6 3 p) 4 0 0 0 0 0 0 1 4 1 0 1 0 
Rougeole Measles (Op — — — 7 3 0 0 1 1 0 0 1 0 0 0 0 0 
D. 4 6 4 6 23 0 1 0 0 1 0 0 0 0 0 0 0 
Scarlatine Scarlet fever Cc. 28 27 14 23 46 13 2 6 2 2 5 0 4 4 0 4 7 
. D. 3 8 — 3 4 1 1 1 0 0 0 0 0 0 0 0 1 
Tuberculose, Tuberculosis, 
toutes formes all forms D. 45 48 64 69 63 u 4 3 9 ui 5 12 2: 4 4 5 4 
Typhus exanth. Typhus D. — — 1 1 1 0 0 0 0 0 0 0 0 0 0 i 0) 
| Variole Smallpox Cc. 84 34 rae 46 43 0 3 pe 3 4 2 2 0 0 0 9 18 
D. 4d 18 @) 20 11 0 2 1 1 0 0 0 0 0 0 3 4 
Population chinoise — Chinese Population. (Population : 791 000. R. oct. 1925.) 
~ Décés Deaths 
Charbon Anthrax 0 -— — — 2 0 4 0 0 4 0 0 0 0 0 0 0 
Béribéri Beri-beri 0 23 14 30 25 0 0 0 0 3 1 10 3 3 3 4 | 
Choléra asiatique Asiatic cholera 38 | 100 941 0 93 0 0 0 0 0 0 4 64 28 0 0 0 
Diarrhée Diarrhea 119*; — os — | 367 8 5 9 a 15 24 41 124 80 34 {4 8 
Diphtérie Diphtheria 62 53 29 25 23 3 3 2 3 2 1 0 0 0 2 3 4 
Dysenterie Dysentery — — 69 W3 } 125 4 2 0 3 3 5 13 Q7 24 24 4 We 11 
Fiévre typhoide Typhoid fever _— 0 | 264 | 283 310 23 19 15 23 14 16 25 33 48 33 40 pi | 
Fiévre paratyphoide Paratyphoid fever — 0 0 0 0 0 0 0 0 0 0 0 0 0 | 
Grippe Influenza 76 98 38 35 37 4 5 4 3 8 4 0 0 1 0 4 4 | 
Méningite cérébro- Cerebro-spinal 
spinale meningitis 25 8 3 6 2 0 0 0 1 0 0 0 0 0 0 4 0 
Peste Plague 0 0 0 4 0 0 0 0 0 0 0 0 0 0 0 0 0 
Rougeole Measles — | 212 D6 dike 62 1 1 6 12 12 13 5 0 0 1 4 al 
Scarlatine Scarlet fever 149 149 71 75 80 8 5 2 8 13 2 4 i) 3 1 7 22 
Tuberculose, Tuberculosis, 
toutes formes all forms 879 870 822 | 867 874 74 57 71 7A 79 66 66 81 84 75 76 74 
Variole Smallpox 204 230 54 92 59 7 7 3 1 2 4 4 0 0 5 10 22 
—_—_———————————————————  SesSssSeEFSSSsSsSsSsSsFMSS 
CONCESSION FRANCAISE (Etrangers) — FRENCH SETTLEMENT (Foreigners). Population : 7811. R. oct. 1925.) 


1925 
ees 


| ee 7 7 
| Période de quatre semaines se terminant le 


Total|Total|/Total| Total 


Four-week period ending: 


— 


Maladie — Disease 1922 | 1923 | 1924 |} 1925 ||Janv.|Févr.| Mars |Avril} Mai | Juin |TJuill.|Aout|Sept.| Oct. | Oct. | Nov. | Déc. Pee. 
| Jan. | Feb. |March|April} May | June] July | Aug.|Sept.| Oct, | Oct. | Nov. | Dec. rae 
24 24 pat 18 16 13 14 8 5 3) 31 28 26 2° 
' 
ee le Ree Mme EN ee tee 

Cas Cases 
Choléra asiatique Asiatic cholera 0 6 4 13 0 0 0 0 0 0 0 3 10 0 0 0 0 0 
Diarrhée Diarrhea 0 0 0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 
Diphtérie Diphtheria 38 7 ao 14 1 4 4 ‘| 1 2 1 Q 0 0 0 4 0 0 
Dysenterie Dysentery 62 46 84 24 6 2 3 1 1 0 4 4 0 1 4 ye 2 0 
| Fiévres typhoide Enteric fever 24 13 29 15 1 1 3 1 0 0 2 2 2 0 2 0 1 1 
| _ et paratyphoide 
_ Rage Rabies 0 0 0 4 0 0 0 0 0 0 1 0 0 0 0 0 0 0 
Scarlatine Scarlet fever 6 13 18 14 0 5 3 4 4 4 0 0 0 0 0 1 2 0 
Tuberculose, toutes Tuberculosis, 
formes all forms 8 141 16 33 3 3 5 Q 1 a 3 3 2 0 2 4 3 1 
Variole Smallpox 6 15 14 12 0 1 0 2 4 4 0 0 0 0 1 { 5 2 


Population chinoise — Chinese Population. 


(Population : 297 720. 


R. oct. 1925.) 


Décés Deaths nye 

Choléra asiatique Asiatic cholera —}; —| — 51 —}; —|] — — 0 0 10 33 8 0 0 0 0 

Diarrhée Diarrhoea Sa Seep l= SALE shies Plc ram eaecind T yaears 0 0 2 : g ‘ 4 4 

_ Diphtérie Diphtheria = ee aaa 4 Zz at =< ai al 0 0 0 9 H s : oa 

| Dysenterie Dysentery ee |e 8 arr a every (ee ey creat ho ire 0 0 : > : 6 : , " 

Fiévres typhoide et Enteric | . 
| _ paratyphoide fever — |= | = 2 OF eel tae eek rd ie Sea aS 0 3 : i: 4 , 
| Searlatine Scarlet fever — — — 0 — —_— — — — 0 0 0 0 0 0 0 0 0 

_Tuberculose, toutes Tuberculosis, } 

__ formes all forms ces Prd bo are a OS gra Rac gall Ooo Berd WA 3 $ : oF ; ‘i ; 

‘Variole Smallpox 5 a ional meee col Smeg iss 8) "ema Ree 0 3 4 i 3 ; ; : 


a8 
» 
et oa 


| 


Cholériforme. — Choleraic. 
- du 17 mai au 26 décembre. — Period from May 17th to December 26th. 


— 102 — ; 
| penne meer rane 
CHYPRE — CYPRUS 
(Population ; 326250. E. 34. XII. 1924.) = 
Sources: RAPPORT MEDICAL ANNUEL, 1924-1924. — Annuat Mepicat Report, 1921-1924. 
Rapports DU MINISTHRE BRITANNIQUE DE Santé, 1925. — Reports From THE BritisH Ministry or HEALTH, 1925. 


1925 


Maladie — Disease Total/Total| Total) Total] Total ; : : 
roti : vgn 1921 | 1922 | 1923-| 1924 | 1925 l\Janv.| Févr.|}Mars | Avril] Mai | Juin |Juill.;Aott}|Sept.| Oct. | Nov. | Déc. 
Feb. |March| April] May | June | July | Aug. |Sept.| Oct. | Nov. | Dee. 


Diphtérie Diphtheria C. it 7 8 5 12 0 0 0 0 0 0 0 4 1 4 2 F 
1s _ = — 5 0 0 0 0 0 0 0 0 0 4 1 0 

Grippe Influenza C. 3507 14169 |2625 |5866 193 0 0 0 0 0 28 14 42 20 34 31. | oo 
Méningite Cerebro-spinal } 
cérébro-spinale meningitis C, ad 7 4 i) 6 2 { 4 0 1 0 0 0 0 0 0 ; 
18}, — _— — 8 2 4 0 0 0 0 0 0 0 0 0 0 4 
Scarlatine Scarlet fever (Ge a — —_— i) 4 0 0 0 0 0 0 0 0 0 0 1 0 
D: — = — —_ 0 0 0 0 0 0 0 0 0 0 0 0 6 

Varicelle Chickenpox C. — — _ 46 24 0 0 0 0 0 0 0 0 0 0 10 11 
D. —- — =— — 0 0 0 0 0 0 0 0 0 0 0 0 0 
ES 

Tuberculose ; 

Dysenterie Fievre typhoide Paludisme Trachome pulmonaire Variole t 

Dysentery Enteric fever Malaria Trachoma Pulmonary- Smallpox ‘ 
Tuberculosis “ 

40'S eae. 638 439 1962 465 130 242 ¥ 

41920) Site 769 399 3706 334 95 17 4 

1 921 ean 827 360 42914 185 99 8 Pe 

4 O22 eee 798 346 4008 227 108 86 3 

4923 eee « 570 314 5063 300 shot 1 * 

1924. Saeee — 200 0010 393 479 0 ‘ 

a 

: COREE — KOREA (Chosen) 4 
(Population: 19 519 227. R.1 oct. 1925.) a 

Source : Rapports DU GOUVERNEMENT GENERAL DE COREF AU BUREAU DE LA STATISTIQUE GENERALE DU CABINET IMPERIAL. — REPORTS OF TH 
GoVERNMENT-GENERAL OF CHOSEN TO THE BUREAU OF STATISTICS OF THE IMPERIAL CABINET. 5 


1925 % 


gtoleh le tar) eae 4921 | 1922 | 1923 | 1924 | 1925 || Janv.| Fev. | Mars | Avril| Mai | Juin | Juil. | Aoat | Sept.| Oct. | Nov. | Dée 
Jan. | Feb. |March]| April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee. 
Choléra asiatiq. Asiatic cholera C. 1 40 0 0 6 0 0 0 0 0 0 0 0 0 6 0 0 
D. 4 23 0 0 5 0 0 0 0 0 0 0 0 0 5 0 By, 
Diphtérie Diphtheria C,) 2238 | 265%]. 420 523 | 513 63 68 79 55 48 24 19 14 22 32 51 4h 
D. 93 104 141 185 203 19 28 36 19 20 9 6 5 4 10 25 2 
Dysenterie Dysentery G: 978 41932 |4195 {443 | 2030 Q 9 72 9 97 QT4 503 569 347 158 79 ae. 
: Di oda 529 296 386 488 2 4 1 2 Ay, 48 98 125 94 61 28 a 
Fievre para- Paratyphoid Cc. | 300 473 344 304 474 24 30 11 7 oo 66 54 hie 66 60 23 26 
typhoide fever D788 ws 30 16 66 5 3 0 0 5 7 41 10 5 9 5 7 
Fiévre Typhoid C. 12580 .13801 12839 3273 | 5006 189 Rae Loy 238 Ait 559 554 637 583 613 514 329 
typhoide fever D. | 485 768 541 567 906 28 45 38 39 58 74 82 130 98 109 143 a 
Méningite Cerebro-spinal C, 0 9 0 0 17 a 1 3 4 22 0 0 2 0 ane 0 3 
cerebro-spin. meningitis. D. 0 0 0 0 44 0 0 3 1 2 0 0 1 0 1 0 Ce 
Scarlatine Scarlet fever C. (fy 585 {1008 1364 734 67 67 70 61 124 81 34 cae 26 56 62 59 
Dae 0o melad Somme e2e2 341 158 13 14 13 21 38 14 8 8 4 8 12 ~} Nae 
Typhus Typhus iG 73 63 Q7 540 | 225 14 38 12 54 52 29 10 4 4 A 3 a 
exanthém, D.| 18 | 20 6 gh: |! 94 h 7 3 Q 8 6 2 0 0 0 0 2 ; 
Variole Smallpox C. 18316 |3676 |3722 39) 699 |) 62 | 10H | 473) 424 | 140 4d 49 A h 3 3 a 
Deol Te. it 6020 85 170 15 20 43 37 28 10 14 4 0 0 0 ig 
ae 
ETABLISSEMENTS DES DETROITS — STRAITS SETTLEMENTS 
(Population: 960 950. EH. 1924.) 
Sources: ANNUAL ReEporT OF THE MepicaAL DEPARTMENT, 1919-1924. 
Rapports DU MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports From THE BritisH Ministry OF HEALTH, 1925. 
Maladie — _ Disease Total Total |. Total Total Total Totalaee 
1919 1920 1921 1922 1923 1924 
Béribéri Beri-beri D. 1430 1025 1299 1388 904 910, 
Choléra asiatique Asiatic cholera C, 94 58 6 3 0 
: D. 71 37 4 ¥ 0 
Diphtérie Diphtheria D. 14 250\ 13 13 10 
Dysenterie Dysentery D. 1209 1085 | 1090 1085 839 
Fievre typhoide Enteric fever iy 94 103 117 53 52 
Grippe Influenza DD — 362 207 234 162 
Méningite cérébro- Cerebro-spinal 
spinale meningitis C. — 20 86 85 20 
D. — 22 54 45 14 
Paludisme Malaria D. 4843 4690 4713 3977 - 3430 
Peste Plague C. 19 61 27 39 59 
De 16 55 27 39 55 
Pneumonie Pneumonia De — 1966 1230 1608 1710 
Tuberculose Tuberculosis iby HA 3336 3258 2966 2683 
Variole Smallpox Ci. 480 105 155 330 36 
IBY 166 43 37 80 3 


| 
} 


| 


ETABLISSEMENTS DES DETROITS — STRAITS SETTLEMENTS * 


SINGAPOUR, PENANG ET MALACCA — SINGAPORE, PENANG, MALACCA 


(Population : 809750. E. 1924.) 
Sources: ANNUAL Report oN THE MEDICAL DEPARTMENT, 1924. 
Rapports DU MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports From THE BritisH Ministry oF HEALTH, 1925. 
4925 
- 11926 
Période de quatre semaines se terminant le: —- Four-week period ending: 
jae =§ ese Total | Total | Total 
mialedte -— Disease 1923 | 1924 | 1925 || Janv. | Fév. | Mars | Avril | Mai | Juin | Juillet] Aoat | Sept. | Oct. | Oct. | Nov.| Déc. | Janv. 
Jan. Feb. | March} April | May June July | Aug. | Sept. Oct. |Oct. | Nov.} Dec. | Jan, 
24 24 Zan 18 16 13 11 8 H) 3 31 28 26 9% 
| Béribéri Beri-beri D. 813 845 890 54 55 57 57 67 60 74 67 58 79 | 94 80} 72) 16 
Choléra Asiatic C. 0 12 2 0 0 0 0 2 0 0 0 0 0 0 0 0 0 
asiatique cholera D. 0 i 2 4 0 0 0 1 0 0 0 0 0 0 0 0| 0 
Diphtérie Diphtheria D. 10 6 22 2 2 4 2 { 0 2 Z 2 2) 4 2 { 4 
Dysenterie Dysentery Di 737 689 665 54 34 2 Li 46 Sil 56 70 35 60 63 4T 53 ae 
Fievre Enteric 
typhoide fever D. 48 46 97 7 7 9 6 9 7 6 3 10 Sires 13 8 i 
Grippe Influenza D. 161 157 153 Tio 10 6 8 13 17 8 8 Ai i 12 13 15 A 
Méningite Cerebro-spin. C. 19 18 12 0 0 2 2 4 3 0 it 0 0 0 0 0 0 
cérébro-spin. meningitisD. 14 10 Pat 0 1 5 5 9 6 0 (| 0 0 0 0 0 0 
Paludisme Malaria Daietoay 1089 1S 67 82 79 110 149 178 144 119 136 143 | 176 181] 163] 46 
Peste Plague G: 59. 21 55 2 5 10 11 13 2 1 2 0 0 0 7 2 0 
D. 55 19 47 2 5 9 8 9 2 1 2 0 0 i) 7 Deal 
Pneumonie Pneumonia ie 1562 1625 1916 126 64 112 151 {al 183 142 141 154 150 | 158 MOO Aaa: las 
Tuberculose» Pulmonary 
pulmonaire tuberculosis D. | 2123 | 2042 | 24119 170 157 139 83 170 185 154 153 160 | 156 | 186 189} 180] 37 
Variole Smallpox C; 27 10 44 0 2 3 2 1 0 1 0 0 0 0 4 1 0 
io} 2 3 9 0 0 4 0 2 0 4 0 0 0 0 4 0 4 


* Une semaine seulement. 


Province de Wellesley, territoire de Malacca (la ville non comprise) et Labuan 
Wellesley Province, Malacca Territory (excluding City) and Labuan 


(Population ; 307 300. EH. 1924.) 
Source : Rapports pU MINISTERE BRITANNIQUE DE SANTE. — REPORTS FROM THE British Ministry or HEALTH. 
| 
1925 
Total Total 28 29 26 31 28 26 
Maladie — _ Disease déc.- | févr.} mars | mars-Javril-] mai- | juin- | juill.- 
1924 1925 31 1-28 | 1-28 | 26 30 27 20 29 
janv.| Feb. |March| avril |} mai | juin | juill. | aout 
* * * 
Béribéri Beri-beri C, 63 75 13 4 5 3 2 7 1 ) 
Diphtérie Diphtheria C. 0 4 0 0 0) 4 0 0 0 0 
D. 0 4 0 0 0 4 0 0 0 0 
Dysenterie Dysentery D. 73 79 3 13 8 5 9 5 4 { 
Fievre typhoide Enteric fever D, 1 3 0 0 0 1 0 0 4 0 
Grippe Influenza D. 7 7 0 0 1 0 1 { 0 0 
| Méningite Cerebro-spinal C. 1 1 0 0 0 0 0 0 0 1 
cérébro-spinale meningitis De 1 4 0 0 0 0 0 0 0 it 
Paludisme Malaria 1). 2030 2176 184 | 183 | 164 7 151 | 234 | 167 | 195 | 194 
| Pneumonie Pneumonia D. 45 40 { 4 4 3 6 7 3 2 
Tuberculose Pulmonary D. 
| pulmonaire tuberculosis 419 376 23 24 42 28 30 25 25 40 


One week only. 


ETABLISSEMENTS DES DETROITS — STRAITS SETTLEMENTS 


SO OS IEE A SNS LNG 


30 27 29 
aout-|sept.-|nov. 1/nov.- 
26 31 -28 26 
sept. oct. Noy | déc. 
7 9 10 ) 
0 0 0 0 
0 0 0 0 
6 14 6 8 
0 0 0 i 
1 4 { it 
0 0 0 0 
0 0 0 0 
154 | 240 | 169 | 180 
3 6 5 2 
29 37 39 34 
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ETABLISSEMENTS FRANCAIS DE L’INDE — FRENCH SETTLEMENTS IN INDIA 
(Population : 269579. R. 4. VIL. 1921.) 


Source ; RApports DU MINISTERE FRANGAIS DES COLONIES. -—~- REPORTS FROM THE FRENCH MINIstRY OF COLONIES. 
COMPTE-RENDU DES MALADIES PESTILENTIELLES. 


1925 


Disease | ys 
ies Janv. | Févr.| Mars | Avril | Mai | Juin | Juill. | Aout | Sept. | Oct. | Nov 
Total || Jan. | Feb. |March) April) May | June | July | Aug. | Sept. | Oct. | Nov. 


Maladie 


Choléra asiatique Asiatic cholera G,4-1335 3 § §§ —- 56 29 eH AG: 29 §§ $§ 90 
DP 1362 95 196 — 37 22 11 52 26 50 30 73 
Fiévres typhoide Enteric C. 641 2) 3 ~ 2 4 14 — 43 9 7 2 
et paratyphoide fever D. 41 2 = — 0 2 4 —— 42 9 7 2 
Lépre Leprosy C. 3 0 0 —- 4 0 0 0 0 § 2 0 
1). 3 0 0 — 0 0 0 0 0 3 0 0 
Rougeole Measles C. 3 0 0 — 0 1 0 0 0 0 2 0 
D. 2 0 0 — 0 0 0 0 0 0 2 0 
Variole Smallpox oe 491 § §§ — | 126 80 91 §§ 67 S§ 4 98-127 
1D: 830 20 45 — | 106 64 62 67 54 | 103 | 120 83 
§ Quelques cas. — A few cases. 
§§ De nombreux cas. — Numerous cases. 
Note. Les données sont incomplétes. — Data are incomplete. 
ETAT DU GRAND LIBAN — GRAND LEBANON : 
(Population: 569 780. R. 1922). 
BEYROUTH — BEIRUT. (Population: 91 500. R. 1922.) 
Source: ANNUAIRE MEDICAL. 
ASM o.& op |S Pal ae gee aes oo, 8 2 a o oo € 
easel so | eh (2 8 | 25 [wots > |Peaslesse 4 al So See on 
ante S552] 32 | 22 [2ees| BS [Bees] £2 (Petelsesa| 22 [E888] ga | go | Sa 
a Sano! Ch o> |Sqead) Pe |SSss| wa lecesieaga| os Hse] Be 3 aie 
reek agpe| FS | SB (osss| £8 loess] 4S ekesiaska| “a jSe<2| sa | Se | be 
fare) SR) 88 ae | Sa | 8es) eee SS) ee 
Ey ig 3 = 
| 
Total 1924 4 0 18 8 107 16 4 8 1 9 0 3 JO 
m» § 41998 4 2 1 7 26 0 0 A 0 27 0 0 0 
» 4923 0 6 14 5 25 0 0) 4 0 15 0 33 0 
» 41924 0 4 9 1 20 1 0 0 0 20 0 124 0 


AUTRES TERRITOIRES DU LIBAN — OTHER TERRITORIES OF LEBANON. (Population: 478 280. R. 1922.) 


| Total 1924 16 5 90 | 3 103 51 26 2 105 3 0 9 0 4 
» 1922 4A 19 238 10 188 894 a 9 291 5 7° 1° 666) eee 4 
» 41923 24 3 165 aul 366 427 2 5 118 1 0 396 a 3 
» 1924 24 19 147 120 sOoal ee 2, 7 128 3 3 900 0 v4 
FORMOSE (Taiwan) — FORMOSA 
(Population : 3956706. EH. 1925.) 
Source : RAPPORTS DU SERVICE DE SANTE. — REPORTS FROM THE HEALTH SERVICE. ; 
1925 ¥ 
} ; Total : 
Maladie —- Diseage 1925 1 yanv. | Févr.| Mars | Avril] Mai | Juin | Juill.| Aoat| Sept. | Oct. | Nov. 


Jan. | Feb. | March} April| May | June | July | Aug. | Sept. | Oct. | Noy. 


ee oy ee eS ee 


Cas Cases 

Choléra asiatique Asiatic cholera = hs 0 0 0 0 0 0 0 0 0 
Diphtérie Diphtheria 249 Q4 16 20 18 20 16 13 11 14 
Dysenterie Dysentery 159 5 5 4 8 Ms) 32 18 20 25 
Fiévre paratyphoide Paratyphoid tever 80 8 4 1 5 6 8 19 2 
Fiévre typhoide Typhoid fever 624 32 Ol 24 23 37 87 415 17 73 
Méningite Cerebro-spinal 

cérébro-spinale meningitis 179 9 13 99 25 5 1 9 4 3 
Variole Smallpox 16 4 0 0 1 () 11 1 0 0 
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HONG-KONG 


(Population: 625 166.. R. 24 avril 1921.) 


Sources: RAPPORT SANITAIRE, 1922; Rapports pu MINISTERE BRITANNIQUE DE SANTE 1923-1925, 
SaniTARY Report, 1922; Reports From THE Britisn Ministry or HEALtH 1923-1925. 


ST LT RE LEE IL ELL TIE EET 
Méningite 


Quinzaine se terminant le: Diphtérie Grippe cérébro-spinale Variole 
Fortnight ending: Diphtheria Influenza Cerebro-spinal Smallpox 
meningitis 
C D D G. D C D 
SMO LOM mii arte can Bh 50 36 4LY 269 204 27 45 
ro) BASRA 3 a oar ated marine he 76 28 542 158 103 34 24 
(> GUNERAE Doge a ee ee 85 38 303 125 73 194 162 
UES BAYAN. SS Be a ee nen 74 32 422 53 38 2 189 
Le GURIPISSe Ze op aaa oe are 91 43 83 107 95 1320 1141 
Nye TRS PLAS = ie Nir aa aes ra 90 40 52 81 70 913 795 
MME Se RCN Wetec te eek 85 34 42 77 50 67 45 
Janvier — January ..... 19 4h 1 3 3 3 fe 2 
24 4 2 0 72 2 3 3 
Février — February. .... 7 6 1 0 10 0 3 3 
21 7 3 0 1 1 2 2 
Beate Maren. Sli 7 4 2 4 4 a 3 3 
21 6 3 fi 3 2 13 4 
Metab April es be 7 3 1 9 6 iS A 
} 18 5 3 1 #) 4 10 14 
Speedy 2. sp. a es 2 2 2 ys 7 6 7 6 
16 4. 2 3 6 6 3 4 
30 3 2 1 1 1 3 2 
| Su JUNG. is wc we 48 0 0 1 10 6 y 0 
. 27 0 0 3 1 2 0 0 
feet —— July... cee 44 0 0 3 3 3 0 0 
25 0 0 6 1 4 1 0 
weeenout — August... ...-. 8 2 | 4 0 0 0 0 
) 22 0 0 1 4 0 0 0 
_ Septembre — September. . . 5 1 0 1 0 0 0 0 
49 4 0 5 0 0 0 0 
| Octobre — October ..... 3 2 0 0 0 0 0 0) 
. a9 A 0 0 1 0 0 0 
. | 34 4 1 1 1 2 0 0 
Novembre — November... 14 4 3 2 2 0 0 0 
28 1 1 3 0 0 3 0 
Décembre — December ... 12 0 0 4 2 1 0 4 
i 26 2 1 0 2 1 1 0 
|_* Janvier— January 1926... . 2 2 0 ih 0 0 0 0 
* Periode d’une semaine seulement. — One-week period only. 
1919 1920 1921 1922 1923 1924 1925 
Gs D. iy D. C. D. Cc. D. C. D, C De. GC; D 
holéra asiatique — ~ 
z Asiatic cholera 46 42 6 6 5 5 1 0 1 1 0 0 2 2 
leyre récurrente — 
Relapsing fever 0 0 0 0 1 0 5 5 1 0 0 0 0 0 
este — Plague 4564 426 Peso 420 150 130 1181 1074 148 136 0 0 0 0 
yphus exanth. — Typhus 0 0 3 1 0 0 0 0 1 0 0 On oO 0 


) 
. 
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INDES BRITANNIQUES — BRITISH INDIA 
(Population: 318 942 480. R. 48 mars, 1921.) 


Sources: ANNUAL Reports oF THE Pusiic HEALTH COMMISSIONER WITH THE GOVERNMENT OF InpIA, 1919-1922. — Reporten ATTAcKs 
AND DEATHS FROM PLAGUE, CHOLERA AND SMALLPOX IN BritisH INDIA AND THE INDIAN STATES. 


Choléra asiatique Peste Variole 
Semaine se terminant le: Asiatic cholera Plague Smallpox . 
Week ending: oie Sibed Wa LP RAL es aed Ss 
C D C D. C D 
Total 1919 — 578426 — 98582 ——e 136077 
» 1920 a 130140 ae 140259 — 101329 
» Hepa — 450608 — 815214 | —— 40446 
» G22 —_ 121679 == 102126 = 40836 
» 4923 — 73002 292982 — 44084 
» 1924 —- 293707 =. 398757 —= 55380 
» 4925 129364 76043 113397 95422 174660 44179 
Janvier —January 10 2569 1467 4306 3463 2532 506 
7 2814 1719 3990 3529 2663 603 
24 3118 1829 4128 3504 2953 643 
34 2769 1621 3631 3013 3131 668 
Février — February 7 2061 1249 4055 3300 3771 842 
14 1841 1103 4520 3730 5045 1000 
24 1887 1061 4418 3585 4215 928 
28 2303 1336 4742 3951 5459 1473 
Mars — March 7 1998 1119 4751 3835 4992 1100 
14 2045 4175 5830 4861 5813 1407 — 
AH) 2001 4174 7177 6195 7670 1876 
28 2063 ATP se 6527 5824 8625 4857 9 
Avril — April A 2256 1288 5826 5197 7096 1811 8 
41 3801 2096 5264 4395 6979 1541 
18 9122 2768 5410 4650 7329 1819 
25 5187 3197 4290 3828 6780 1670 © 
Mai — May 2 5519 3163 3858 3359 6760 1727-8 
9 6104 3398 1952 1672 5425 1233 
16 4699 3102 1162 1012 5246 - 130758 
23 4335 2788 841 677 4336 1065 — 
30 3525 2120 880 694 4349 : 1082 
Juin — June 6 3074 1794 2417 252 3509. 907 3 
13 2506 41457 857 932 3527 917 
20 2749 1580 188 152 3058 783m 
27 2128 1173 214 165 2797 62553 
Juillet — July 4 1930 1176 176 128 2360 723 
41 2133 4194 2414 150 2788 740 


18 1729 1011 225 170 2523 

25 2069 1142 204 143 2481 

Aott — August 4 1735 954 286 196 2229 
8 1721 875 5941 391 1862 

15 2042 1138 633 390 ; 2028 

22 1848 991 4399 879 1728 

29 1824 1044 1291 837 1470 

Septembre — September 5 1534 929 948 654 1229 
12 1643 1189 1532 1131 147 

19 1179 746 1340 935 1067 

26 1167 773 1380 960 789 

Octobre — October 8 1329 738 983 693 1196 
10 1394 801 1148 ates 1086 

a7 he eI 706 746 524 1042 

24 1483 876 4537 987 1164 

34 1639 956 1062 721 1181 

Novembre — November 7 (RDA 974 1172 Se 1182 
14 1840 1053 1030 774 1662 

A | 2301 1391 1164 696 1878 

28 1326 1420 1481 1088 1929 

Décembre -— December 5 2770 1628 1205 902 2312 
Az, 2358 hel 1271 968 2546 

49 ay bya 1758 1941 1429 2946 

26 3189 1814 1425 1053 3079 

1926 Janvier — January 2 2726 1513 1883 1339 3970 


(SE RE EE AE LPP TEI, TS LI LO A ITT SE I SEP TEES EE ET ET IE CS TT SE TE IE TT SAS SST TT TNE IO TIE SE | 
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INDES BRITANNIQUES — BRITISH INDIA 
(Population: 318942 480. R.18 mars 1921.) 


Sources: ANNUAL Reports oF THE Pusiic HEALTH COMMISSIONER WITH THE GOVERNMENT OF INp1IA, 1919-1922; QuARTERLY RepoRTS FOR 
Brirtus AND DEATHS, 1923-1925. 


* Décés — Deaths 
Choléra asiatique — Asiati¢ cholera Peste — Plague Variole — Smallpox Province 


4921 | 1922 | 1923 | 1924 | 1925 J] 1921 | 1922 | 1923 | 1924 | 1925 | 1924 | 1922 | 19238 | 1924 | 1925 


Province 


Provinces britann. British Provinces 


| Ajmer-Merwara . . 35 2 9 32 = 0 2 5 { = 724 8 42 619] — | Ajmer-Merwara 
WuAssam .. . . . . | 12829] 16219] 3728] 19182) 1941 0 0 — = Of 2774) 2640) 3243) 1647 792] Assam ‘ 
| Bihar et Orissa’ . . | 90688] 26805] 8198] 77480| 11543] 16504] 15066] 28911] 10792) 4751) 7836) 2560 3161] 6932} 8836] Bihar and Orissa 
irmanie ..... 3791] 5047| 1488} 8083] 1262] 4403} 7282) 7606} 5491] 3779 987) 1439] 2846] 2504) 2527) Burma 
MOUTR se ks 0 4 as 24 cae 1 8 22 3 =S 6 1 18 69 — | Coorg 
endjab, . . .. . | 19245 128 11| 3351] 25471 2553] 7780} 50086/251261| 25849} 4575] 1608; 2140} 4040) 3646) Punjab d 
Présid. du Bengale . 80547} 54712) 41483) 485414; 12512 59 150 98 35 9] 8157| 7864| 4236| 5567} 8917] Bengal Presidency 
Présid. de Bombay . 3521) 2768) 9224) 8236 571 4672| 3379] 33741| 9214] 8402] 1774] 4170] 2814] 11152) 4559) Bombay Presidency 
Présidence de Madras | 27064| 16502| 5169| 51971] 30009] 11875| 9193) 124110} 3922) 18887 9792) 22801 24434) 18810} 5597| Madras Presidency 
Provinces Centrales 58331 64} 1090) 9704 416} 5467] 6149) 15867) 11081] 4909} 1787 407 275 978) 2358] Central Provinces 
Province de Delhi . 635 6 12 124 37 4 491} 2795) 2436 80 22. 22 67 129 0| Delhi Province _ 
| Provinces frontiéres North-West Frontier 
du Nord-Ouest. . 4285 92 2 9 92 138 124) 3743] 141397 304 576 104 94 212 530 Provinces | 
Provinces Unies . . |149667| 2330] 2591] 67000] 4254] 24009] 23291) 74187) 56210] 32909] 1439 242 747| 2724) 1568) United Provinces 
\ _————— Sp aes a 
Total . |450608|121679| 73002|293707| 64340] 69682] 77615|229149/361843| 82847] 40446] 40836) 44084) 55380 41107 Total 
Indian States and 


Agences et Etats 


indiens : Agencies : 
Etat d’Haiderabad. 4381) 3283) 1174) 3354 471 1294] 124107] 45407] 19805] 4818 — — — Q47 448] Hyderabad State 
| Etat de Mysore . 25 46 79) 7699 Of 8244} 8945} 10985) 3618] 2641 — 1149 — — 29| Mysore State 
Autres agences et Other Indian. States 
Etats indiens . . 7829 od Ji} 2051/11606*f 2301 3450| 7446] 13491 4830 — 67 134) 2034 337 and Agencies 
Total . 9235| 3329] 41324] 13104] 11623] 11839] 24514) 63838] 36914] 12289 —- 1216 131 2278 784 Total 


Total pour les Indes] 459843/125008} 74326/306811) 75963} 81521 102126/292987| 398757] 95136} 40446] 42052] 44215] 57658) 418914 Total for India 
a 


| dont 11504 dans le Cachemire. — of which 11504 reported in Kashmir Province, 


INDES NEERLANDAISES — DUTCH EAST INDIES 


tource: RAPPORTS PERIODIQUES DU SERVICE MEDICAL CIVIL, WELTEVREDEN — CURRENT Reports From Civit MepicaL Service, WELTEVREDEN. 
a EEEETEEEEEEESEEEERY 1.1; 1S a 


ie 1925 eS 
| * Total] Total Période de quatre semaines se terminant le: — Four-weck period ending: 
Maladie — Disease ; ; 
1924} 1925 || Jany. | Févr.| Mars] Avril| Mai | Juin | Juill.| Aodt| Sept, | Oct. | Nov. | Déc. Lée 
Jan. | Feb. | March | April] May |June| July | Aug. | Sept. Oct. | Nov. | Dec. | Dec, 
| 28 2 95 pap? 20 Ai 1:9 12 9 | 4 4 2 30 
JavA Br MADOURA — JAVA AND MApuRA (Population: 35 438 981. R. Déc, 1924) 
| Diphtérie Diphtheria C, 341 140] 40 20 14 12 18 35 30 4Q 49 rifts} 45 46 60 
; D. 33} 50 3 2 3 2 3 7 2 5 2 5 8 5 3 
Dysenterie Dysentery, C. 4592!) 1944 347 110 40 24 62 Ad Q4 12 60 162 163 255 647 
| ome bacillaire bacillary OD. 4405) 416 62 32 9 4 17 5 3 3 6 43 36 40 159 
_ Fiévre typhoide Enteric fever Ca 1404] 1707 113 104 96 80 114 100 154 Ar 109 180 178 171 184 
} ee iBy 226 256 11253 7 24 12 pep) 15 19 16 15 14 34 32 Qh 
' Méningite ; Cerebro-spinal C: 24 11 0 0 0 Q 3 1 0 iT 0 0 i 3 0 
. cérébro-spinale meningitis D, 9 7 0 0 0) 2 0 1 0 4 0 0 1 2 me 
} Peste Plague 1M). 13078] 14408 2115 1560 | 1233 947 720 448 461 795 1330 1353 | 1174 981 1294 
Variole Smallpox C. 5994} 4652 387 393| 249 179 145 153 198 530 725 O47 We Sag 240 Q14 
D. 1304 508 55 48 35 29 Ar 20 20 Styl 67 67 41 28 44 
PRINGIPAUX PORTS DE JAVA. —— PRINCIPAL Ports In JAvA (Population: 825 000. EH. 1920) 
| | 
_ Dysenterie Dysentery, G: 279 77 4 4 5 7 5 h 5 4 4 3 7 i) 16 
‘ bacillaire bacillary D. 45 19 4 1 2 1 0 2 2 i 1 0 3 4 
Fievre typhoide Enteric fever C. 574 624 58 39 Aq 34 43 Lh 47 47 33 66 40 46 83 
4 az 101 Td 2: 7 4 8 7 10 8 10 6 5 9 13 6 19 
Grippe Influenza Cc. 248 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
. D. 4h 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
| Méningite Cerebro-spinal C. 15 8 0 0 2 3 0 { 0 0 0 0 2 0 0 
cérébro-spinale _ meningitis D. 6 6 0 0 0 3 0 Q 0 0 0 0 4 0 0 
Peste _ Plague CG 60 85 20 19 21 7 2 0 2 3 4 Q 3 1 { 
, Ds. 56 83 20 19 pit a 2 0 2 3 4 1 2 1 t 4 
| Variole Smallpox GC. 848] 142 16 8 7 1 4 2 11 3 9 12 6 7 26 
D. 499 4Q 7 4 3 4 Q 4 2 0 4 4 4 4 9 


PRINCIPAUX PORTS DES AUTRES ILES — PRINCIPAL Ports IN OTHER IsLANDs (Population: 350 000. E. 1920) 


Dysenterie .t Dysentery, 
| bacillaire bacillary 
| Fiévre typhoide Enteric fever 


— 
= co 


Influenza 


-Méningite Cerebro-spinal 


eérébro-spinale meningitis 
| Plague 
| Variole Smallpox 
=: 
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a2 108.5 a 
INDO-CHINE — INDO-CHINA 
ANNAM (Population: 5105 040. R. 1¢? juill. 1924). 
Source: RAPPORTS DU MINISTERE FRANGAIS DES CoLoNnIES — Reports FROM THE FRENCH MINISTRY oF COLONIES. 


"oie ee 1925 
Maladie — Disease Total || Janv. | Févr. | Mars | Avril | Mai | Juin | Juill. | Aott | Sept. | Oct. | Nov. 
Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. 
| q 
Choléra Cholera C. 48 0 ~ 0 0 0 46 0 0 2 0 0 
. D. 6 0 2 0 0 0 2 0 0 2 0 0 
Diphtérie Diphtheria C. 8 0) 0 0 0) 0 0) h f. i) 1 fc) 
Dysenterie Dysentery C. 231 $$ — — — 46 47 39 §§ 33 17 24 29 
Dp, AA, — — — 10 10 3 20 1 0 0 0 
| Fiévres typhoide Enteric fever C. 141 1 1 0 1 0 3 0 2 0 1 0 
et paratyphoide D. 1 0) 0) () 0 0 0) 0 0) 0 1 0) 
| Meéningite Cerebro-spinal! Ci 12 § 0 0 0 3 h § 1 1 0) 2 1 
cérébro-spinale meningitis 10% 5 0) 0) 0 1 3 0) 0 0 0 1 0 
Peste Plague C, 85. 5 — 18 23 21 10 8 0 0 0) 0 
D. 32 3 1 0 20 — — 8 0 0 0 0 
Rougeole Measles C. 26 §§ w 0 §§ 6 3 0) 8 1 7 1 0 
D: 8 0 0 0 0 0 8 0 0 Os ag 
Variole Smallpox C. 11496 162 589 584 390 157 30 - = 24 47 43 54 
i. 276 16 56 74 Dy 35 4 — 8 9 14 5 
COCHIN-CHINE — COCHIN-CHINA (Population: 3 928190. R. 4¢¥ juill. 1921) 
Choléra asiatique Asiatic cholera C, 66 5 4 2 14 8 13 6 5 5 2 0 
D. 39 1 3 2 7 5 8 2 h 3 2 0 
Diphtérie Diphtheria C. 14 s _ 3 1 *} 3 — — 3 — 
D. 2 0 — 0 0 — — 0 — Ss 2 a 
Dysenterie Dysentery C. 5940 300 | 354 | 467 402 435 504 973 659 | 637 451 927 
Fiévres typhoide Enteric fever C. 51 2 1 1 2 0 A 5 6 12 4 4 
et paratyphoide ie 8 2 0 1 1 0 0 0 0 1 0 0 
Lépre Leprosy C, 15 2 2 0 0 t 2 1 1 2 4 4 
Méningite Cerebro-spinal 
cérébro-spinale meningitis C. 18 2 3 1 0 0 14 0 0 0 0 0 
Peste Plague ee 30 3 0 0 1 5 4% 0 0 6 3 0 
D. 23 2 0 0 1 3 9 0 0 5 2 O*G 
Rougeole Measles C. 248 19 22 32 oa 2 10 — — — -— 1 
Scarlatine Scarlet fever C. 4 — — al — — — — 3 — — — 
Variole Smallpox C. 658 qo 113 126 104 64 27 12 40 24 28 31 
1; 237 14 48 33 35 24 9 7 16 16 14 17 
CAMBODGE — CAMBODIA (Population: 2 402585. R. 1°" juill. 1921). 
Choléra asiatique Asiatic cholera Ce 941 5 0 1 (NS 60 6 2 1 0 0 0 
iD}, 43 4 0) 0 13 22 6 0 1 0 0 0 
Dysenterie Dysentery ce 21 — — — 20 _- oe — 1 
Lepre Leprosy C. 3 0 0 2 0 0 0) 0 0 0 0 1 
D. 1 0 0 0 0 0 0 0 0 0 0 t 
Méningite Cerebro-spinal C; 24 0 0 3 0 7 5 5 0 1 2 aes) 
cérébro-spinale meningitis ‘he i) 0 0 0 0 3 4 0 0 0 2 0 
Peste Plague Ge 214 ay, 26 32 49 26 14 16 16 11 5 2 
che 193 17 24 32 43 26 iD 13 8 44. 5 2 
Rougeole Measles C. 194 2 i) 59 32 26 6 8 6 0 14 5 
Dy. 85 0 3 32 28 13 1 8 0 0 0 0 
Trypanosomiase Trypanosomiasis CC. 6 0 0 0 1 1 1 0 0 1 1 0 
1s 4 0 0 0 1 1 0 0 0 Let 1 0 | 
Variole Smallpox C. 380 48 45 43 36 29 30 62 53 29 2 1 
LD. 139 43 19 9 45 4 9 18 11 8 1 1 ; 
LAOS (Population: 818750. R. 1e" juill. 1924). rr. 
Choléra asiatique Asiatic cholera C. 1 0 0 0 0 0 0 ‘I 0 0 0 0. 
D. 0 0 0 0 0 0 0 0 0 0 0 0 
Dysenterie Dysentery C. 640 66 55 35 45 86 83 — 64 26 76 62.48 
Lepre Leprosy C. 14 0 0) 0 0 0 0 0) 4 0 9 0) 
Rougeole Measles C. 19 — 3 A 2 2 1 _- 1 A 2 0.) 9 
Variole Smallpox ys 16 § — §§ 9 2 1 4 Tee 0) 0 0 0 
TONKIN (Population: 7115590. R. 4et juill. 19214). a 
Choléra asiatique Asiatic cholera C. 26 0 0 0 9 9 3 0 2 0 149 
D. 8 ‘0 0 0 0 3 4 1 0 0 0 0718 
Diphtérie Dyphtheria C. 4 1 0 0 0 1 0 0 1 0 0 of 
D. 5 1 0 0 0 1 0 0 1 2 0 oe 
Dysenterie Dysentery C. 220 9 10 3 7 48 69 0 40 32 0 1.1 
D 13 2 2 0 0 5 1 0 0 3 0 0.) 
Fiévres typhoide Enteric fever C. 87 1 A 3 8 12 0 0 2 16 8 ae 
et paratyphoide (by 19 0 1 1 3 2 0) 0 3 2 2 + ir 
Lépre Leprosy oe 102 10 5 3 7 8 15 — 13 12 9 15 | 
Méningite Cerebro-spinal C. 65 3 7 25 4 6 4 0) 2 4 5) 5 ja 
cérébro-spinale meningitis D. 8 0 0 2 3 0) 0 0 1 0 0 0 
Rougeole Measles C. 254 46 44 56 32 59 a 0 1 0 3 0 
123 4 2 0 0 2 0 0 0 0 0 0 (0 
Variole Smallpox C. 2203 304 540 520 324 221 104 31 13 18 4 50 | 
D 123 30 34 28 16 7 if 3 1 — 1 Ee 


§ Quelques cas. — A few Cases. . : | 
$$ Nombreux cas. — Numerous Cases. | a 


IRAK (Mésopotamie) — IRAQ (Mesopotamia) 


(Population : 2 849 282. R. 1920.) 


Sources: RAPPORT DE L’INSPECTEUR GENERAL DES SERVICES DE SANTE POUR LES ANNEES 1923 er 1924. — Report or tue Inspecror- 
GENERAL OF HEALTH SERVICES FOR THE YEARS 1923 AND 1924. 
Rapports DU MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports rrom THE Britisn Ministry or HEALTH, 1925. 
eT Re 
1925 

Maher Disease Total | Total | Total| Total Périodes de quatre semaines finissant le: -——- Four-week periods ending: 1926 

192% | 1923 |1924 | 1925 || Jan. | Fév. } Mars] Avril) Mai | Juin | Juil. | Aoat| Sept.) Oct. | Oct. ; Nov.) Déc, |Janv. 

Jan. | Feb. | Mar. | April] May | June} July | Aug.| Sept.| Oct. | Oct. | Nov. | Dec, | Janv. 
24 21 24 148 | 16 43 | 44 8 5 3 31-1" 28 26.) 2g 
_ Diphtérie Diphtheria Ge 43 Q7 30 41 0 1 3 5 4 0 5 0 Q 4 5 3 8 1 
D. — 8 9 9 0 0 fl 0 0 0 5 0 1 1 0 0 2 ul 0 

Fiévre puerpérale Puerperal fever C. 39 9 19 10 0 3 0 2 1 0 0 0 2 0 4 0 Al 0 
= ; D. — 6 6 2 0 0 0 0 0 0 0 0 1 0 1 0 0 0 
_ Fiévre typhoide Enteric fever C. 104 158 | 134 | 318 4 6 7 7 14 Qh 15 34 | 36 50 46 4A 29 5 
Liam De — 34 29 48 1 0 1 2 1 0 4 9 5 9 4 5 0 2 
Méningite cérébro- Cerebro-spinal C. 12 hes 14 os) 1 0 2 2 0 3 4 1 Q 0 0 0 0 0 

| = spinale meningitis D. —- 6 vi 7 1 0 0 Q 0 1 2 1 0 0 0 0 0 0 
 Oreillons Mumps C. 229 58 | 145 350 9 10 11 14 18 17 25 23 33 52 30 58 39 14 
iD, 0 0 0 2 0 0 0 4 0 0 9 0 0 0 0 0 1 0 

Peste Plague Oe 589 787 523 23 1 0 0 2 | 12 0 0 0 0 0 0 4 H) 
D. ee 432 (309 4 0 0 0 4 0 0 0 0 0 0 0 0 lial a. 
_ Rougeole ~ Measles C. 87 487 |1874 | 1085 Te | 439 39 | 280 14 23 22 40 Vi 18 69) } 233° f 75. 9 
4 ; D. — 120 787 19 2 24 1 Qi Bd 8 8 15 14 Ky 24 26 29 6 
_ Searlatine Scarlet fever C. 1 2 12 25 1 0 0 0 0 5 0 4 7 8 0 0 OF. Pages 
1D — 0 0 2 1 0 0 0 0 0 0 0 0 { 0 0 0 0 

_ Tétanos Tetanus C. 14 9 7 28 4 1 2 4 1 ye 1 2 3 3 4 Q2 2 0 
} D. — 2 3 43 0 1 1 3 1 1 0 0 2 1 1 1 4 0 
_ Tuberculose Tuberculosis Cr. 398 503 | 819 | 1029 40 48 84 91 91 1204 70 67 84 | 101 TOPO 74 16 
| De — 52 14 215 22 16 14 18 49 18 20 5 13 12 12 3) 24 3 
_Typhus exanth. Typhus C. 48 dy 9 Q 0 0 1 0 0 0 0 4 0 0 0 0 0 0 
-. D. — 4 3 1 0 0 1 0 0 0 0 0 0 0 0 0 0 0 
Varicelle Chickenpox C. 56 26 44 34 2 1 5 13 2 0 1 5 0 4 1 1 2 0 
} : D. — 1 4 — 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
| Variole Smallpox (Gy 1862 | 1692 459 883 4 42 38 28 13 50 16 29 47 76 103 76 310 51 
D. —- 581 235 356 2 23 13 4 2 Ae 2 13 14 39 53 41 111 25 


Ee Sea a ea NT SE EE NT TT DI TTT ESI IE SITE DES SL OI OTET FA EET ALDER EELS LDA EDEL ICL BBE REET EE LEDER LE EIA DL SLL AGEL ANE A BET EE A SR RRR RENT TERETE ESE SA eae 


Charbon Choléra asiatique Dysenterie Erysipéle Fiévre récurrente Lépre 
Anthrax Asiatic cholera Dysentery Erysipelas Relapsing fever Leprosy 
; C. D. (ef ID C. D C D. C D. C: D 
| 1922 6 — 0 0 — eo = rae ele, ae 42 ae 
| 1923 11 4 1640 1100 9 1 2 0 1 0 25 0 
} 1924 4 2 0 0 0 Q) : 0 0 0 0 22 { 
102 5e 10 1 0 0 — —_ — = 0 0 81 3 
* Une semaine seulement. — One week only, 
JAPON — JAPAN 
(Population: 59 736 704. R.1 octobre 1925.) 
| 
Sirce: REVUE SANITAIRE DU Di&PpARTEMENT DE L’INTERIEUR DU JAPON. — SANITARY REVIEW OF THE Home DEPARTMENT OF JAPAN, 
| 1925 
. . Total | Total | Total | Total | Total 
ee ep ease 4991 | 1922 | 1923 | 1924 | 1925 || san. | rev. | Mars| Avril] Mai | Juin | Juil. | Aoat| sept.| oct. [Nov. | Dec. 
Jan. | Feb. | Mar. | April} May | June] July al Sept.| Oct. | Nov. | Dec. 
pf a ff | | | | 
| 
Sholéra asiatiq. Asiatic cholera C 7) 730 4 0 624 0 0 0 0 0 0 0 4 297 | 226 67 30 
: i rite - D 16 420 0 382 0 0 0 0 0 0 0 2 144 | 167 48 21 
Jiphtérie Diphtheria C 14522 | 18968 | 12776 | 13109 | 138538 || 1549 | 1625] 1720 { 1505 | 1158 930 604 466 584 | 942 11252 11518 
; D 35014 3254 3114 3175 3369 446 431 452 343 264 208 441 87 422 1 192° | 286 398 
Jysenterie Dysentery C 12445 | 14899 | 20270 | 18624 | 14773 154 125 201 295 473 | 1250 | 3013 | 3477 | 3035 |1669 | 662 362 
D Q941 38314 7372 7230 6645 86 5 76 134 239 535 143801 | 1541 | 13847 1 732 396 200 
‘Neéyre para- Paratyphoid C 6291 7150 bee ws 5378 5064 122 94 87 127 218 524 546 814 1135.) 728 | 401 268 
| typhoide fever D 802 852 690 634 453 15 19 16 18 17 29 34 60 84 70 48 43 
‘iévre typhoide Typhoid fever C 50143 | 52384 | 52636 | 58354 | 45768 || 2898 | 2212 | 1980] 1887 | 2296 | 35417 | 4410 | 6196 | 7368 |5916 13992 13096 
| : D 10634 | 11082 | 16371 | 16643 9085 560 572 548 405 440 580 712 1012} 1215 |1206 | 985 848 
{éningite Cerebro-spinal C 772 933 708 1552 445 Pip 35 54 82 55 39 QT 31 39 23 13 16 
} eérébro-spin. meningitis D 889 O01 374 1005 273 14 Q4 19 42 44 26 18 16 27 13 17 13 
reste Plague C 2 118 4 7 0 0 0 0 0 0 0 0 0 0 0 0 0 
D 0 79 1 6 0 0 0 0 0 0 0 0 0 0 0 0 
\carlatine Scarlet fever C 1589 1654 1562 1843 paaehps 170 160 195 282] 279 268 220 84 423 | 178 | 293 320 
\ D 82 96 88 421 279 19 14 20 35 33 Q22 25 19 13 12 33 34 
‘yphus exanth. Typhus (o 174 23 14 14 28 0 4 0 0 0 gi 419 0 0 0 0 0 
\, D 22 5 3 2 0 0 0 0 0 0 0 0 0 0 0 0 0 
ariole Smallpox C 889 673 | 1922] 1702 430 PH 40 QEihes |. 188) 94} 32 9 2 0 Q 5 
D 212 425 381 266 81 1 0 6 14 22 23 a 4 1 0 1 0 


— 110 — 


KOUANG-TCHEOU-WAN — KWANG-CHOW-WAN 
(Population: 207 652. HK. 1922.) 


Sources: Rapports DU MINISTERE FRANCAIS DES CoLoniges. — REPORTS FROM THE Frencu MINISTRY OF COLONIES. 
COMPTE-RENDU DES MALADIES PESTILENTIELLES, 


Se 


| 1925 

Maladi Di Total 
tebe or eee 1995 || Janv.| Févr. | Mars | Avril] Mai | Juin | Juill. | Aoat | Sept. | Oct. | Nov. | Déc: 
Jan. | Feb. |March| April} May | June | July | Aug. | Sept. Oct. | Nov. | Dec, 
Dysenterie Dysentery C 131 6 6 4 10 9 6 22 12 8 10 29 9 
D 2 : 1 0 
Peste Plague C 196 20 20 2 40) 123 46 22, 0 0 0 0 0 
D 207 10 19 16 37 82 28 15 0 0 0 0 0 
Variole Smallpox C 22 3 0 8 0 9 0 2 0 0 0 0 0 
1D) v 0 0 2 0 0 0 0 0 0 0 0 0. 
Lepre Leprosy C, 29 0 3 2 6 6 3 0 h 0 0 5 0 


bea chat 


KOUANG-TOUNG — KWANTUNG 
(Population : 757 806. E. 1925.) 


Source : RApports DU BUREAU SANITAIRE. — REPORTS FROM THE SANITARY OFFICE. 
1925 
Total mount Loe ene 
Maladie — Disease : : : 

1923 | 1924 | 1925 |lJanv.|Févr.| Mars |Avril] Mai | Juin | Juill.;Aout Sept.} Oct. | Nov. | Dée 
Jan. | Feb. |March|April| May | June} July | Aug. |Sept.| Oct. | Nov. Dec 
Cas Cases 5 
Diphtérie Diphtheria Ou ote dp 8 14 9 12 4 2 5 7 17 13 8 16 
Dysenterie Dysentery 377 | 333 | 333 9 14 9 10 6 17 72 56 86 40 7 7 
Fiévre récurrente Relapsing fever 53 i 2 0 0 0 4 0 0 1 0 0 0 0 0 
Fiévre paratyphoide Paratyphoid fever 64 46 39 1 1 1 2 0 5 3 1 7 i) 5 | oe 
Fiévre typhoide Typhoid fever 299 | 296 | 275 20 AS 6 12) 9 14 18 25 30 40 43 3 
Méningite Cerebro-spinal : 
cérébro-spinale meningitis O7 49 Q4 2 3 5 4, 4 2 0 0 1 1 0 2 
Scarlatine Searlet fever 233 1920) 477 85 23 30 40 40 26 10 14 39 26 62 152 
Typhus exanthémat. Typhus 16 1 9 0 0 1 Q 0 0 1 ye 2 0 1 1 
Variole Smallpox 42 ay ees 1 3 16 70 71 12 6 1 4 | 36 44 
ec SS SSS | | s 
‘ 
, 
MALAISIE FEDEREE — FEDERATED MALAY STATES - 
2 
(Population : 1418450. E. 30 juin 1924.) e 
: : 
Sources : ANNUAL Report ON THE MEDICAL DEPARTMENT, 1923-1924. % 
RAapports DU MINISTERE BRITANNIQUE DE SANTE, 1925. — Reports rrom THE British MINISTRY OF HEALTH, 1925. ; 
nates 


1925 
Période de quatre semaines se terminant le: — Four-week period ending : 


; F Total | Total | Total 
Maladie — Disease 
’ 1923 | 1924 | 1925 || 94 | 24 | 24 | 18 | 16 | 48 | 14 8 5 3 | a1 | 298 | 26 
Janv. | Fév. Mars | Avril! Mai | Juin |Juillet| Aodt | Sept. | Oct. | Oct. | Nov. | Déc. |g 
Tan. | Feb. | March| April | May | June July | Aug. | Sept.| Oct..| Oct. | Nov. | Dec. 


— ast ——s — es cee eS es —__ 
a 
Choléra Asiatic C. 0 4 1 0 0 0 0 0 0 0 1 0 0 0 0 0 
asiatique cholera 18) 0 4 1 0 0 0 0 0 0 0 4 0 0 0 0 0 0 
Typhus Typhus C. 0 44 42 3 2 6 0 4 0 0 0 0 0 0 0 0 
exanthématique D. 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Variole Smallpox C, 32 6 51 «f 3 0) 42 33 0 0 0 0 0 0 0 0 
dD. 9 | 7 0 0 0 2 5 0 0 0 0 0 0 0 0 
nn 
Dysenterie et Fiévres typhoide Méningite Tube 
Réribéri Diphtérie diarrhée et paratyphoide Grippe eérébro-spinale Paludisme Peste Pneumonie pulmon 
Beri-beri Diphtheria Dysentery Enteric Influenza Cerebro-spinal Malaria Plague Pneumonia Pulm 
and diarrhoea fever meningitis tubereul 
D, DP D. D. D. Di: D. CAPD: D. a 
O01 Soper ee bce by 939 — 3712 — — — 16975 —_- — _ 
DOPOD EG Eee. 5 Wie eiruks is A314 _ 3804 — “Sp: — 20595 _- —_ = 
LRpa Rs Ue SRS Ae cae 422 _ 2999 —_ 54 a= 17168 _- —_ 
S027 gers AM tra cs i ALB 42 2449 — 46 16 15570 1 1 1780 
EPR So baie in IN at os 378 8 2142 29 80 19 15516 16220 1619 
PU ate tle 453 17 1964 40 61 3 14283 0 0 1688 
1 OOD iawn nea a _ —— _ — 340 — _ => — —_ 
* Données pour une semaine seulement. — Data for one,week only. 


Source: RApports DU MINISTERE BRITANNIQUE DE SANTE. 


saa] 
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MALAISIE (non fédérée) — MALAY STATES (Unfederated) 


JOHORE 
(Population: 1149 395. R. 24 avril 1921.) 


REPORTS FROM THE BritisH MINiIstry oF HEALTH. 


1925 ! 
Cause de décas Total | Total! Total | Total Période de quatre semaines se terminant le: — po ulwess period ending: 
Cause of Death 1922 | 1923 | 1924 | 1925 |} Janv. | Fév Mars | Avril Mai Juin | Juillet | Aodit | Sept. Oct? | Ock Nov Déc. )Déc.* 
Jan. Feb March | April May June July |August| Sept. Oct. Oct Nov Dec 2 
Q4 21 24 18 16 13 141 8 si) 3 Sista 28 26 |Jan.2 
Dysenterie Dysentery | ‘74 | 136 | 148 | 138 9 8 8 11 8 10 10 12 17 5 15 9 9 7 
Grippe Influenza ae 204 236 269 0 0 0 0 1 2 0 0 3 0 ‘! 1 eri | wee 
Pneumonie Pneumonia & 26 19 19 12 20 23 14 18 19 20 16 37 22 | 7 
LLL LT AT ASE AS SS TI TIE A SA SID EE EI SOS A UN LE Be SEIS SO Sc SETA BITTE ASD PE re ee 1a SR OEE RS SRT IEEE TARA IIA me OP A ARR Eee se 
* Une semaine seulement. — One week only. 
| 
192% | 1923 | 1924 | 1922 1923 1924 
Ankylostomiase Ankylostomiasis OC. 1276 1486 1798 Peste Plague C. 0 4 3 
Ds 36 52 68 dD. 0 8 3 
Béribéri Beri-beri C. 749 364 916 Pneumonie grippale Influenzalpneum. C. — pat 6 
dD. 318 83 92 Dy —- 3 ee: 
Fiévre hématurique Blackwater fever C. 7 16 : Rougeole Measles Ne By) A6 205 
é D. 1 8 : 0 it i 
| Fiévre paludéenne Malarial fever D. 3821 3687 3384 Tuberculose Phthisis C. | 408 504 756 
| Fiévre typhoide Enteric fever C. 6 10 58 pulmonaire D. 192 207 172 
DE 4 8 16 Varicelle Chickenpox C. 16 7 29 
Méningite Cerebro-spinal C. 23 9 2 Variole Smallpox C: 87 l 8 
__cérébro-spinale meningitis TD. 20 6 2 1D. 6 0 0 
KEDAH 
| (Population: 338554. R. 19214.) 
Jource: RAPPORTS DU MINISTERE BRITANNIQUE DE SANTE. — Reports FROM THE BritisnH MINISTRY OF HEALTH. 
1925 
Période de quatre semaines finissant le — Four-week period ending 
Total|Total/Total ; 
} Maladie — Disease Janv.|Févr.| Mars |Avril] Mai | Juin |Juill.|Aout Sept.| Oct. | Oct. | Nov. | Déc. | Déc. * 
1923 | 1924 | 1925]| Jan. | Feb. |March|April| May | June} July | Aug. |Sept.} Oct. | Oct. | Nov.| Dee. | 27 
24 24 214 18 16 13 A, 8 5 3 34 28 26 |Jan. 2 
—_—_ —— eee rd | le pe iy ee | eS ee eee Ye Se eee |= ae ee 
| 
Dysenterie Dysentery Delton eet ae et vo 19 13 9 3 7 7 ) 12 10 15 14 Q4 Q7 6 
Pneumonie Pneumonia D, | 100 127 135 9 5 7 3 8 6 19 5 18 16 16 13 9 1 
| 
* Une semaine seulement. — One week only. 
” Grippe  Poliomyélite aigué Typhus exanth. Variole 
Influenza Acute poliomyelitis Typhus Smallpox 
| LO D. Crees Care's 
1923 . , 2 0 0276 3.0 
| 1924 . } p2 0 1 1 DI aes 
1925 . 0 il 1 0 as) 
KELANTAN 


(Population: 309 293. R. 1921.) 


SR SS SS TS A SE Mt NS RR I SEE “PAS TE AE ASR ISA SSSA SERIE PLE TTS a 8 A nen eam Ree HA ES REMIT AE  eRS R CE oo Ty 


Choléra asiatique Dysenterie Pneumonie Typhus exanthém. Variole 
Asiatic cholera Dysentery Pneumonia Typhus Smallpox 
Ce De D. Dy Cc. Di Cc. D. 
1923 29 24 2 12 2 2 2 0 
1924 1 1 1 22 0 0 0 0 
| 1925 8 4h 3 19 0 0 2 0 


- —" 


s 
4 
A; 
; 
PALESTINE : 
(Population: 757 182. R. 28 oct. 1922.) ; 
Source: RAPPORTS DU SERVICE DE SANTE. — REPORTS FROM THE DEPARTMENT OF HEALTH. 
1925 
Total | Total | Total | Total | Total ; 
Maladie — Disease 1921 | 1922 | 1923 | 1924 | 1925 || Janv. | Févr.| Mars | Avril | Mai | Juin | Juillet] Aofit | Sept. | Oct. | Nov. | DécH 
Jan Febr. |March |} April | May | June | July | Aug. | Sept. | Oct. | Nov. | Deco} 
Diphtérie Diphtheria C. 35 83 39 Q4 40 2) 0 4 1 4 0 5 2 Q 7 8 3 
LD 4 f qi 4 10 1 1 0 0 0 0 4 4 0 4 0 4 
Dysenterie Dysentery C. 100 qi 234 726 | 4002 16 9 14 46 124 108 84 93 106 118 158 126. 
D. 6 HAR 16 Q27 42 0 1 1 3 6 5 2 9 2 7 4 i 
Fiévre récurrente Relaps. fever C. of 25 8 11 22 0 0 4 3 2 2 1 4 2 1 3 
Fiéyre paratyph. Paratyph.feverC. 91 63 77 30 
D. 3 5 8 3 785 12 34 22 Ae. 40 59 88 68 444 125 123 
Fiévre typhoide Typhoid fever C. 368 208 202 299 76 2 3 2 1 2 3 i 10 12 15 8 
iy 34 32 Ah ay? 
Grippe Influenza Gh 2381 209 275 864 614 337 92 97 29 12 6 0 1 1 0 5 
Db, 196 14 ) 26 26 44 5 4 4 0 0 0 4 0 0 0 
Méningite Cerebro-spinal C. sa) 20 5 3 om 0 0 1 0 1 1 0 0 0 0 4 
cérébro-spinale meningitis D. 10 19 4 Q a 0 0 1 0 1 0 0 0 0 0 a 
Peste Plague C. 4 64 15 Os 0 0 0 0 0 0 0 it) 0 0 0 0 
1B) 1 49 5 4 0 0 0 0 0 0 0 0 0 0 0 0 
Pneumonie Pneumonia C. 705 626 | 1860 702 802 104 81 94 59 63 82 62 46 5d 45 60 
‘by 366 313 505 442 575 78 48 63 4Q 41 61 ' BA 44 4h 28 40 
Poliomyélite Poliomyelitis C. 0 0 1 6 ip D 3 4 4 1 0 Q 4 0 1 0 
D. 0 0 0 0 6 5 0 0 1 0 0 0 0 0 0 0 
Searlatine Scarlet fever C. id's 83 13 7 50 1 0 1 4 1 3 10 10 7 3 3 
10), 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Typhus exanth. Typhus wr 63 33 35 37 47 1 1 1 1 7 6 9 2 6 9 2 
| D. 6 0 2 4 0 0) 0 0 0 0 0 0 0 0 0 0 
Variole Smallpox C. 2. 159 9 23 0 0 0 0 0 0 0 0 0 0 0 0 
D. 2 16 5 2 0 0 0 0 0 0 0 0 0 0 0 0 
cre Se a ac a I Se Tae TS RR CER RSS TE FR a SP a SS 
Coque- Encéphalite Vitvre Leich- Rage Schistoso- Uleére ; j 
Juche léthar. Erysipéle puerpérale maniose Leépre Oreillons humaine Rougeole Rubéole miase Tétanos épidémique Varicelle 
Whooping- Encepha- Erysipelas Puerperal  Leich- Leprosy Mumps Rabies Measles German Schistoso- Tetanus Epidemic Chicken- 
cough litis lethar. fever maniosis measles miasis ulcer DO 
GD: (Che De (Ohms iB) CAD: C. Corb: C. dD. Come C. CG, Ci DF C. Cc. 
14924 434 6 0 0 114) ed eye GM) 0 A342 22 535 5 13 1 6 — 4 eT 250 85 
£922. 493 9.43 RA. MOA ge) Zora 0 WO 2 175 8 bp hy 4 49 Wey he 3 150 80 
1923 268 18 0. “07 yrisiee 6 ‘oes th RO: 5 265 13 6936 1232 1 26 26 20 896 140 
1924 883 63 4 0 aK) vl Syd 08} 10 2 48 9 5997 824 22 32 96) 20 516 250 
a Nombre de lépreux existant en 1921. — Number of lepers living in 1921, 
ILES PHILIPPINES — PHILIPPINE ISLANDS { 
(Population: 11 067 100. E. 1923.) 
Source: RAPPORTS HEBDOMADAIRES DES MALADIES CONTAGIEUSES. 
WEEKLY Reports OF COMMUNICABLE DISEASES. ° 
© up | 3 ® | o> | | sos “ , 
a) o ' o-.— ieee “3 o o mM n : 
aie Ssoe O8 e aS as eS ON. a Za |\SES4 oe 
Période de quatre semaines | 3.4 SERS =) 34 22 in a ae oa Bese ‘os 
se terminant le: ae Seas ge6 ae 5 8 28 Fe 3a 33 Atal EF 
en j j . "Sh — = i) —_ 
Four-week period ending: | mx ass aS ae iat ba & 2" ee 4345 Pay 
a a B8e 
1D), C. D. D. C. De C. D. C. By, De Dp, D. D Ce wg 
Total 1925 17244 | 690 401 874. 64 45 8902 4429 1923 1289 4675 | 22436 478 25442 20 -: 
Janvier — January 24 1156 0 a) 57 4 38 466 216 136 89 243 13814 18 1608 4 be 0 
Février — February 21 1092 0 0 28 2 1 565 269 167 112 256 1598 14 1728 2 me!) 
Mars — March 241 943 0 0 46 3 3 364 191 118 90 260 1440 20 1459 8 
Avril — April 18 4158 0 0 46 11 6 331 184 475 127 298 1739 ay 1923 0 
Mai — May 16 1063 0 0 59 3 3 413 187 155 117 296 1707 Q7 1922 0 
Juin — June 13 44,75 Q 0 64 3 2 562 296 151 107 261 1744 45 1916 0 ( 
Juillet — July 141 1423 5 2 713 9 5 1250 594 154 109 341 1907 46 2031 0 a 
Aotit — August 8 1501 4 3 67 10 7 Ue 155 153 120 291 1964 38 2028 4 Te 
Septembre — Septemb. 5 1500 3 3 88 4 1 be GET 574 168 411 372 os 131 2495 0 a! 
Octobre — October 3 1546 82 Q7 88 5 4 647 356 440 445 463 1770 33 2085 0 { 
Octobre — October 31 4414 | 156 87 94 6 6 464 Q46 125 85 548 1565 17 1968 Q 0 
Novembre — Novemb. 28 1454 | 206 109 100 3 3 526 281 133 104 514 1794 18 2141 0 0 
Décembre — December 26 1544 | 194 129 53 1 1 399 238 126 102 459 1821 Q4 2068 0. 0 
Décembre — December 31* 250 38 At 14 0 0 82 42 22 19 163 322 ds 370 0 0 


* Cing jours seulement — Five days only. 


} 
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PROTECTORAT D’ADEN (Arabie) — ADEN PROTECTORATE (Arabia) 
(Population: 54923. 1921.) 


Source: Raprorts pu MINISTERE BRITANNIQUE’DE SANTE. — Reports FROM THE British MINIstRyY oF HEALTH. 
a a 
1925 
Période de quatre semaines se terminant le: — Four-week period ending: 
Maladie — Disease Total | Total | Total 
1923 | 1924 | 1925 || Janv. | Fév Mars | Avril | Mai Juin | Juillet} Aotit | Sept. Oct. | Oct. Nov. | Dée 
Jan Feb March | April May June July Aug, Sept. Oct. Oct. Nov. Dec 
24 21 21 18 16 13 11 8 5 3 31 28 26 
Dengue Dengue C. 4 0 1 0 0 0 il 0 0 0 0 0 0 0 0 0 
De 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Diarrhée Diarrhea C. 2 0 0 1! 0 0 0 0 0 0 0 1 0 0 
_ Dysenterie Dysentery C. 12 22 43 1 2 0 0 1 0 4 1 Oe 5 4 11 12 
D. 3 11 1 0 0 1 0 0 0 0 0 0 0 0 0 0 
Fiévre Undulant 
ondulante fever C. { 1 0 0 0 0 0 0 0 0 0 0 0 0 
Fiéyre récur- Relapsing C. 11 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
rente fever D. 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0) 
Fiévre Enteric fever C. Q 1 12 3 0 0 1 3 2 1 4 0 i) 0 { 0 
typhoide D. 0 1 6 1 0 0 0 1 1 0 1 0 i! 0 0 1 
Grippe Influenza C. 0 13 4h 0 0 0 0 0 33 11 0 0 0 0 0 0 
Méningite Cerebro-spinal 
cérébro-spin. meningitis D. 0 0 f 0 0 0 1 0 0 0 0 0 0 0 0) 0 
Paludisme Malaria ; 0 97 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Pneumonie Pneumonia C. 30 30 19 2 0 2 Q 1 2 2 2 0 ) 0 1 3 
D. 16 13 7 0 0 1 0 1 2 0 1 4 0 0 0 { 
Varicelle Chickenpox C. 1 0 1 0 0 0 0 i) 0 0 0 0 0 1 0 0 
|| Variole Smallpox C. 43 9 16 0 4 af 0 2 2 0 0 0 0 0 0 i 
D. 6 4 5 0 0 1 3 0 1 0 0 0 0 0 0 0 
Ste Ss 
SIAM 
(Population: 9 724000. H. 1925.) 
Source; RAPPORTS DU SERVICE DE SANTE. — REPORTS FROM THE DEPARTMENT OF PuBLIC HEALTH. 
1925 
Période de quatre semaines se terminant le: — Four-week period ending: 
Maladie — Disease Foe ar Tot al) Total) Totallsanv.| Fév. | Mars |Avril| Mai | Juin |Juill.|Aoat|Sept.| Oct. | Oct. | Nov. | Déc. eer 
be es h Jan. | Feb. |March}April| May | June| July | Aug. |Sept.| Oct. | Oct. | Nov. | Déc. ie 
CASS EOS El aes 8p 46. [easel 14 8 5 3 Sires hoe. Ned 
Choléra asiatique Asiatic cholera C. 138 | 243 97 13202 5 8 2 7 27 68 26 2 4 7 62 4139 |1620 | 228 
D: 80 } 108 §1 |2076 3 5 2 5 15 30 11 1 4 te 34 1-730 11083 155 
Méningite Cerebro-spinal ‘ A : 
eérébro-spinale meningitis C. 0 67 15 33 14 1 0 3 0 0 OF i 1 0 0 3 6 2 
D. ) 25 7 19 5 3 0 1 0 0 2 i 0 0 2 3 { 
Peste Plague Cc. 196 397 93 378 45 67 104 15 A 9 18 24 44 al 3 10 2 1 
D. 164 329 67 294 29 60 72 14 12 9 i 16 33 20 a 8 2 () 
_ Variole Smallpox C. 472 }1451 | 588 | 287 5 20 67 48 39 21 50 0 Q1 0) 0 0 9 7 
1D ae liy 743 bw is) oT li 3 18 26 14 7 17 14 0 6 0 0 0 2 4 
ae SRS SRS ee ES PS SS EE OE eS 


* Données pour une semaine. —: Data for one week. 


. 
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‘ONE DU CHEMIN DE FER DE LA MANDCHOURIE DU SUD — ZONE OF THE SOUTH MANCHURIA RAILWAY 
(Population: 274 625 E. 1925.) 


ource: RAPPORTS DU BUREAU SANITAIRE DU GOUVERNEMENT DE Koyan-Toune. — THE SANITATION OFFICE OF THE KwAantunG GovERNMENT. 


SS SS ARS 2 SE SS SESE EE ES SRC ASAT DS RN SNE TREATS SSE SE 


Maladie — Disease 
Cas Cases 
Choléra asiatique Asiatic cholera 
| Diphtérie Diphtheria 
| Dysenterie Dysentery 


| Encéphalite léthar. 
Fiévre récurrente 
Piéyre paratyphoid: 
{ Fiévre typhoide 
. Méningite 
céréhro-spinale 
Scarlatine 
Typhus exanthém. 
Variole 


Encephalitis lethar. 
Relapsing fever 
Paratyphoid fever 
Typhoid fever 
Cerebro-spinal 
meningitis 
Scarlet fever 
Typhus 
Smallpox 


Total}Total| Total 


1923 


1925 

1925 ||Janv.| Févr.| MarS|Avril] Mai | Juin | Juill.|;Aoat|/Sept.| Oct. | Nov. 
Jan. | Feb. |March| April] May | June| July Aug. |Sept.| Oct. | Nov. 

2 0 0 0 0 0 0 0 0 1 il 0 
32 Q 41 9 7 5 6 2 10 3 3 15 
795 9 11 10 44 Aran etl WO 136 73 42 25 
Z 0 1 0 0 0 0) 0 0) 0 1 0 
510) 2 5 1 0 1 0 0 0 0) 0 Q 
120 6 1'9 5 5 7 4 14 11 13 22 7 
643 27 49 22 $3 28 42 41 53 86 118 85 
12 il ph 4 0 1 1 1 0 0 0 2 
608 37 69 85 76 78, 55 24 20 26 26 37 
16 1 0 2 4 6 0 1 0 Ot). 0 2 
4821 55 79 91 140 70 AGT 10 5 01 0 8 


1924 


Déc. 


Dec, 
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AUSTRALASIE — AUSTRALASIA | 


AUSTRALIE — AUSTRALIA 
(Population: 5 931184. HE. 34 déc. 1924.) 


Cas de maladies a déclaration obligatoire notifiés en 1919-1925; par semaines en 1925. 
Cases of Notifiable Diseases reported in 1919-1925; by Weeks in 1925. 


Sources: Health, JouRNAL oF COMMONWEALTH HEALTH DEPARTMENT, 1923; MepicaAL JOURNAL oF AUSTRALIA. 


Rapports Du DinecTBUR GhNERAL DE SANTE. — REPORTS PROM Direcror-GENERAL or DEPARTMENT OF HEALTH. 4 
@ 4 =e loo# Q w as o Es] af 4 
| Semaine seterminant lé:) |Zaml SH | Be (SSEh| BE |ESSeleSss| SS (Baek) 4a BSoe) Fee oe 
: Bos! as o ahead! ha |loseareolsaae! & Stos| oa |ghec| ©S | Se HO | -—3 @® 
| Week ending: 5.28] ‘og Pe 2ass| Be m 8S eee ae ELEE| BS [Saas 23 | 52 | 38 a3 
5 a2 {A ase?) Gq | aac] = Ales fg) ee 26 | 58 a 
SF s|%A | 5A aeclie! Sh rm ta | So Ae ees zi OP ee ee 
{ 
Total 1919 — | 11858 — - 2368 — 100 — le 134 — | 2954 — 
» 1920 — | 16024 aS — — — | 2950 — 100 —le 71 — | 5180 — 
» 41924 391 | 24783 iets a 277 138 | 2899 414 80 52 |e 140 || 4498 | 6104-1 — 
» 1922 54 | 14156 —— — 273 425). 24936 36 69 64 114 Hoo IIo —- 
» 1923 930 9915 —— 28 242 409 } 2336 | 1133 61 30 137 | 1037 | 6634 | 3580 
» 1924 17838 | 10918 38 17 286 425 | 1816 435 741 34 232 164 | 7345 | 3803 
» 192 an 199 8098 58 26 404 462 | 13869 7 5 a2 2641 | 14784} 5409 
| Janvier — January 10 4, 44 2 0 6 3 49 0 0 0 6 44 84 
1) 3 143 2 if 4 2 31 2 0 4 6 74 
24 2 109 2 0 8 3 4A 0 0 0 3° 10 71 
34 7 420 10 4 4 3 30 0 2 0 8 7 76 
-Février — February 7 43 | 128 0 0 6 3 52 0 1 0 5 15 75 
14 44 | 142 5 4 A 2, 48 0 0 0 4 14 79 
21 34 | 184 3 2 5 3 45 4 A 2 9 42 83 
28 5 | 4123 0 4 5 2 32 5 0 5 3 30 87 
Mars —- March 7 2 193 4 0 4 3 59 1 3 1 4 19 Mer1ae 
14 2: 1e 495 4 4 5 6 60 4 6 4 10 63 | 4118 
24 07) 224 4 0 5 4 35 0 3 0 6 | 163 | 4154 
28 441 224 2 4 10 3 22 4 5 4 5 | 444 | 150 
Avril — April 4 8 | 2388 4 4 7 4 49 3 2 3 6.1 2274 180 
41 2 161 4 0 a 2 30 2 4 2 7 941 104 
18 4 215 4 1 9 4 54 3 4 3 2| 490 | 135 
45 S.- 175 ‘3 0 4 5 18 0 4 0 | 264 ed 
Mai — May = & | 226 2 0 19 5 54 0 3 0 Soi 612 eee 
9 4 166 3 0 9 4 24 0 0 0 10 | 630 | 447 
16 0 } 1.233 4 0 8 Gh igo 4 Z 4 42 | 668 | 128 
23 0 Ne) 4 0 13 2 21 0 0 0 10 867 136 
80 Or), 242 2 4 24 3 48 3 2 3 41 861 | 138 
Juin — June 6 3 201 0 0 10 3 47 fl 2 1 8 905 118 
13 0 187 0 0 7 2 24 0 0 0 44 873 132 
20 41) 206 0 4 42 3 17 0 1 0 D 4224 134 
27 10 204 0 0 18 6 ihe) 2 2 +o, 3 | 1128 115 
Juillet — July 4 4 163 0 1 20 2 26 0 2 0 5 905 103 
41 2 187 0 0 41 0 42 0 2 0 3 995 121 
18 O20 :4476 zi 0 47 2 10 0 3 0 4 | 705 94 
25 8 168 0 0 13 8 16 1 0 1 2 710 109 
Aott — August 1 0 144 0 0 44 2 6 4 5 is 5 432 415 
8 4 140 0 0 44 0 13 0 2 0 8 388 96 
15) 0 126 1 0 9 5 415 2 0 2 8 206 82 
ai 5) 139 4 1 4 5 10 0 3 0 3 167 90 
29 ee Be} 0 0 5 0 4 4 3 i 3 86 98 
Septembre — September 5 0} 143 4 4 441 3 f) 0 2 0 1A ee 89 
12 0 126 0 0 8 3 12 0 ‘i 0 5 91 85 
vis) 0 119 0 0 5 6 45- 0 0 0 1 411 103 
26 0 132 0 0 6 2 14 0 1 0 1 37 81 
Octobre — October 3 | 114 0 4 7 id 13 0 2 0 0 4h 78 
10 0 104 0 0 6 9 11 0 1 0 2 24 oF) 
17 1 119 0 4 4 3 24 1 2 0 Dy 45 87 
24 0 122 0 0 3 2, 15 1 3 0 2 35 97 
31 1 132 0 0 6 2 17 2 2 0 6 22 95 
Novembre — November 7 0 | 105 0 4 4 3 14 0 2 0 4 44 84 
14 0 424 1 4 5 1 18 0 0 0 4 vas, 92 
rath 0 107 0 1 2 4 AU 2 3 0 2 ABS) 98 
28 6 135 0 1 4 4 25 0 0 2 5 37 73 
Décembre — December 5 Oe 40 0 ) 5 6 22 0 0 0 3 22 96 
12 0 134 2 B 1 5 30 1 2 0 6 28 67 
19 0 125 0 1 a 1 40 0 4 0 6 24 90 
26 0 86 3 0 3 2 Ad 0 1 1 6 2 64 
1926 Janvier — January 2 0 114 a 0 #e 1 33 0 2 2 12 3 38 
4919 1920 41921 1922 1923 1924 1925 4919 1920 41921 4922 4923 snes 
Charbon Anthrax A 8 9 6 3 A 24 Tétanos Tetanus — — 0 5 7 ie 
Lépre Leprosy O° AP 50 AGG AB 16 Typhus ex. Typhus 0 0 0 0 0 2 
Peste Plague 0 0 106 46 4 0 0 Variole Smallpox 0 0 8 0 0 
Déclaration obligatoire: — Compulsorily notifiable: 
a Dans ]’Australie du Sud seulement. — In South Australia only. 


b Dans l’Australie du Sud, I’Australie occidentale, le Queensland et l’Etat de Victoria. — In South Australia, West Australia, Qu 
and Victoria. 

e Dans l’Australie du Sud, l’Australie occidentale, le Queensland et la Tasmanie. — In South Australia, West Australia, Queensian¢ 
and Tasmania. 

d Dans l’Australie du Sud, l’Australie occidentale, le Queensland, la Tasmanie et l’Etat de Victoria. — In South Australia 
Australia, Queensland, Tasmania and Victoria. 

e Les données pour l’Australie du Sud ne sont pas comprises. — Data for South Australia are not included, 

* Total pour l’année du calendrier, —- Total for calendar year. 
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Tay 2 


AUSTRALIE — AUSTRALIA 
(Population: 5 873 503. E. 34 déc. 1924.) 


iources: Health, Journat or HeattH DepartTMENT, 1923. Mepicat Journat or AusTRALIA, 1922-1923; (pour 1921-1922 — for1921-1922). 
RApPporTs DU MINISTERE BRITANNIQUE DE SANTE POUR LES ANNEES 1921-1922. — Rapports pu DIRECTEUR GENERAL DU SERVICE DE 


: Maladie — Disease | 1924 | 1922 | 1923 1924 | 1925 | 1924 | 1922 | 1923 | 1924 | 1925 1924 | 1922 | 1923 | 1924 | 1925 
| 
: QUEENSLAND VICTORIA AUSTRALIE OCCIDENTALE 
: Cas Cases WESTERN AUSTRALIA 
(Population: 841 772. E. 31 déc. 1924) (Population: 1657095. E. 31 déc. 1924) (Population: 364 124. EB. 31 déc. 1924) 
_ Choléra asiatiq. Asiatic cholera 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 
 Peste Plague 103 13 0 0 0 0 0 0 0 0 0 0 0 0 0 
_ Ankylostomiase Ankylostomiasis 89 107 — — — 0 0 — _ — 4 — — — — 
_ Anthrax Anthrax 4 0 = 0 0 Q 4 Q 4 3 — 0 — 0 0 
Béribéri Beri-beri —- — — — — os — — — — 24 33 19 30 7 
Bilharzia Bilharzia A 4 — — — 0 0 — — a 0 4 — — — 
| Dengue Dengue an — ie Me eet 2 za a am os 27 16 3 0 0 
_ Diphtérie Diphtheria 2423 1275 1066 1103 1207 9458 5025 3142 3608 2407 1020 584 494 541 354 
_ Dysenterie Dysentery. 11 0 o 3 7 6 Q 7 20 28 24 10 6 15 9 
_ Encéphalite let. Encephalitis leth. —_— — 0 0 1 2 18 24 13 23 — — 1 0 1 
_ Erysipéle Erysipelas 100 124 102 143 133 — — — — — 56 44 38 52 99 
Fiéyre continue Continued fever 0 0 0 —_ — 0 0 — 2 4 — — — 
| Fiéyre puerp. Puerperal fever 30 28 20 pda | 39 52 64 40 45 26 13 4 8 18) 16 
| Piévre typhoide Enteric fever 468 400 516 501 280 532 294 410 288 161 394 Q44 261 231 223 
 Grippe Influenza 274 9 — — — ae sa = — — 19 1 3 — — 
 Lépre Leprosy — — — 0 13 0 — 4 1 3 
| Méningite Cerebro-spinal 
 _ ceéréb.-spin. meningitis 19 22 9 14 20 20 13 8 it 22 0 0 2 4 2 
| Paludisme Malaria 4 ily! 2 5 3 7 5 4 0 0 38 40) 24 28 26 
Poliomyélite Poliomyelitis 28 11 4 116 39 21 22 il 12 132 4 0 8 2 19 
| Searlatine Scarlet fever 381 245 341 393 356 2816 1889 1572 2142 1218 234 97 58 70 123 
| Tétanos Tetanus —- — — — 0 — 5 6 os z — —- 1 — —_ 
| Tuberculose Pulmonary 
_ pulmonaire tuberculosis 619 450 393 356 305 4474 1098 987 968 ja 1037 449 388 362 428 403 
| Variole Smallpox 0 0 0 0 0 8 0 0 0 0 0 0 0 0 
| Maladies yéné- Venereal dis- 
| riennes eases - — 1855 1458 1655 —_ 5414 5584 4371 5262 a 4445 W200 693 516 574 
| Chancremou Soft chancre lesa oat et} 35 11 3 — 175 143 110 65 — 36 27 35 14 8 
eauce een : Peake eve 1833 ee — 3704 3856 3331 4160 a: a8 591 a a ous 
| Syphilis prim. rim. syphilis Gee ues 27 —_ 1 ae ) ea AQ 9 
| Syphilis second. Second. syphilis |b 32 ye. 89 3h — } 1585 | 1585 { 1400 | 1037 Ee 96 5h 57 69 AT 
£. NOUVELLE GALLES DU SUD AUSTRALIE DU SUD TASMANIE 
me. Gas Cases NEw SoutH WALES SOUTHERN AUSTRALIA TASMANIA 
ht (Population: 2 172 227) (Population: 513 410) Population: 219 021) 
Choléra asiatiq. Asiatic cholera 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Peste Plague 2 33 1 0 0 0 0 0 0 0 0 0 0 0 0 
Anthrax Anthrax 6 5 — 0 0 0 0 1 0 0 0 0 0 0 0 
Bilharzia Bilharzia — —_ — — — — — — —_ —_ 1 0 0 0 ae 
Coqueluche Whooping-cough —_— — — — —_— 391 54 930 1783 174 — — — — — 
Diphtérie Diphtheria 6854 4094 3480 4364 3026 2763 1508 844 662 407 2203 1636 937 597 473 
Encéphalite Encephalitis 
léthargique lethargica — — 0 0 0 a = 0 0 0 1 —_ 1 0 1 
Erysipéle Erysipelas — — — — — 124 108 102 941 169 — —_ — — 0 
Fiéyre puerp. Puerperal fever — — — —- —_ 21 16 30 26 62 22 16 8 18 16 
Fiévre typh. Enteric fever 949 706 873 768 529 251 143 124 93 96 308 137 109 78 50 
Grip Influenza oo a — — —_— 414 36 NG TE 435 75 — — — == _ 
Méningite Cerebro-spinal 
cérébro-spin. meningitis 30 24 27 Q9 38 6 6 6 e 4 2 6 8 4 4 
| ‘Paludisme Malaria — — — — — 1 2 0 4 z 2 0 0 0 0 
oliomyélite Poliomyelitis 184 oa 104 108 50 — 47 47 0 13 2 3 0 8 1 
Rougeole Measles —— = — — — 4498 555 1037 164 | 14804 — ce oa = = 
| Scarlatine Scarlet fever 1060 1153 2623 3424 3024 1245 1421 1296 789 273 368 995 615 Sit 288 
| Tuberculose Pulmonary = 
- pulmonaire tuberculosis a1240 |a1045 |a1218 1a 1096 ja 1284 499 492 484 556 540 QhA 170 173 235 183 
| Varicelle Chickenpox — — — — — — 448 320 657 272 = ray 4 aE = 
| Variole Smallpox 0 0 0 0 — 0 0 0 0 0 0 0 0 0 0 
| Shamcre mou Soft chancre 288 155 100 76 _ — — = = > 24 36 3 = 2 
: | Sonorrhée Gonorrhea 6992 4850 5115 4628 ae a= — — — —_ 290 316 326 oe 400 
| Syphilis Syphilis 2055 1270 1240 968 — —- a — — — 105 124 | 47 57 | 44 
be es 
; Pa 
___ @ Données pour tuberculose toutes formes; 4 déclaration obligatoire dans une partie de VEtat seulement. — Data given for tuberculosis all forms; 
‘Mflable only in portion of the State. 
: | 6 Données pour l’année finissant le 30 juin — Data for year ending June 30th. 


SANTE. — Reports FROM THE BritisH Ministry or Hrautu ror YEARS 1921-1922. 


DEPARTMENT OF HEALTH. 


— Reports From Drrecror-GENERAL OF 


Se 


NOUVELLE-ZELANDE — NEW ZEALAND 
(Population: 1450000. E. 341 mars 1924.) 


—— 


Sources: REPORT ON THE VITAL STATISTICS OF THE Dominion oF New Zeatanp, 1919-1925. 


Rapport DU DIRECTEUR GENERAL DU SERVICE DE SANTE, 1919-1924. — Report oF THE DirEcTOR-GENERAL OF HEALTH, 1919-193 
RAPPORTS HEBDOMADAIRES DU SERVICE DE SANTEE, 1925. — WEEKLY REPORTS FROM THE DEPARTMENT OF HEALTH, 1925. i 
Grippe e 
Encéphalite Pisvee Fiévres pulmonaire,| Méningite | Pneumonie Tuberculos 
Bem nitic Diphtérie létharg. Erysipéle puerpérale typhoide |fulminante} cérébro- primaire |Poliomyélite| Scarlatine toutes | 
: le ae me perale | et para- letsepticém.| spinale aigué aigué formes 
ee Encephal heer tut vane &\wbere Acut Acut Scarlet 
ha ae ncephalitis ulminant & erebro- cute cute carle : 
Week ending: | piphtheria | lethargica | Erysipelas ee Enteric | septicemic spinal primary polio- fever Tuberculosi 
fever influenza meningitis | pneumonia| myelitis all ‘orm 
a b ‘ 
C. D. C. De C. D. C. D. (Oral eae ON C. D. Gel 108 C. D. C. D. Ga ioe Ci 
Total 1919 3499 149 90 29 73 7 79 52 | 477 34 — — 96 40 | 879 4014 141 4 41524 23 | 984 
pee 1920 2442 95 42 Mey SUy Eyl talpye 67 | 389 40 |c470 |c480 79 34 11933 | 528 76 2 {1248 1554308 
» 1924 2611 107 23 44 | 228 b | 178 48 | 454 24 | 295 105 56 23 |1029 4Q7 |) 267 9 11845 24 |1207 
» 1922 {989 78 36 AS Al dd ASH Qo A. {aye ) G7 216 Re 42 23 | 946 407 98 9 {1449 10 14129 
» 1923 1954 68 36 Ae eS 94 476 52 20. 23 |1144 223 36 14 | 788 339 Pe 2 14201 13 11002 
» 1924 Q717 82 30 1'37 i) 240 44 | 308 EW lf) SHA 19 | 4180 32 31 1376 ae O.0 as 22 11176 13 11072 
» 1925 ADard 48 24 221 179 Queso SIGUE) Sear) 19 70 22 31 44 569 159 11319 171 11028 6 {1220 
Janvier — 5 23 4 1 0 0 0 5 0 4 1 4 0 0 0 8 3 19 ys 16 0 9 
Japuary 9 22 36 0 1 0 2 0 5 0 6 1 1 0 0 0 12 3 30 4 32 0 Q4 
19 34 1 0 0 fl 0 2 4 9 0 1 0 2 0 9 4 60 4 20 0 22 
26 24 1 1 0 4 0 10 1 3 1 Q 0 4 1 2 4 58 9 9 0 27 
Février — 2 28 0 0 0 y 0 4 0 5 0 2 0 0 1 6 2 88 16 23 4 33 
Webruary 9 26 0 2 0 4 0 3 1 0 0 0 0 0) 0 5 3} 404 19 18 4 27 
6 31 1 0 0 3 0 7 0 11 0 if 0 0 0 4 34) 4388 6 15 0 18 | 
23 29 1 0 0 7 0 3 0 5 0 0 0 0 0 4 a 79 10 29 0 4h 
| Mars — 2 21 1 0 0 3 0 6 2 9 0 1 0 1 0 3 2 98 18 14 0 23 
March 9 33 0 | 0 4 0 8 0 8 0 1 1 0 0 3 Pam Ns Wl} 15 20 0 33 
16 34 1 0 0 3 0 5 0 9 0 1 0 1 0 4 3 70 14 20 0 20 
23 29 0 1 0 4 0 5 0 9 4 0 1 0 0 7 3 | 109 13 15 0 26 
30 3 0 0 0 3 0 th 1 4) 1 0 0 0 0 5 2 82 9 45 el 43 
Avril — 6 20 0 0 0 4 0 5 0 9 1 0 0 2 2 4 2 48 11 20 0 19 
April 13 23 9 0 0 2 0 7 0 6 1 0 0 4 0 4 0 39 4 24 0 12 
20 19 1 0 0 3 0 6 7 3 4 Q 0 0 0 3 2 28 4 13 0 18 
aE | 19 1 0 0 4 0 3 0 3 i) 0 0 0 0 4 0 19 2 10 0 18 
Mai — 4 25 1 Q 0 4 0 9 0 19 2 4 0 4 1 A 2 aa { 33 0 15 
May a 29 1 i 0 3 01 8 1 5 0 0 0 0 0 3 1 13 4 16 0 on 
18 18 0 0 1 2 0 4 0 a 0 1 1 0 0 4 2 13 4 28 0 21 
25 36 1 0 0 Q 0 6 { 6 0 0 0 4 0 12 3 13 3 23 0 25 
Juin — 1 41 2 1 0 10 0 5 0 2 0 1 0 0 0 14 2 14 0 31 0 416 
June 8 3 0 0 0 wy) (ON eaeere 2 6 0 a 0 4 0 9 2 7 0 16 0 12 
15 oe » 0 0 3 0 1 3 7 1) 0 0 1 0 2 1 6 0 24 0 20 
7p 43 0 0 0 4 0 5 0 3 1 2 i 0 1 43 { Hy 0 26 0 191 
29 43 3 0 0 6 0 11 0 14 2 3 1 1 0 14 2 1 0 we) 0 10 
Juillet — 6 oT 1 0 0 4 0 Q 1 1 1 1 0 0 0 16 3 6 0 22 0 4 oa 
July 3 43 3 0 0 6 0 11 0 3 0 1 1 0 0 10 6 Q 0 4 pd 2am 
20 46 2 0 0 2 0 7 1 3 0 1 0 1 ) 10 4 4 1 23 0 By! 
Qu 34 0 0) 0 2 0 fet 2 8 1 2 0 0 0 14 6 4 1 25 0 28 | 
Aout — 3 49 5 0 0 7 0 10 if 3 0 1 0 0 0 19 3 0 1 14 0 25 
August 10 50 1 1 0 2 0 5 0 3 1 3 2 0 0 16 3 4 1 12 0 QT) 
a7 34 1 1 0 7 0 6 0 7 0 2 1 1 4 14 2 4 1 18 0 27 
24 36 ?, 1 0 3 0 § 3 3 1 5 0 0 0 15 1 2 1 20 0 210 
34 29 4 0 0 5 4 5 2 8 0 3 1 0 0 20 5 0 0 15 0 238 
Sept. — y 40 1 1 0 2 0 5 0 10 0 4 0 2 0 23 4 0 0 18 0 pas). | 
Sept. eA 26 0 4 0 2 0 9 2 2 0 4 Q 2 1 22 3 1 0 22 0 21 
24 25 0 il 0 2 0 8 0 5 0 2 0 1 0 20 4 2) 0 16 0 25 
28 28 2: 0 0 7 0 a} 1 4 0 4 3 1 1 23 4 5 0 18 ‘| 42 
Oct. — 5 29 1 3 0 6 0 7 0 4 0 0 4 0 0 19 4 0 0 16 0 29 | 
Oct. 12 ray) 1 1 4 2 0 12 1 4 0 3 1 0 0 a7 8 eg 0 14 0 19oh 
19 18 0 0 0 5 0 tt 1 7 0 1 2 1 4 aed 6 1 0 21 1 27 | 
26 24 2 0 0 3 0 ) 1 9 0 3 4 1 4 19 6 il 0 18 0 36 | 
Nov. — 2 AT 0 0 0 2 0 10 0 4 0 4 4 0 0 14 4 0 0 43 0 23 | 
Nov. 9 29 0 0 0 3 0 4 0 1 0 4 0 3 0 20 3 4 0 16 0 Ah 
16 38 3 0 0 1 0 5 0 2 0 0 0 0 0 14 4 0 Q 15 0 3758 
23 ae 1 0 0 4 0 4 0 2 0 Q 0 0 0 5 2 0 0 20 0 25 
30 15 0 0) 0 4 0 7 0 0 0 2 0 0 0 42 1 0 0 14 0 ea 
Déc. — 7 19 0 0 0 a 1 u 0 5 1 0 0 0 0 14 i. 0 0 22 0 23 
Dec. 14 28 2 0 0 2 0 5 0 7 0 0 0 1 0 9 5 0 0 19 0 kao 
21 26 0 Bi: 0 2 0 5 0 6 1 it 4 1 0 8 4 1 0 24 0 20 
28 13 0 0 0 i ae Q 0 3 0 O48 0 0} 410 0 0 0] 47 of} 44 
Charbon Actinomycose Botulisme Eclampsie Leépre Mole hydabiforme Ophtalmie Tétanos Trachome 
des nouveau-nés : } 
Anthrax Actinomycosis Food-poisoning Eclampsia Leprosy Hydatids Ophthalmia Tetanus Trachoma Smé 
: neonatorum 
Cc.) -D. Cue Cae Ds CuEDe @ D. GueD, OF AB), Cee D) C. C. 
1919 4 1 —_- — —- — —- — — — Ly MG) Qh 70 — 10 7 
1920 4 1 4 9 a —_—- — a= — 45 6 48 0 ELS, Pe 10 
1924 2 — pee ies 4 0 —_- — — — 36) 115 $5 0 Pay = AMA 12 
1922 2 1 1 0 4 2 —_-_ — — — 36 8 26 0 ee 9 7 ! 
{923 0 0 me 1 : 13 0 58 2 — —_ 738) 2 oF 0 20 7 8 
1924 Ome 4 0 14 710 39 20 — - ayep | WA 31 0 Hay as) 20 
4925 OO ie i) 135 20 1S WP 2 0 85 5 36 1 20 aes 29 
a Déclaration obligatoire depuis Je 20 mai 1919. — Declared notifiable disease on May 20th, 1919. 
b Depuis le 1¢" juillet 1920, ces trois variétés de grippe seulement sont a déclaration obligatoire. — Only forms of influenza notifiable since July ist, 


c Pour les cas, total pour 6 mois (juillet-décembre); pour les décés, total pour l’année entiére. — Cases, total for six months; deaths, total tor the entir 


—tih) = 


EUROPE 


ALLEMAGNE — GERMANY 


(Population: 62 365 478. R. 16 juin 1925.) 


Cas de maladies a déclaration obligatoire notifiés en 1919-1925; par semaine en 1925. 
Cases of Notifiable Diseases reported in 1919-1925; by weeks in 1925. 


Source: REIcHS-GESUNDHEITSBLATT DES REICHSGESUNDHEITSAMTS, 1926, No. 4, BERLIN. 


aK et ae Bel ® s ! Be 
Semaine se terminant le: os Ba =3 PBS's | Sea, | BEges 
Week ending : Ebel ae og eepo | Sase | aegoq 
aq Beet ed vale 3 Ee cleo oo ae 
O< AA AA aA be ee 
Total 1919 18 a8 as Bt “he ne 
» 1920 85 ee 212. BS a Sab 
» 1921 80 63018 31624 8006 18808 696 
» 1922 429 37949 5036 6422 10993 1622 
» 1923 106 31942 8449 5592 43162 1149 
» 1924 118 37248 5789 6776 14224 742 
| » 1925 165 | 36296 4975 7003 412476 750 
Janvier-January 10 i) 952 27 164 184 441 
A, 4 1016 49 164 174 “NG 
24 4. 885 25 thay? 150 AS 
| 31 4 953 27 156 133 14 
Février-February 7 2 980 58 197 225 41 
14 2 948 43 209 143 42 
| oA 4 876 59 209 140 22 
28 1 833 46 AGS 146 19 
Mars-March 7 0 949 47 190 133 18 
. 14 5 797 39 143 146 20 
24 3 748 43 156 164 19 
| 28 8 736 16) 146 154 27 
Avril-April 4, 3 695 43 139 143 16 
441 it 682 on 139 142 16 
18 6 688 42 154 104 22 
25 3 672 fl 142 4S) 19 
Mai-May 2 4 631 49 429 VS) ad 
ih ) 4. 666 59 141 140 23 
16 5 612 38 108 Wad, 9 
a3 7 638 54 405 136 16 
: 30 1 G2, 60 420 4 Ler 24 
| Juin-June 6 38 555 4] 407 163 42 
13 oy 560 84 110 179 18 
20 2 573 178 423 230 20 
| 27) 1 569 425 (LDS: 234 ak 
Juillet-July h 2 577 114 125 293 14 
44 fl 578 14 108 376 10 
| 18 4 620 A 32, 4411 568 42 
ANS 4 554 AV De 418 378 2A 
Aoutt-August 4 1 Bie 240 92 348 10 
8 8 5290 278 108 404 13 
| 45 4 538 eS Aly 504 8 
22 8 620 311 420 ae) Ae) 
; 29 2 639 382 A32 474 10 
j Sept.-Sept. 5 8 630 330 428 520 10 
| 2 9 628 206 se) 506 12 
19 2 643 144 114 525 11 
Nees 7 Taye 424 126 410 41 
Oct.-Oct. 3 2 683 81 113 365 10 
10 2 647 60 147 367 6 
47 2 687 57 126 304 11 
24 4. 672 63 {45 244 9 
34 5 780 56 Ao Dery 16 
Nov.-Nov. 7 3 793 42 138 228 14 
14 2 718 36 A 152 10 
at 3 703 38 454 161 10 
28 2 720 34 136 144 10 
Déc.-Dec. 5 5 730 26 118 ND 10 
42 2 664 37 134 96 i, 
19 0 601 a) 134 91 12 
| 26 0 497 33 104 79 WW 
. | 1926 Janv.-Jan. 2 2 630 19 129 85 14 
|| 
____ Autres maladies déclarées: — Other diseases reported: 
Fiévre récurrente Morve Trichinose 
aes Relapsing fever Glanders Trichinosis 
HPAL cry eee BRT eon — — — 
a 2 Lea Wetgt e eum si thal. =) he Le 1 16 
RD Ne i TE eae Sr 31 2 140 
DOS ees er bs 4 se vas) 
GIs ween eee we RO cor! 6 ice 3 2 13 
GD ian Smee sist ’sn, e yy 1 9 


4 
ie 
\ 


Pas. 


* Données pour huit Etats seulement. — 


Data for eight States only. 


Se 5 
a Nets : 22 ae 5 
an5¢ os % wo es <a>) 
gse2| 365 | 2 ae 23 
fo) O° ase ou) fae =| 
a a a4 NN AA Pn 
a — = 5042 
= a —— 2042 
== 43 482814 1887 688 
= ‘SW 82448 1522 215 
*204 64 27234 1192 | 
498 45 32798 1784 16 
386 20 ae WOT) dh 
3 0 885 26 0 
8 0 850 el 0 
2 2 842 44 0 
4 0 703 38 0 
5 0 852 57 0 
8 0 770 24 0 
5 0 Tod 45 i 
10 0 797 30 0 
6 i) 746 39 0 
2 0 730 3h) 0 
9 0 657 36 0 
4 0 672 34 0) 
44 0 | 634 49 0 
10 0 584 24 0 
2 ) 633 43 2 
5 0 684 50 0 
8 0 096 We 0 
8 0 654 86 0 
5 0 626 92 i) 
4 0 O74 29 4 
A 0 676 io 6 
1 1 550 4A 3 
SD 1 638 62 1 
8 0 624 68 0 
4 2 614 72 1 
4 0) 7418 56 Q 
7 0 688 50 A 
5 0 695 64 1 
4, ray 612 93 2 
8 1 685 61 1 
4 1 663 29 1 
I 0 607 37 0 
19 0 782 ol 0 
o) () 778 43 0 
16 0 806 47 0 
3 4 phere) 36 0 
18 0 930 509 0 
8 0 1127 39 0 
19 0 934 33 0 
8 4 904 33 0 
16 2 903 48 0 
8 0 d37 39 0 
di 4 1061 56 0 
10 0 917 441 0 
8 0 960 90 0 
13 3 893 420 0 
4, 0 955 79 0 
12 0) 897 116 0 
4 (0) 903 71 0) 
5 4 885 54 0 
. 0 728 45 0 
6 0 850 25 0 
Typhus exanthém. 
Typhus 
3549 
483 
533 
386 
27 
8 
3 


Source: 


Cas de maladies 4 déclaration obligatoire déclarés en 1919-1925; par semaines en 1925. 


notifiable from March ist, 1919; p 


ANGLETERRE ET PAYS:»DE GALLES 


(Population: 38 890 000. E. 30 juin 1925.) 


Cases of Notifiable Diseases reported in 1919-1925; by Weeks in 1925. 


puis le 1°* mars 1919; la pneumonie comprend la pneumonie primaire aigué et la pneumonie grippale. — - Compul 
neumonia includes acute primary and acute influenzal pneumonia. 


REGISTRAR-GENERAL’S WEEKLY RETURNS OF BirtHs, DEATHS AND CASES OF INFECTIOUS DISEASES. 


ENGLAND AND WALES 


SA Riss edie Ome eae 3a ,8| 84 @. 20) 9) 2)\ ieee 2 8 
a 8 pen My Fat eraretice) |W mcoied ce Sl ogo Daas a ea Oe aT mm om a= 2 
Semaine se terminantle:| = = s 6 | 43 aa | bs ae ae BEV ae a" =5 asl] ¢ g Ft 2a co - Eas < 
Week ending: = 2 & |e 8" | ES se les G4 | 2058 | Ge ae $F | agag 2s 3 5 > 
: "A |B la @ | be lbs" | gee |os5 | ea | 3 2 | Seeetmee 
Total 1919. 53918 1657 541 2016 8447 848 8648 45260 62 553 82398 
pa 1920%. 69484 1253 890 2898 3109 583 10304 38859 36 293 1419490 
ee ODT 66506 2238 1470 2211 3835 4414 8313 33830 54 488 437073 
Sera OZ a \ SE a3 789 454 2134 2414 344 7107 52513 31 355 1108242 
» 1923. 40009 484 1025 2194 3211 304 6592 44624 57 587 85603 
» 1924. 41980 388 5039 2183 44124 397 6267 60794 83 777 +| 84654 
Dated 925m 47723 345 2637 2396 TIL9 "402 5748 55960 51 371 91357 
Janvier — January 10 | 1035 3 45 49 54 12 99 4299 4 5 1748 
17 1078 13 30 48 26 8 79 1263 4) 6 4925 
24} 1109 7 66 53 31 6 133 4362 3 9 1896 
34 1080 9 47 54 56 15) 99 1497 0 6 1757 
Février — February 7 1094 4 63 52 24 42 427 1796 41 4 1758 
14 1032 9 45 85 42 8 120 1743 0 6 1659 
24 1018 13 55 33 46 ad 124 4479 4 6 1694 
28 SBR 3 58 53 ays 7 406 1315 4 Seek er SP 
Mars — March 7 933 7 64 39 4A 6 420 41445 0 2 1604 
14 878 44 55 38 40 8 441 1400 1 ed 1493 
24 883 15 62 55 34 42 437 4527 0 5 1705 
28 976 4, 80 54 29 3} 109 1421 0 8 1703 
Avril — April 4 854 10 55 © 54 42 7 112 1454 0 6 1726 
41 768 19 46 54 35 10 99 1325 ‘ 4 0 1575 
18 828 3 54 74 34 Mt 130 1345 4 2 1548 
pie 775 44 54 641 28 10 447 4136 2 4 1524 
Mai — May 2 763 3) 55 45 39 10 411 977 0 -3 1562 
9 846 4 841 45 57 13 103 1026 0 6 1678 
16 810 A 69 58 55 8 106 965 2 3 1701 
23 748 2 89 43 fa) 41 114 1062 0 4 1626 
30 692 2 73 52 SA 14 118 41012 0 4 1571 
Juin — June 6 675 5 64 36 50 6 107 701 (h 5 1294 
aS 763 4 59 4&4 48 6 4214 836 0 3 1400 
20 823 3 641 42 58 8 104 825 1 3 1307 
27 792 6 49 29 56 5 417 643 4 0 1344 
Juillet — July 4 843 4 54 38 AA 5 118 694 0 3 1562 
44 891 & tat) 60 45 42 130 779 0 8 1636 
18 929 5 53 38 65 5 129 709 0 4 1686 
25 857 5 54 4A. 59 3 107 607 2 6 1572 
Aott — August 4 838 6 45 36 72 7 100 573 3 5 1386 
8 690 3 41 ay, 80 3 414 418 0 ) 1260 
alts} 784 Tet 36 53 94 9 118 440 il 10 1398 
22 706 8 45 38 87 5 413 4G 4) 16 43341 
29 778 8 32 40 83 us ‘eh 450 2 43 1370 
Sept. — September 5 743 6 44 43 87 8 104 418 3 13 1382 
AND, 824 6 44 38 102 4 114 449 2 19 1514 
49 942 42 44 30 90 2 94 579 4 43 1896 
26 910 5 46 82 75 7) 102 768 1 16 1964 
Octobre — October 3 993 9 LA 59 59 5 102 739 1 15 2213 
10 441417 7 BD 56 68 6 4120 890 3 43 2305 
47 1138 5 aya! 35 Ou a 87 756 3 10 2375 
24 Doe 8 42 43 65 5 415 967 3 HEP? 2605 
31 1170 1 58 4S. 89 7 110 4100 1 43 2577 
Nov. — November 7 1105 8 38 50 64 11 aly) 40417 0 9 2544 
14 1044 2 42 oe 63 4 92 889 4 6 2257 
24 1029 8 29 53 44 8 99 1193 0 41 2467 
28 40738 2 42 50 55 gy 91 1537 ws 5} 2253 
Déc. — December 5 994 6 5 54 52 5 109 1778 0 4 1959 
42- 976 9 4A 61 38 10 44141 1928 4 10 1964 
19 974 3 44 50 1-37 oy 44 1842 2 8 1836 
26 854 7 33 33 23 6 88 1353 0 7 1568 
4926 Janv. — Jan. 2 1070 8 33 56 45 4 94 1820 0 2 1989 
EEE OOO 
Autres maladies déclarées: — Other diseases notified: : 
Fiévre continue Fiévre des tranchées* Fiévre récurrente Typhus exanthémat. 
Continued fever Trench fever Relapsing fever Typhus 
191 OR rt ie) otitis ee oO ces te 39 99 4 3 
FPA EE WAST ST oS bai or oan ae 35 39 % 2 * 
LOVE ROM uct aA Ne et et van de ie 45 15 1 54 } 
ME a de SAPS oes le 8 ae look ae ge 18 6 0 43 ‘ 
LOQ3 Same BV eter sk aes ihe nae & 25 3 8 4 
LORE See Are itis Sema es. Pareets 37 3 0 8 
LO 2 DL Ae eee Reh Seaceeteet. eu ets 23 4 1 0 . 
* A déclaration obligatoire de 


ee ‘ * eas ;. iat ie: : haf rere. ee ee Se ~ os - “a ts ae - : ds ie 7 
— 119 — 
: ALBANIE — ALBANIA 
(Population: 817 460. R. 1923.) 
, ce: RApPoRT pu D&PARTEMENT DE SANTE. — REPORT FROM HeAuttH DEPARTMENT. 
1925 
Maladie — Disease 
Janv. | Févr.| Mars | Avril | Mai | Juin | Juill. | Aotit | Sept. | Oct. Nov. | Déc. 
Total || Jan. | Feb. |March| April | May | June | July | Aug. | Sept. Oct. | Nov. | Dee. 
‘Diphtérie Diphtheria 


Fiévres typhoide Enteric 
et paratyphoide fever 
- Measles 


ocooorFNoo 
oFonNnorocSo 
=) 
ooorForRCSO 
oCOoOOorFCoOSCS 
Sess eis sie, 


Searlet fever 


yovayoun 
= 
FNwNORN OF tH 
FPrococoo 
coo arf Oo © 
OES O1.O2979 (0: 
= 
Seen SiS (oie 
= 
SOS C2. OS ah 
coorococo 


ANGLETERRE ET PAYS DE GALLES. — ENGLAND AND WALES. 


(Population: 38 890 000 E. 30 juin 1925.) 


» 


ce: THE REGISTRAR-GENERAL’S STATISTICAL REVIEW OF ENGLAND AND WALES. 


41920 1924 1922 
Maladie — _ Disease — 
ars, C.1 D2 C2 D.2 C.1 D.2 C.1 D.2 C.1 D.2 C.1 
Coqueluche Whooping-cough a 4404 a 4576 a 6370 a 4162 a 3983 a 
- Diphtérie Diphtheria 69481 5648 66506 A772 | 52153 4075 40009 2722 41980 2504 47723 
Dysentery 1253 254 12 2:3) 261 789 216 484 {49 388 130 345 
_ Encéphalite létharg. _ Encephalitis letharg. 890: 480 1470 729 454 339 1025 534 5039 1407 2637 
4 ipé Erysipelas 16051 838 43231 729 13174 703 412335 622 12879 676 15009 
Fiéyre des tranchées Trench fever 39 12 15 7 6 0 3 0 3 0 4 
riévre méditerran. Mediterranean fever a 1 a 2 a 4 a 4 a 2 a 
Fiéyres récurrente Relapsing and 
\ et continue continued fevers 42 13 46 12 18 8 28 5 37 0 24 
vres typhoide } : 
et paratyphoide Enteric fever 3109, 537 3835 613 Qh4i4 Jeti a Rate ant 450 4124 496 Q779 
ppe Influenza a} 10665 he 8995 a | 24498 a 8461 a | 18986 a 
-Méningite cérébro- Cerebro-spinal fever 583 — Ail — 344 — 304 — 397 _— 402 
 gpinale épidémique Meningococcal men. — 533 — 416 — 360 _— 284 — 301 — 
Ophtalmie des Ophthalmia 
‘yd nouveaux-nés neonatorum 10304 46 8313 40 7107 25 6592 16 6267 19 5748 
Paludisme Malaria : 32d 250 10d 143 6d 423 3d 81 4d 97 3d 
eeeste Plague 3 3 0 0 0 0 0 0 0 0 0 
|. Pneumonie Pneumonia 38859b| 37149 33830b| 38564c] 525136) 51235 44624b| 36995c| 607946] 38970c} 55960b 
| Polioencéphalite Polioencephalitis 3 134 40 31 OF 57 40 83 35 51 
|  Poliomyélite Poliomyelitis 293 % 488 129 355 109 587 79 7717 422 371 
Rougeole Measles a 7190 a 2241 a 5694 a 5316 a 4834 a 
 Scarlatine Scarlet fever 119490 1430 | 137073 1305 | 108242 1382 | 85603 993 84654 888 91357 
_ Septicémie puerpérale Puerperal sepsis 2898 1730 2244 4171 2134 1079 2194 985 2183 1018 2396 
-Tuberculose : Tuberculosis : 
Des voies respirat. _ Of respir. system 61655 82791 59299 33500 55798 33919 57007 82097 | 57737 32690 | 58545 
Autres formes Other forms 15854 9754 15653 9173 16178 8858 18494 8694 18714 8413 19230 
'yphus exanthémat. Typhus 2 0 3 0 43 4 1 4 8 5 0 
ariole ; Smallpox 263 30 315 5 973 Q7 2485 i/ 3765 13 5363 
a La déclaration des cas n’est pas obligatoire. — Notification of cases is not obligatory. 
b Pneumonie primaire aigué et pneumonie grippale. — Acute primary, and acute influenzal pneumonia. ; “eS 
¢ Sont inclus les décés de grippe avec complications pulmonaires. — Including deaths from influenza with pneumonic complications. 
d Cas contractés en Angleterre et dans le Pays de Galles. — Gases contracted in England and Wales. 
1 Militaires exclus. — Excluding non-civilians. 
2 Militaires inclus. — Including non-civilians. 


* Données provisoires. — Provisional figures. 


> er 4 + a 2 
Vd wea : 
gt by. . x 
ay: SSE ee 
BK et a Bi ae 
* CH Safa ere . 


sl Aye 


AUTRICHE — AUSTRIA 
(Population: 6 614 000. E. 4 juil. 1925.) 
Source: MITTEILUNGEN DES VOLKSGESUNDHEITSAMTS WIEN. 


a a eT a a a 


; : ‘ f _ Méningite Tras | Van 
Semaine Diphtérie Dysenterie Fiévre Fiévre Fiévre cérébro-spinale| Scarlatine |chome] celle 
se terminant le: puerpérale paratyphoide typhoide Gerebro-spinal Tra- | Chi- 
Week ending : Diphtheria Dysentery Puerperal | Paratyphoid Typhoid meningitis Scarlet choma| cken- 
fever fever fever 
ben I. ee ee 
Total 1919 5578 524 69035) 1919 430 261 3944 536 46 37 
» 1920 5288 508 | 4242 837 538 345 27641 Bio 34 20 
» 1921 3921 DIOM Ia oS 778 557 329 4288 404 21 17 
| » 1922 2807 216 | 1196 220 412 226 2303 240, 38 33 
» 1.923 2806 261 Aeghil 120 400, 220 2043 154 38 paps 
» 4924 3294 sia. 535 43 288 Yi 2093 127 oe) 14 
» 1925 3709 shay 346 19 313 108 341 Ai? ae 154 38 43 
Jany.—Jan. 10 145 3 6 0 8 4 0 0 42, 3 2 1 180 4 
APG) 89 3 3 0 10 2 0 0 24 0 0 0 129 0 
24 109 4 2 0 8 2 3 0 18 0 0 0 120 4 
yA! 85 6 3 0 9 2, 0 1 32 Di; 0 0 12.2 1 
Févr.—F eb. a 96 6 8 0 7 5 2 1 16 4 0 4 116 0 
14 90 3 4 0 6 4 2 0 28 2 1 ) 120 1 
21 97 0 9 0 6 2 0 0 29 0 7 1 106 2: 
28 80 0 1 0 6 3 Ws 0 ag A 1 1 100 0 
Mars—March $) 91 5 Me 1 5 fl 5 0 23 1 0 0 126 1 
14 #19) 2 6 0 7 5 1 0 16 2 2 0 122 0 
21 741 1 3 0 9 ) 1 0 2D} 2 1 0 126 0 
28 92 4h 15 1 aa 3 5 D 20 0 1 0 134 0 
Avril—April 4, ay 2 2 0 7 1 477 0 ) 2 4 0 144 1 
14 95 1 0 0 2 0) 6 0 22 3) 2 1 133 2 
18 62 2 1 i 3 0 0 0 Sy 1 0 0 153 0 
25 68 2 4 0 6 4, 1 0 2 D a 0 134 0 
Mai—May Y 68 4 5 0 ii D, 4 0 18 2 0 0 Aes 0 
; 3 67 2 3 0 8 6 2 0 a} 2 0 0 181 1 
16 48 () 1 0 8 2 1 0 23 vy 0 0 P52 2 
3B} HO. 1 3 0 1 4 3 0 30 1 1 0 150 0 
30 56 4 3 0 4 1 5 0 30 0 0 0 137 1 
Juin—June 6 75 2 4 0) 8 3 J) 0 36 2 0 0 120 0 
13 58 3 3 4 ” 4 10 0 53 4, 0 0 97 1 
20 54 MY 1 0 8 2 14 0 45 1 3 1 “le Gi f) 
27 62 0 3 0 5 2, 3 0 52 3 1 0 104 0 
Juillet—July 4 43 3 2 0 5 3 2 0 39 4 0 0 4S 0 
{Te 50 3 4NKS) 3 6 3 8 0 i) 6 4 0 102 0 
18 ‘aye 0 3 0 4 tl a) 0) 49 5 1 0 98 1 
yi) 58 2 14 7 5 0 5 0 45 5 0 0 74 0 
Aout—August 1 41 0 5 0 6 y 141 0 46 5 0 0 74 0 
8 40 fl 8 0 3 0 14 0 08 2 0 0 72 1 
TA) 45 1 6 1 5 6 11 0 60 4 0 0 64 #4 
22, 63 0 hed) 0 5 fi ih! 0 81 3 1 1 741 1 
29 66 5 29 3 12 D 25 0 88 5 2 0 AD 1 
Sept.—Sept. 5 73 1 18 2 5 1 10 1 77 6 0 1 52 1 
12 67 2 11 3 7 2 18 0 87 5 0 0 49 0 
119 59 4 bal 0 4, ‘ 415 0 84 9 0 0 89 0 
26 74 4 10 0 6 3 10 0 85 5) 0 0 105 o 
Oct.—Oct. 3 84 4 1 0 6 1 49) 0 68 1 1 0 88 0 
10 by 0 5 0 4 1 1 0 4 1 0 0 132 0 
7 78 $) 5 0 7 3 8 | 0 53 5 1 0 112 1 
24 65 1 3 0 4) 0 17 0 5/5) 3 1 0 103 1 
31 92 2 2 0 ah 1 5 0 123 5 0 0 128 0 
Nov.—Nov. 7 78 8 8 0 6 2 I 1 42 4 1 0 95 1 
14 80 4 16 i 5 1 5 0 Op} 6 3 0 98 1 
el 73 2 9 0 6 1 7 0 36 3 0 0 123 2 
28 69 4 2 0 1 0 1 0 38 2 1 0 99 0 
Déc.—Deec. iy 7 3 9 0 9 3 )} 0 a0 3 1 1 104 0 
12 68 4 33 0 8 2 9 4 7a} 2 1 1 110 ys 
4.9 56 2h 4 0 7 0 10 2 34 5 0 0 104 1 
26 ay) ate: 3 0 2 3 5 2, 29 3 2 1 we) 0 
1926 “Janv.— Jam 2 61 4 5 0 11 3 0 1 17 1 oy A 110 1 
ener eer errr SS ES SST WSS SS 
Autres maladies déclarées: -—- Other diseases reported: 
Année Charbon  Fiévre récurrente Lépre Paludisme Poliomydlite aigué Rage humaine Tétanos Typhus. exanthém. Var 
Year Anthrax Relapsing fever Leprosy Malaria Acute Poliomyelitis Rabies Tetanus Typhus Smal 
Ca D. CS Cc. 10 C. Dp; C. D C. D. CG: D Cc D. Cc 
1919 1 0 104 0 0 5754 40 1 0 7 4 — — 996 144 441 
1920 0 0 0 0 0 — 0 26 0 4 3 — — 86 10 253 
1924 8 3 1 0 0 123 0 13 0 14 1 — — 81 10 18 
{922 8 1 1 2 1 —_ 9 10 0 23 8 — — 23 4 4 
1923 7 2 0 1 0 — 0 14 0 ls 2 — — 3 0 17 
POR ome e ic te 7 2 0 0 0 | 0 19 4 5) 3 6 4 0 0 0 
1 2D ere ie 14 3 0 0 0 9 0 15 4 2 2 5 1 0 0 0 
Décés constatés par le Département de statistique médicale: — Deaths reported by the Medical Statistical Bureau: 
Année Diphtérie Dysenterie Fiévre puerpérale Fiévre typhoide Scarlatine 
Year Diphtheria Dysentery Puerperal Fever Enteric Fever Scarlet Fever 
LOA O ite: Sere, St 694 1819 299 617 
1920 air fare ea es 720 1170 435 382 316 
(pd Pre te paar 470 4149 434 506 166 
L922 Sete ko delat os 364 267 335 318 85 
TAPES VORSRC Fh Sees 365 152 223 250 97 
1D UNAS elena gh rns 284 96 251 244 61 
Note, — Les cas de trachome signalés dans ce rapport sont pour la plus grande partie des cas anciens qui n’ont été découverts qu’a la suite de recherches 
matiques qui furent entreprises, dans le Burgenland en particulier. —- Cases of trachoma shown in this report do not refer exclusively to fresh cases but are mos 


old cases which were not discovered until a systematic investigation was undertaken, especially in Burgenland. 


BELGIQUE — BELGIUM 


(Population: 7 684 474. E, 31 décembre 1924.) 


Cas de maladies déclarés en 1919-1925; par décades en 1925. 
Cases of Communicable Diseases reported in 1919-1925; by ten-day periods in 1925. 
aarce - BuLLetTin dU MINISTERE DE L°INTERIEUR ET DE L’HyGIENE DU ROYAUME DE BELGIQUE. 


a a a a a ES ES SES STS S SS TES SEES AE BEAMS PR EERE wos a ck gt EE CE 


Décade , : * » Méningite a 
U Encéphalite Fieévre Fiévre cérébro- Septicémie en 
se terminant le: Diphtérie | Dysenterie létharg, |paratyphoide| typhoide spinale Scarlatine | puerpérale Varicelle Variole” 
Ten-day period | Diphtheria | Dysentery | Encephalitis oer phot Typhoid Cerebro- | Scarlet fever| Puerperal | Chickenpox Pr aatocd 
ending: lethargica ever fever spinal | septicaemia 
meningitis 
BR ac TT 
otal 4.919 8080 132 — 1713 63 2259 37 — 42 
» 4920 6409 146 — 1475 38 1985 65 — 91 
» 1921 3914 493 243 1429 3D 1588 49 — 21 
» 1922 BIS) 34 26 1090 50 1496 47 — De 
» 1923 2309 93 27 427 LVI, 56 2008 49 4 al 
» 1924 1645 eA | 22 105 802 34 A252, 42 56 31 
» 1925 1389 29 54 122 891 62 762 18 (5% 12 
(Janvier — 10 47 0 5 0 11 2 16 1 0 0 
January 20 35 2 6 2 8 1 18 1 0 4 
| 31 66 0 5 2 10 2, 36 0 0 0 
| Février — 10 36 0 5 2 15 vs, 44 0 0 3 
February 20 58 0 6 2 9 1 23 Uy) 1 1 
28 39 0 4 7 !) 0 ae 0 0 0 
|Mars — 10 aye 1 4 1 16 1 PAs) 4 0 0 
_ March 20 42 0 2 0 24 3 Bo 3 0 0 
| 31 48 0 a 2 16 3 28 0 0 0 
| Avril’ — 10 4A 0 0 2 18 3 22 2 A 1 
April 20 26 0 1 0 8 0 24. ) 0 0 
| <9 30 23 4 0 2 7 7 ae 0 0 0) 
/Mai — May 10 48 1 0 7 15 3 26 0 0 0 
| 20 43 0 0 7 16 3 29 2 0 0 
| 31 34 0 4 0 15 3 28 2 0 1 
Juin — June 10 30 2 1 7 23 1 18 0 0 0 
20 a2 0 0 3 27 0 8 0 0 1 
30 31 4 6 2 34 3 15 4 0 2 
Juillet — July 10 4S 0 0 2, 54 2 13 0 0 0 
20 48 0 2 7 53 3 9 0 0 0 
| 31 53 1 1 a 33 4 45 0 épid. 0 
Aoit — 10 33 1 0 3 28 4 20 0 0 0 | 
August 20 31 h 1 h 26 0 27 1 0 2 
| 31 32 7 0 3 46 0 oA 0 0 0 
Septembre — 10 32 2 0 0 66 3 23 0 0 0 
September 20 31 : 4 hy 34 0 14 0 0 0 
| 30 2) 4 0 6 36 1 14 0 0 0 
Octobre — 10 Be 2; 0 17 35 3 20 0 0 0 
| October 20 18 0 0 9 29 1 19 0 0 0) 
31 49 0 0 3 4A 5 27) i 0 0 
Novembre — 10 39 0 0 2 24 () 24 0 0 0 
| November 20 39 0 2 4 25 2 23 0 9 0 
30 42 0 0 4 19 2 AG 4 0 0 
Décembre 10 57 0 0 3 25 0 as 0 épid. 0 
December 20 cee 0 1 4 27 0 29 0 0 0 
E 34 39 0 0 0 9 0 37 0 1 0 
Autres maladies déclarées: —— Other diseases reported: 
1919 1920 1924 1922 1923 1924 1925 
Rage humaine. Rabies. 4 1 1 0 di 0 0 


t Typhus exanth. Typhus. 23 9 Lt id 0 0 0 
i * En outre, épidémie sans indication du nombre des cas. — Hpidemic, exact number of cases unknown. 
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BULGARIE 
(Population: 5 057 800 


BULGARIA 
E. 30 Juin 1925.) 


Source: BULLETIN SUR L’ETAT DES MALADIES INFECTIEUSES DANS LE ROYAUME DE BULGARIE. 


1925 
Maladie — Disease Total|Total |Total|Total |Total||Janv.) Fév. ) Mars;Avril) Mai | Juin; Juil. ;Aott | Sept.| Oct. | Nov 
_} 1924 | 1922] 1923] 1924} 1925]| Jan. | Feb. | Mar. |April | May | June] July | Aug. | Sept.| Oct. | Nov 
Coqueluche Whooping-cough | 4979 2277| 3636] 7765] 7747)) 291 | 350 | 903 | 695 | 748 | 926 | 816 | 964 | 496 | 598 | S25 
; ' -| 340] 19 23 2 2 3 3 2 
a aie B.| 4054) faa] t0pe] eu) aeea ee aR eT ee ee 
Phas 228] 18 1 
Dysenterle Dysentery | 569] 740] 489} 389 251] 2] 2) 9] 4 1 8) 62.) 81] 524,45 | > 44 
Encéphalite léthar. Encephalitis tethar. <¢.) 198], 422) 406) 7) ogee 8 ee eee 
D . 
: sf Lp Sp eee he a a ee 
Erysipéle Erysipelas C. 1 967 23a] 301 7a] avi] 13) 42 | | as} 5] 10/ 7) 7| 47) 25) 33 
Pl hal aah Wi ea 2 1 
Fievre typhoide Enteric fever C. | 1915] 2867] 2799] 7127] 3444|] 641 | 241 | 142 | 82] 72] 78] 82] 204 | 526 | 485 | 452 
Méningite cérébro-spinale Cerebro-spinal meningitis C. ete = a ae aS a Pa “4 .F i$ z if ie ¥ ey he 
D.| 99 3 6 9 6H 0 0 { 1 2 1 0 0 0 0 0 
Orentons Mumps © | 7434 1034] 739| 295) 76e!/ 70 | 127) 128) 74] 46] 19} 7| 61 40) 46) 128 
by 5 f 3 : d 
Rougeole Measles C- J25710] 870010264] 7393]31307 1698 3475 5786 |ot19 |uo74 l2e23 | 774 | 193 | 268 | 605 |2648 
: ; -|\"tg96| 434| 504} 293] 854i] 93 | 821 152 | 237 | 132] 54] 341 43] ” 
2... ynias Be tase] Tera) 888) Taba) aaah | P46 | "3k | Ma | 28 G8 | TG | 968 | | 88 
, -| 4453] 1244] 2935] 1360] 46 ; 
Typhus exanthém, Typhus C-| s74| 488] 413] 197] 217i] 42 4) 20) 10) 18) 64) 27) 12] 45) 44) “3 
a |) 99) -@Bhii nbd lar ORT) SASH onoD { { 2 |) 8 |i 
Waricelle Chickenpox & | 902] 442} 353] 485) 615 s7 | 48] 146 | 50] 41) 17] 26) 4) 9] 5] 82 
-| ° 96 { 1 A peskae 1g 0 
Variole Smallpox Cc.) 20] 24] eof 5] oll 0) 0] 01s OF 01-01) Ogata eee 
5 3} alo} olf. o'} (0-04 04° 07, 0 190) heres enngn 
(CREO SREP AL 56> 0 SEER: BAR ber TREES: SE — 
: Note. Les données mensuelles sont provisoires; les totaux annuels sont corrigés. —- The weekly figures are provisional; the totals for the year are correct 
igures. ; : 


DANEMARK — DENMARK 
(Population: 3403 300. E. 4° juillet 1925.) 


Sources: SKEMATISK SYGELISTE ror KonGEeRIGET DANMARK 1925. MEDICINAL BERETNING FOR DEN DANSKE STAT 1921-1924. 


1925 
F . Total | Total | Total | Total 
Maladie yDiseer 49214 | 1922 | 1923 | 1924 Mars | Avril | Mai | Juin} Juil. | Aott |Sept. | Oct. | Nov. | 1 
Mar. | April | May | June] July | Aug. | Sept.} Oct. | Nov. | D 
Cas Cases 
Angine Tonsillitis 59702 | 46927 | 44396 | 48767 4112] 4093|) 3569] 3279] 3939] 4460) 5326 
Bronchite aigué Acute bronchitis 56955 | 71822 | 78288 | 70664 9054] 9065) 6519] 4947] 3659) 24438] 3777 
Broncho- Broncho- 
pneumonie pneumonia 19488 | 238559 | 23788 | 21579 2548) 2837) 2259] 1599) 1296/ 827) 4073 
Charbon Anthrax 0 0 4 0 0 0 0 0 0 
Choléra nostras Cholera nostras 
et entérite and enteritis 25571 | 22202 | 20183 | 243614 1348] 1385] 1540} 2422; 5938] 9027) 4353 
Coqueluche Whooping-cough 5037 | 22060 | 26446 8443 2208] 1998] 1709] 1881] 1788] 1342] 1339 
Diphtérie Diphtheria 13945 7929 5692 5241 493) 872) 7335] 284) 3257 |= aoe 
Delirium tremens Delirium tremens 5a 43 63 61 5 4 ‘) 4 4 8 6 
Dysenterie Dysentery z 3 2 4 0 0 0 0 0 2 0 
Encéphalite Encephalitis 
léthargique lethargica 138 42 87 107 23 18 8 4 10 10 44 
Lrysipéle Hirysipelas 38742 2994 2743 2524 210 225) §200 226) 229 22210 eas 
Fiéyre aphteuse Foot-and-mouth ¢ 
Pipettes disease 0 0 0 12 3 2 2 4 0 4 0 
Septicémie Puerperal 
_puerpérale fever 329 258 Q44 240 47 ae 19 13 12 12 17 
Fievre paratyph. Paratyph. fever 127 236 px 152 4 0 40 20 14 9 13 
Fiévre typhoide Typhoid fever 295 241 268 330 9 13 12 25 26 54 47 
Gale Scabies 47049 | 11926 9305 7562 538) °427] +386] 342) 285) 313) 9eag6 
Grippe Influenza 20153 |237635 | 79648 | 73098 8830/12772] 8108] 3030] 1806] 1678] 2022 
Hoquet épidém. pid. hiccoughs 372 4A 234 572 95 35 41 5 1 2 
Méningite céré- Cerebro-spinal 
bro-spinale meningitis 92 84 96 129 13 16 9 22 9 12 
Oreillons Mumps 7503 | 3293] 3944] 3174 180) 166 93) 104 74 62| ~ 68 
Paludisme Malaria 23 28 14 0 0 2 Q 3 0 4 
Paradysenterie Para-dysentery — — — 9 0 0 0 0 0 0 0 
Pemphigus des Pemphigus of 
nouveau-nés new-born 130 105 89 104 10 7 5 7 6 42 44 
Pneum. croupale Croupous pneum. 6253 5736 5673 4735 468): 545) 424) 324) 293) 230) 226 
Poliomyélite aigué Acute poliomyelitis 70 59 76 152 3 4 2 4 9 20 26 
Rbhumatisme Rheumatic 
articulaire fever 4336 3952 3660 3334 339) 8321 845) = 260) 5 24 ieee ey eee 
Rougeole Measles 5181 9596 | 32166 | 33856 £185) 934) 9894) 734] 542) 6 259 eeeen 
Scarlatine Scarlet fever 11093 5109 3851 3084 203), 284) 4507), 437) 4192) 170s Os 
Tétanos des. Tetanus of 
nouveau-nés new-born 65 67 75 65 5 9 let 4 6 7 6 
Tuberculose Pulmonary 
pulmonaire tuberculosis 3186 3012 2893 3307 824| 356) 326] 826) 285] 1225) 243 
Variole Smallpox 7 0 0 25 0 0 0 0 0 0 0 
Chancre mou Soft chancre 774 502 404 306 18 22 22 20 19 30 19 
Gonorrhée Gonorrhea 11182} 10466 | 11415 | 11050 850) 904) §24) 88387) 1073] 1235] 1204 
Syphilis Syphilis 3955 2614 2496 2431 227 244) “ATS, ASSIS 158)" s4180ieed22 


Note. — Les données pour 1925 sont provisoires. — Data for 1925 are provisional. 


, DANTZIG — DANZIG 
) an (Population: 383 995, H. 34 aotit 1924.) 


4,f 


me 
Source: Rarpports pu (Reports FROM) GESUNDHEITSVERWALTUNG DER FREIEN ‘STADT DANZIG. 
“ 


Tuberculose 


Tra- du larynx 
Diphtérie Fiévre puerpérale Fiévre typhoide Scarlatine chome Bed 
Semaine se terminant le: Diphtheria Puerperal fever Enteric fever Scarlet fever Tra- | Tuberculosis 
Week ending: ; ehoma  |°! *¢ sem 
the lungs 
Cc D C, D C D. & D. C. D. 
Total 1919. 294 27 30 13 AY 5 207 4 23 266 
Yer 920). Bian 16 95 28 244 A 234 10 43 259 
Dee LOD 4 Or, 284 18 68 8 179 AQ 214 11 38 238 
pee 1922), ASS) 6 48 14 74 11 ies} 3 41 259 
» 1'923: . WWE) 8 98, 6 130 13 262 - 27 a5 Peay) 
» LODE 167 10 30 13 144 10 520 4G 54 250 
» Ae ps acne 104 5 38 10 119 16 426 19 49 264 
Janvier January 10 5 0 _ 0 2 0 7 0 0 10 
, ? is} 6 0 2s 0 oO 1 41 0 1 2 
24 3 1 0 0 v 0 7 0 4 6 
| 34 6 1 0 0 5 0 h 0 0 2 
| Février February 7 3 0 2 0 3 1 8 0 4 4 
% 14 A 0 0 0 5 0 8 0 0 4 
Bil 41 0 0 0 0 4 os 0 0 10 
Z 28 4 4 4 0 0 0 8 her 0 6 
_ Mars March 7) 2 0 2 0 4 0 4 4 3 7 
aa 14 2, 0 0) 0 3 0 0 0 2 7 
24 3 0 1 0 0 0 4 4 1 6 
: 28 2 0 2 4 3 4 Li 0 0 6 
) Avril April 4 4 0 0 0 4 0 5 3 0 6 
\¢° ai A4 4 0 2 0 1 0 1 0 0 44 
4 18 0 0 3 A 1 0 5 0 0 3 
i on 25 2 0 0 0 1 0 5 0 1 3 
| Mai May 2 4 0 0 0 1 0 2 0 0 7 
1 a 9 4 0 0 0 0 0 2 0 0 h 
4 16 41 0 0 0 1 1 0 0 0 4 
a 23 bk 0 1 0 3 4 6 0 0 5 
1. as 30 1 0 1 2 5 3 8 1 3 3 
_ Juin June BT 2 0 4 0 0 4 0 0 0 6 
a =a Bs) 4 0 0 0 0 0 42 0 4 4 
: 20 41 0 0 0 2 0 2; 0 2 4 
| ees 27 0 0 0 0 1 0 14. vy 4 i) 
hy Juillet July 4 4 0 0 0 2 0 3 0 3 4& 
: 141 41 0 4} 0 7 0 6 4 4 5 
18 0 0 0 0 2 0 9 4 4 2 
_ 25 0 0 0 0 4 0 h 0 0 3 
— Aout August 4 2 4 0 0 2 0 7 0 3 4) 
ey 8 3 0 0 0 3 0 A 4 0 1 
ie 15 2 0 2 1 4 0 7 0 1 8 
ic 22 2 0 4 0 4 0 7 0 1 4 
| ; 29 1 0 1 1 8 1 14 1 1 6 
Septembre September 5 4 0 4 0 8 b. 45 4 1 & 
12 0 0 2 0 5 0 12 4 he 6 
ie 19 3 0 1 0 2 0 8 0 0 5 
Ve. 26 5 0 0 sf 3 1 12 0 0 fk 
| Octobre October 3 al 0 0 0 1 0 16 (0) 4 5 
1e. 10 1 0 4 0 2 0 5 0 0 5 
io 17 4 0 0 0 1 0 42 0 0 8 
24 2 0 4 1 2 0 18 0 1 5 
| 34 f 0 1 0 A 0 16 0 1 3 
} | _ Novembre November 7 3 0 2 0 3 0 9 0 3 S 
He 14 0 0 0 0 4 0 24 y. 1 3 
e 21 0 0 4 0 3 0 13 0 3 2 
: 28 1 0 1 1 0 4 17 1 4 9 
Décembre December 5 3 0 0 0 2 0 19 1 0 5 
‘2 12 6 4 1 0 4 0 5 0 0 4 
om 19 0 0 41 0 1 4 24 0 4 y 
;. 26 0 0 1 0 0 0 4 0 0 3 
1926 Janvier J anuary 2 4 0 0 0 1 0 13 4 4 6 
LAL fo AA A LL LT TE STS 
ita y Autres maladies déclarées: — Other diseases notified: 
nnée Anthrax Botulisme Dysenterie  Fiévre récurr. Meén. cér.-spin. Rage humaine Typhus exanth. Varveelle Variole 
or Anthrax Botulism Dysentery Relapsing fever Cer.-spin.men. Rabies Typhus Chickenpox Smallpox 
ies oleae Opes he Crab. Grek. D: Comal): PB ai Be (ree 1, Cire 1D), Get sae 
0 1 0 4:2, 4 0 0 7) 0 0 0 39 3 0 0 4185) G36 
0 0 0 43 6 Ds 0 4 1 2 1 7 2 0 0 22 3 
0 0 0 24 1 1 0 0 ds 0 0 0 0 0 0 0 0 
0 6 1 5 res, 0 0 0 0 0 0 3 4 ) 0 0 0 
0 0 0 1 0 0 0 ee) 0 0 0 2 0 0 0 0 0 
0 i, 1 1 0 0 0 1 4 0 0 0 0 0 0 0 0 
0 0 0 wie OEE 0 0 2, 4 0 0 0 0 0 0 0 0 


- 
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ECOSSE (16 villes) — SCOTLAND (16 Towns) 
(Population 2 414 500. E. 30 juin 1925.) 


Cas de certaines maladies infectieuses déclarés dans 16 villes principales en 1924-1925; par semaines en 1925. 
Cases of Certain Infectious Diseases notified in 16 Principal Towns in 1924-1925 ; by Weeks in 1925. \ 


Source: WEEKLY ABSTRACT FROM THE SCOTTISH BOARD OF HEALTH. 


ee 2 ) o EDL n : 
ap a0 a-o P< = om 

aq Ene ) 2 ise ee Bas] Me ee © 
2d ae 22 | Ss | F8 8e5- a SIE Bal 5 5s |8 ° | a 
88 | es |2r| $8 | 23 | SB | sé | f8 \o8esle_ le galk ae) 22) 23) eee 
: ; =o me BE | 2S yee an So | 8S |.fSP| 8s lh, Soleo fel] SF oo =a) Bam | Bae 
Semaine se terminant le: 3M oS aes 2 as, om Sie og lz Sy o| 2k aeae SSeS =. Bete = aeSE 5 § 
a =) > emt A= 3 oct 4 = ios} I —_ 
J Sh} ae ae ee a's es ea) a BSoak bo fi = oS = op & OS So ary OBSs fy he 
Week ending: be | fe | 22] as Pb a oS | es (Se52|/ 55 |S8.8/S5 05] 22) Se se |peee 22 
Seen apes . hee 25 | 8s | &s | fe | Pa lesec a" le s8le Bgl oe * as |e S | eam 
a A RA ee. pS Pe Sf lelog 5 Bes 58) 28 * g |s 4 a 
“s 5 Ba | gM |i [6 sg" |e | se a6 | a 
* ad em mo a S Oy <el ‘ 

[ea AO Ay a, % % o 


Total 1924 |13930| 4257 | 44-| 634 !4788 | 395 | 210 14170] 950 | 46 | 1124] 8996 | 16 | 14363] 9024 | 6753 | 6908 
Total 1925 - 1.46520) 4673 | 35 | 206 4 2041 11464) 236 1457 | 875%) 45 643 | 8379 | 18 110385 |11388 | 6416 | 9549 
Janvier-January 10 Siu ueaa4 0 14 AN) 42 2 1 15 2 28 244 0 263 | 243 | 133 | 222: 
17 783 94 |] 4 4 31 9 5 A 45 1 99: Gio 02 et 473° | -2925 | 454 | aa 
24 596 | 107 0 3 39 44 2 1 | 0 30 | 194 0 | 172 | 296 1 452° 
34 bS8zil) 408 eat h 43 10 5 7 14 4 28 | 176 | 0 | 440 | 255 | 439°) 
Février-February 7 Std 19574 2p 6 30 6 2 1 16 0 29 | 158 | O | 409 | 9240 9127s) 
14 610 | 103 | 4 7 3 13 4 1 25 0 24 138 | 14 268 | 204 | 135 | 4am 
21 SBA 1 2104 1k 0 9 42 14 8 1 7 4 21 423 | 0 | 324 | 478 | 134 | am 
28 664 Og S41 B 6 48 10 2 0 45 1 17 438 | 0 | 347°) 218°) 445 0 
Mars-March 7 645 1) 440 1954 9 45 13 8 8 14 0 14 124299 0 | 269 | 244] 136 | 4gme 
14 621 94 | 2 7 34 6 3 5 18 0 44 | 152 | 0 | 246 | 497 | 435 |S 
21 599 (140° 4, 0 7 y) 9 2 9 24,0] 189 15 | 157 | 0 | 479 | 223 | 152.) sae 
28 573° 149 174 5 37 11 2 4 19 2 43.7) 138°} 4 194 | 206 | 154 | 296 
Avril-April 4 6141 F449 4 y 9 4 4 19 0 15 2° ALG) et 454 | 224 | 144 | 3a 
141 456 91 0 2 23 6 3 3 24 1 48 | 135 | 0 | 103 -] 474 | 147 |e 
18 328 83 | 0 5 35 7 8 5 23 1 32.9| 454 0° | 148°) 186" Pa6e 130. 
25 617 71 4 6 37 14 5 2 14 0 40>). 4126.\4 423 | 163 | 158 295° 
Mai-May 2 661 95 | 0 5 39 9 3 0 16 0 6°) 446°] 4 132 | 191 | 153 | 3am 
9 515 85 | 4 3 32 a A 3 24 0 BS pee be be ya 92 | 203:| 155.) 2am 
16 497 Sood 0 8 34 2 4 6 20 0 4 | 153°} 0 | 424 | 478 | 162 )0ee 
23 388 68 | 0 6 46 7 2 3 24 1 42°41 442) |, 0 78.| (437 aes 
30 423 74.104 3 32 12 2 2 29 2 S31 40608 20 86 | 163 | 169 
Juin-June 6 390 84 | 0 7 29 6 3 5 17 3 5) 99 | 4 93 | 169 | 148 
13 387 as Pea 7 40 7 4 2 11 0 3 | 428 1:0) /442 apes 
20 301 $5150 2 29 44 3 3 9 0 64416 73 | 144 | 140 
27 293 97 | 0 6 32 5 A 4 17 1 10 MA Oss) 58 |. 148 | 140 
Juillet-July 4 168 TIO 1 32 9 2 1 32 0 4-| 406 4.10 24 | 136 | 109 
14 154 73 | 0 0 26 5 3 6 ae. 1 5 Akama 94 | ASG 89 
48 144 52 1540 4 24 h 3 Z 16 2 0 64 | 2 29 | 126 | 108 
25 411 598.17 0 0 27 6 5 6 14 1 A 86 0 18 [94290 eae 
Aoit-August 4 80 50 | 0 0 22 5 3 3 10 1 10 BS pio 29 1447 91 
8 422 AD aD 8 28 10 8 3 9 a: 5 Te 18 17 | 146 | 109 
15 190 6474 2 49 6 27 A 18 | 3 7641 20 31 157 98 
ys 269 69 | 2 0 32 13 13 2 z Z 3 61 0 47 | A620 ae 
29 2417 ‘bag tena 2 23 7 7 4 20 2 2 89 | 0 48 | 191 81 
Sept.-Sept. 5 134 750 1 el A 34 8 #] 0 18 4 9 89 | 4 39 | 186 98 
12 113 $274 710 2 24 4 7 2 18 2 5 80° 1.0 43°] 193°] 443 
19 65 98 | 0 2 42 9 3 2 14 1 Se Ate ad 63 | 278 95 
26 91 97 | 0 2 54 18 6 3 14 0 ea Soa aa0 90 | 300 | 445 
Octobre-October 3 73 581° 0 4 53 8 4 2 16 0 3.14136) 10 79° | 246 19a 
10 419.0) “401 4 4 45 8 8 4 i 0 8 | 202 | 0-| 209 | 38a) ine 
47 SI AOS 1 4 54 10 8 6 18 y 40 | 249 | 0 | 198 0 335eeem 
24 408.| 414 |°0 8 47 40 3 3 2H 4 42] 268 | 0 | 238 | 359 \qeuees 
31 101 | 106 | 0 3 59 8 3 3 19 0 24 323 | 0 |- 332°) 325° aaa 
Noy.-Nov. ") 4400 oa Sine oth 6 54 12 2 4 14 0 21 298 | 0 | 440.)9:367suamn 
14 BS Ti Gt06 4! 4 0 58 6 h 6 8 4 24 284 0 | 397 | 348 | 107 
24 CER ye kiya 0 1 59 13 5 4 12 2 44.| 252 | .0 | 484 |) 38s 87 
28 106 PL 449 io 4 54 42 2 2 18 1 15 | 360 | 0 | 552) 265) )ame 
Déc.-Dee. 5 86 97 1 5 56 9 4 2 16 1 14 | 340 1 0. | 6307) 92725) seiem 
(2 72.0) 405.01 40 4 67 a4 3 A 15 4 15: | 329 | 0.| 604 | 250° setae 
19 79.1 A0AD| 02 h 54 1 4 6 19 1 26. 1A297 0 | 79% | 245=)9e 
26 64 77 0 3 48 8 1 2 16 0 11 222" 1} /0 | 458 ae 90 
0 2 36 42 3 4 41 4 12 epee oh A 250 19262 93 


1926 Janv.-Jan. 2 | 32 90 


Autres maladies déclarées: — Other diseases reported: 
Charbon Fiéyre continue Jaunisse infectieuse aigué Polio—encéphalite aigué Typhus exanthématique Variole 
Anthrax Continued fever Acute infective jaundice Acute polio-encephalitis Typhus Smallpox 
19202 Ge. a 23 o) 3 13 2 


* La déclaration n’est pas obligatoire dans toutes les villes. — Notification is not compulsory in every town.. 


: 
| 


| 
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ECOSSE — SCOTLAND 


(Population: 4 893 032. 


E. 30 juin 1925.) 


“Sources: RAPPORT SPECIAL DE L’ADMINISTRATION SANITAIRE; RAPPORTS ANNUELS DU RuGIstRAR-GENERAL, 1919-1924; 
| QuarTERLY Returns or Birtus, Deatus and MarniaGes, 1925; 
SpreciAL REPORT FROM THE ScoTTisH BoarD oF HEALTH; ANNUAL REPORTS OF THE REGISTRAR-GENERAL, 1919-1924; 
QuarRTERLY Returns OF Birtus, DEATHS AND MarriAGes, 1925. 


| 


e 


Cas — Cases Décés — Deaths 
Maladie — Disease 
1919 1920 1921 1922 1923 1924 192be 1919 1920 1921 1922 1923 1924 1925 
ee —————————— | ———_—_ |} — | cre |. Fs OO IU 0) ee SS: fo eS | ee -_ | C_ L| -Oe- 
-| d@Charbon d Anthrax — 1 — 3 1 1 a 0 4 { { 
| Choléra asiatique Asiatic cholera 4 0 0 0 0 0 0 0 0 0 0 0 0 
d Coqueluche d Whooping-cough 262 250 26 12 — | 4605 | 16250 | 1573 628 | 1478 | 1408 989 | 1625 | 1737 
Diarrhée infantile Infant. diarrhoea — — 10415 1287 (Uap 27/ 892 790 830 876 
Diphtérie Diphtheria 9078 | 10766 | 10112 3 tie 7106 6827 4673 727 724 625 550 500 44Q 505 
Dysenterie Dysentery 217a 276 108 AQ 60 42 35 32, 18 Pape 8 4) ) fi 
d Encéphalite d Encephalitis 
| léthargique lethargica 2 0 3 20 110 414 206 a il 61 45 125 181 154 
‘Erysipéle Erysipelas 3007 3642 3644 3373 3354 2916 2041 2 Pah 170 209 {74 162 136 150 
Fiéyre continue Continued fever 14 26 15 16 45 26 23 
Fievre des tranchées Trench fever 31a 6 2 0 2 0 0 so Paes ied 
Fiévre puerpérale Puerperal fever 342 587 624 586 580 552 464 150 242 250 228 218 184 174 
‘| Fievre typhoide Enteric fever 634 743 595 439 794 486 236 84f 100 f 897 67f 76 f 40f 58 / 
|| d Méningite d Cerebro-spinal 
cérébro-spinale meningitis 191 86 et 116 114 118 LO 128 sli 102 103 92 87 83 
Ophtalmie des Ophthalmia 
nouyeau-nés neonatorum 1431 1871 1897 1485 1390 1289 875 
Paludisme Malaria 2856a} 1989 308 MAG 88 ie 45 27 oo 18 Hi 8 9 9 
Pneumonie primaire Acute primary (| 8379 6742 5987 4940 6617 A674 6706 5393 
aigué pneumonia ; e 
Pneumonie grippaie Acute influenzal 1913 9155 7854 | 13954 9039 204 
aigue pneumonia 643 4352 702 453 1648 166 985 428 
'dPolio-encéphalite d Polio-encephalitis 30 3 2 2 4 3 3 cee aS 17 24 10 {1 5 
dPoliomyélite aigué d Acute poliomyelitis 25 14 45 32 6 28 13 i 24 
 d Rougeole d Measles 4540 | 2037 C77 3266 554 | 1737 | 10385 899 816 269 | 2695 | 1118 | 41592 512 
Scarlatine Scarlet fever 12787 | 17449 | 17025 | 14589 | 16754 | 18047 | 11388 222 245 270 247 352 410 404 
_ Tuberculose Pulmonary 
} pulmonaire tuberculosis 7572a!| 8099 8030 Viney? 7080 7360 3764 4294b) 4194b| 3970b] 40616] 3996b) 3887b| 38733b 
Tuberculose, Non-pulmonary j 
autres formes tuberculosis 4017 4169 4442 4594 5203 5096 2652 2032 1848 1767 1757 1794 1766 1656 
_ Typhus exanth. Typhus 38 79 ¢) AQ 2) 0 13 8 16 4 7 1 0 4 
e Varicelle c Chickenpox (1) — 5737 | 10427 — 6071 — — 10 141 10 12 18 17 — 
(11) = 5987 57 82 69 583 9549 — — — ee 
Variole Smallpox 9 725 106 7 3 4 2 0 shiny? 24 0 0 0 0 


a cae asasaacaaaaaaacaaacaaaaaaaaaaaaaaaaaaaaaadaaaaaaaacaaaaaaaadl 


| a. A déclaration obligatoire depuis le 1*™ aotit 1919. — Compulsorily notifiable from August 1st, 1919. 

b. Tuberculose du systéme respiratoire. — Tuberculosis of the respiratory system. 

e. La déclaration de la varicelle était obligatoire dans toute I’Ecosse, du 1° octobre 1920 au 30 septembre 1921 et du 23 juillet 1923 au 31 décembre de la 
aéme année, et les déclarations recues pour ces périodes sont données sous la rubrique (1). Les données sous la rubrique (II) concernent les périodes pendant les- 
‘uelles la déclaration n’était obligatoire que dans certains districts. — Chickenpox was compulsorily notifiable throughout Scotland from October 1st, 1920, to Sep- 
ember 30th, 1921, and from July 23rd, 1923, to December 31st of the same year, and the notifications received for those periods are shown under (1). The figures 
nder (IL) relate to periods when notification was compulsory only in certain areas. 

_ d. La déclaration des cas n’est pas obligatoire dans toutes les villes ou régions. Le nombre des régions ott la déclaration est obligatoire varie chaque année. — 
Jotification of cases not compulsory in every town or other public health area. The areas in which notification is compulsory vary annually. 


'e. Renseignements pour les 16 villes principales. — Data for 16 principal towns. 
. f. Y compris les décés dus a la fiévre typhoide. — Deaths from paratyphoid fever included. 
| 
| 
ESPAGNE — SPAIN 
| (Population: 21 966 600. E. 34. XII. 1924.) 
ource: BoLETiIN DemMOGRAFICO DE ESPANA 
% f 1925 
Cause de décés Total | Total | Total | Total | Total 
| Cause of Death 1921 19722. | 1923 1924 1925 Jan. | Féy. | Mars eee Mai |! Juin | Juil. )Aotit | Sept.|Oct. | Nov. | Déc. 
| a Jan. | Feb. | Mar. {April | May | June | July | Aug. | Sept.}Oct. |Nov. | Dec. 
, Bronchite aigué Acute bronchitis 21043 | 22034 | 21328 | 21705 | 20239 |) 2084 | 2492 | 2893 | 2320] 1707 | 1264 | 1144 941 909 | 1132 | 1364 |} 1992 
‘ Coqueluche é Whooping-cough 1578 1238 2019 2179 1762 163 139 200 180 179 166 184 ile) 136 104 67 97 
Diarrhée et entérite Diarrhoea and 
. | 0-2 ans enterit., 0-2 years 53954 | 46888 | 53127 | 46088 | 47478 || 1726 | 1634 | 1850 | 1855 | 2671 | 5022 | 9373 | 8823 | 5969 | 3976 | 2605 | 1977 
a i Di htérie 4 Diphtheria 3052 2937 2268 2027 1406 152 150 167 111 89 $05) 67 86 92 136 132 149 
» i Fiévre typhoide Typhoid fever 7064 5528 5202 4663 4218 277 236 227 224 233 250 381 484 614 543 405 344 
| Grippe- Influenza 5837 | 7992 | 8367 | 7035 | 6293 || 640] 1026 | 1384 | 1070] 586} 310] 188] 4133} 150] 192] 234) 380 
» | Méningite Meningitis 17693 | 17248 | 17291 | 15697 | 14229 || 14127 | 1087 | 1277 | 12221 1292 | 1371 | 1562 | 1486 | 1017 976 888 924 
+ Paludisme Malaria 1912 1518 1290 1195 925 64 ae 58 Lang? via | 70 94 140 116 104 63 48 
_ Pneumonie Pneumonia 10535 | 10252 | 10184 9762 9247 111004 | 1037 | 1162 926 672 569 504 465 494 689 hoe 973 
Rougeole Measles 5449 6513 38954 4422 4822 320 397 5D4 466 562 576 567 364 198 184 318 319 
Searlatine Scarlet fever ; 847 638 459 296 180 13 10 8 12 9 6 14 11 14 24 28 31 
Septicémie puerp. Puerp. septicemia] 2064 2075 1863 1765 1569 180} 444 HOON we asaiee th t 132 Oe ae aud 2M ese eee | 126 | 144 
Tuberculose Pulmonary 
pulmonaire tuberculosis 26870 | 27337 | 27261 | 27616 | 27260 |) 2400 | 2334 | 2669 | 2424 | 2461 | 2261 | 2302 | 2084 | 2058 | 1994 | 2100 | 24176 
| Tuberculose, Tuberculosis, 
/ autres formes other forms 6605 6116 6216 6112 6327 493 AT4, ay 534 608 609 614 570 5410 502 470 421 
_‘Typhus exanthém. Typhus 73 80 35 20 10 { 1 0 1 1 Q 1 4 0 1 0 4 
| Variole Smallpox 2097 1325 525 1214 854 162 95 65 74 DA 56 28 33 62 97 7A Dit 


Trois décés causés par le choléra asiatique en 1921. — Three deaths from Asiatic cholera in 1921. 


| 


Sources: BULLETIN DU SERVICE D’HyGikNE PUBLIQUE, RAPPORT SUR LES 


ESTHONIE — ESTHONIA 
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(Population: 1114 680. H. 4 jan. 1925.) 


KE. V. TERVISHOIU PEAVALITSUSE ARVANNE, 1924 - 1925. 


: : Total’| Total | Total 
Cas . Cases 

Anthrax Anthrax 1 0 5 
Botulisme Botulism 0 0 8 
Coqueluche Whooping-cough 215 1447 928 
Diphtérie Diphtheria 825 517 408 
Dysenterie Dysentery 1198 356 64 
Encéphalite léth. Encephalitis leth. 9 0 16 
Kiévre puerpérale Puerperal fever 28 40 23 
Fiévre récurrente Relapsing fever 118 104 8 
Fiévre paratyph. Paratyphoid fever 78 110 ih} 
Fiéyre typhoide Typhoid fever 1097 718 623 
Lépre Leprosy 49 37 34 

Méningite Cerebro-spinal 
cérébro-spinale meningitis ae 14 ily) 
Rage humaine Rabies 5 2 2 
Rougeole Measles 1785 2841 1930 
Scarlatine Scarlet fever 4433 583 675 
Trachome Trachoma 492 467 513 
Trichinose Trichinosis Q 1 0 
Tuberculose Tuberculosis a2 71 1525 
Typhus exanth, MTyphus 356 Q47 63 
Varicelle Chickenpox 56 81 116 
Variole Smallpox 136 50 13 


Total | Total 
1924 1925 
0 3 

2 3 
60 224 
464 545 
120) 38 
5 5 

Q4 24 

1 2 
169 250 
937 804 
13 36 
12 7 

4 il 
203 82 
454 775 
528 471 
0 it 
1812 1809 
43 On 
3h) 0 

4 i 


Jan. | Fév. | Mars | Avril 
Jan. | Feb. | Mar. | April 
0 0 4 dd 
Oat 0 0 0 
0 1 1 2 
83 48 40 17 
4 4 0 1 
0 0 2 0 
2 O 4 4 
0 0 0 0 
10 19 17 26 
20a tor 69 By 
4 5 6 8 
4 2. 1 0 
0 0 0 0 
12 8 4 5 
Oe |) aod 54 36 
36 41 91 4G 
0 4 0 
2QU4HineoD Mi meod a etoD 
9 4 2, 4 
0 0 0 
4 0 0 


ETAT LIBRE D’IRLANDE — IRISH FREE STATE 
(Population: 3163000. E. 30 juin 1925.) 


I II 

Amal 4154 

109 87 

44 33 

0 6 

23 22 

588 341 

15 70 

21 18 

1192 13614 

3 2 

1925 

Juin |Juillet | Aotit | Sept 
June | July | Aug. |} Sept 
5 5 ott 
1094 953 692 607 
14 19 4h 17, 
Q4° i bya 3 12 
Aa. 47 44 9 
458 681 674 791 
54 39 35 36 
2 2 3 1 
0 0 0 0 
8 15 30 19 
5919 | 4005 | 1362 591 
698 828 473 342 
0 2D 4 1 
4 5 0 6 
0 4 3 0 
25 49 42 25 


MALADIES EPIDEMIQUES DANS LA R&PpuBLIQUE HSTHONIENN 


1925 

Mai | Juin | Juil. ;Aodt | Sept.| Oct. | Nov. 1 D 

May | June} July | Aug. |} Sept.| Oct. | Nov. 
0 0 4 0 0 0 0 
0 0 0 4 0 0 4 
6 4 10 Ce h ae are 42 65 
4k 33 30 28 56 63 62 
0 4 2 16 10 0 0 
0 2 0 1 0 0 0 
3 Q a 4 2) 0 4 
Q 0 0 0 0 0 0 
29 2S 36 Q4 29 16 7 
AT 50 ve 98 54 88 69 
3 4 3 1 2 3 4 
0 0 2D 0 0 0 4 
0 4 0 0 0 0 0 
29 6 4 1 8 4 4 
34 33 32 bd 57 98 | 134 
60 38 16 30 30 44 30 
0 0 0 0 0 0 0 

179 449 Sy aos 85 jt 1N6l isi tte 
2 iz 4 0 0 0 0 
0 0 0 0 0 0 0 
4 0 0 0 0 0 3 


1925 
Trimestre— Quarter — 


III 


Source: QUARTERLY RETURN oF MARRIAGES, BIRTHS AND DEATHS. 
Total 
Cause de déces — Cause of death Total Total Total 1925 
4922 1923 1924 a 
Coqueluche Whooping-cough 204 454 621 413 
Diarrhée et Diarrheal 
entérite, 0-2 ans diseases, 0-2 years 443 513 545 620 
Diphtérie Diphtheria 4041 285 186 156 
Dysenterie Dysentery 9 45 4 42 
Fiévre typhoide Enteric fever 96 142 123 102 
Grippe . Influenza 1812 624 2073 1148 
Rougeole Measles 458 ad 198 205 
Scarlatine Scarlet fever 73 66 65 7A 
Tuberculose, Tuberculosis, 
toutes formes all forms 4614 4468 4582 4514 
Typhus exanth. Typhus 18 19 5 9 
* Les données pour 1925 sont provisoires. — Data for 1925 are provisional. 
FRANCE 
(Population: 39 209 766. R. 6 mars 1921.) 
Source: Rapport DU MINISTERE DE L’Hycikne. — Report From Ministry or HEALTH. 
Maladie — Disease Total | Total | Total | Total | Total | 7 : ; 
Janv. | Fév. | Mars | Avril | Mai 
; 1924 | 1922 | 1923 | 1924 | 1925 Jan. | Feb. |March | April | May 
Gas Gases Teeny Se OTs ee mr ee cre cre 
Choléraet ma- Cholera and 
ladies cholé- choleriform 
riformes diseases 99 3 0 4 0 0 4 
Diphtérie Diphtheria 16981 |12624 |11033 |11569 112096 1248 | 1224 1178 4101 1162 
Dysenterie Dysentery 1852 167 | 239 170 148 3 6 5 4 6 
a) Fiévreondul. a) Undul.fever| — — — 74 110 4 5 5 14 19 
Infections Puerperal 
puerpérales infections 436 168 202 278 215 20 17 23 20 32 
Fiévres typh. Enteric 
et paratyph. fever | 8116 | 4787 | 6297 | 6493 | 6787 502 470 426 396 537 
Nae Des Soy ete iach 408 aya ase 
rébro-spinale meningitis 562 653 80 
Ophtalmie d. Ophthalmia sy a ty ‘8 
nouveau-nés neonatorum 4h 31 23 20 17 4 0 0 0 4 
Peste Plague 0 3 14 0 0 0 0 0 0 
Poliomyélite Poliomyelitis Pala 16 175 21 222 10 16 47 44 
Rougeole Measles 16644 |12019 |34585 |12838 135354 2063 | 3154 4430 4615 | 4862 
Scarlatine Scarlet fever {13667 | 7435 | 5254 | 6595 | 7985 638 585 733 699 828 
Suette miliaire Miliary fever 433 63 23 16 20 1 0 0 6 4 
a) Trachome a) Trachoma sae —_ — 7 54 5 2 1 1 8 
Typhus exant. Typhus 17 45 8 9 4 0 0 0 0 0 
Variole et Smallpox and 
varioloide varioloid 341 AT 195 210 456 10 37 14 14 18 


a A déclaration obligatoire depuis le 1¢* avril 1924. — ° Compulsorily notifiable from April 1st, 1924. 


FINLANDE — FINLAND 


| 
| a (Population: 3 495 186. H. 34 déc. 1924.) 
: 
. 


Cas de maladies 4 déclaration obligatoire signalés en 1919-1925; par quinzaines en 1925. 
Cases of Notifiable Diseases reported in 1919-1925; by Half-months in 1925. 


t 


i Sources: Conspectus MorBORUM CONTAGIOSORUM IN RepuBLica FINLANDENS!, 1923-1925. — RAPPORTS SPECIAUX POUR LES ANNEES 
: > 1919-1922. SprcrAL REPORTS FOR THE YEARS 1919-1922. 


D # a 
acai ae a2 BS | &S'an pS = 2 @ 2°S ais 
Quinzaine: == gs Be sa8 | SRE> 2. abe Ss es 
| Half-month period: ayteh eS eo me aS Sats ne 
; AA AA AS Re Bo aan | aaa Bs 
| eS Aaa et P| A S PS 
| * 
ba a a chieee i ‘ 7 TF a a 
| JW SRO 8 ea a 8851 578 2569 42 7395 
» HOD A eaten rohit is 6330 Dao 2394 1499 19 1970 
4 » TOD Reta wesscg tnt 2 3940 395 1095 1356 eS 1359 
| PROD On Sera 3 4941 209 46 ; 1298 34 990 
| , » TOLER Comers ott 1793 192 83 1653 47 1148 
-4| » POR ea a eee oy 1306 189 43 1054 633 45 1842 
i » OD 5 een tir desley) « YI 175 31 664 891 28 1697 
: Janvier January 4-15 55 0 2 36 28 2 87 
. 16-31 56 2 A 20 62 4 93 
Février February 4-15 58 1 5 AS BA 0 86 
16-28 42 1 7 14 27 2 83 
oe Mars March 1-15 51 5 2 13 22 0 113 
“a 16-31 65 4 3 18 31 1 81 
| Avril April 1-15 52 0 0 40 50 4 77 
ee 16-30 68 0 0 2 55 1 58 
~ Mai May 4245 54 0 0 5 27 4 86 
a 16-31 Hy 2 0 10 30 2 84 
Juin June 4-15 4A 2 0 19 18 2 57 
x 16-30 34 0 7 eS p29 0 54 
: Juillet July 1-15 25 24 0 18 25 1 34 
Sie 16-31 18 43 0 44 30 1 26 
Aott August 1-15 26 3) 0 58 48 4 34 
4 " 16-31 28 54 ‘I 116 55 0 34 
: Septembre September 4-45 30 12 0 43 42 3 25 
16-30 53 10 0 54 45 3 47 
Octobre October 4-15 56 0 1 41 80 0 42 
- 16-31 79 1 2 31 53 4 741 
Novembre November 4-15 66 9: 4 18 16 0 87 
1 16-30 78 1 0 415 36 4 112 
Décembre December 4-15 81 0 0 32 18 0 108 
16-31 ay) 0 1 40 45 0 124 
) Autres maladies déclarées: — Other diseases notified: 
Charbon  Fiévre récurrente Typhus exanthématique Variole 
Anthrax Relapsing fever Typhus Smallpox 
| 4919 . 0 137 124 1759 
1) 2 1920 . 0 8 1 77 
| 4921 . 2 2 34 q 
DOD Zar 0 1 1 94 
1923 . 0 3 11 12 
Te & iy eae oat 0 0 1 
: 4:9 2 hae 0 0 1 2 


a Pour le mois de décembre seulement. Déclaration obligatoire depuis le mois de décembre 1920. — For the month of December only. 

(mpulsorily notifiable since December 1920. 

2 cas de choléra asiatique en 1921 sur un navire anglais venant de Léningrad. — Two cases of Asiatic cholera in 1921 on board 
English vessel coming from Leningrad. 
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GIBRALTAR , 

(Population : 17 324. EH. 34 déc. 1924.) 

? 

Source: ANNUAL Report on THE HEALTH OF GIBRALTAR. 3 
Rapports DU MINISTERE BRITANNIQUE DE SANTE. — REPORTS FROM THE BritisH MINistRY oF HEALTH. | 

« 

J 

1925 ‘ 

Maladie — _ Disease Total | Total |Total |Total i 29 27 24 22 

1922 | 1923 | 1924 | 1925 || Jan. | Fév. | Mars| Avril] Mai | Juin | Juil. | Aoat |Sept. | Sept.} Oct. | Nov. | Dé 

Jan. | Feb. | Mar. | April | May | June| July | Aug. | 28 26 23 24 28 

la hae el) Ai pec Sept.] Oct. | Nov.| Déc. | Dé 

Cas Cases 4 
Diarrhée et entérite, Diarrhoea and enter., ¥ 
0-2 ans 0-2 years — 13 28 18 0 0 0 0 2 4 2 2 1 3 4 0 a 
Diphtérie Diphtheria 30 21 19 35 5 2 1 4 3 if 4 4 0 2 5 3 ‘ 
Dysenterie Dysentery 4 5 4 10 0 0 0 0 0 1 4 0 2 1 2 0 mi 
Erysipéle Erysipelas 14 30 25 23 m 4 1 Q 0 2 1 0. 2 4 0 4 e, 
Fiévre ondulante Undulant fever 6 12 4 4 0 0 0 4 0 0 1 4 4 0 0 Oo | 
Fiévre paratyphoide Paratyphoid fever 6 6 5) | 0 0 0 0 0 0 0 0 0 f 0 0 <a 
Fiévre typhoide Typhoid fever 20 19 ay! 21 0 1 1 0 3 3 2 4 2 3 1 0 # 
Fiévre puerpérale Puerperal fever 3 5 2 iL 0 0 0 0 0 1 0 0 0 0 0 0 vt 
Grippe Influenza T20p |S o4> ie 9ope e905 75 161 298 | 232 719 17 7 5 12 17 2 0 zi 
Méningite cérébro-spin. Cerebro-spin. mening. — 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 ad 
Ophtalmie des Ophtalmia . 
nouveaux-nés neonatorum 2 2 1 2 0 0 0 4 0 0 0 0 1 0 0 0 |a 
Pneumonie Pneumonia 126 | 110 997) 128 12 33 ee 9 12 15 4 1 6 3 3 7 ¥ 
Poliomyélite Poliomyelitis ae — 2 0 0 0 0 0 0 0 0 0 0 0 0 0 ¥ 
Rougeole Measles 305 Se ol eed atiad 28 0 5 12 2 1 1 3 2 0 0 2 0 | = 
Rubéole German measles a — 2 6 0 4 1 0 0 1 0 0 0 0 0 0} a 
Scarlatine Scarlet fever 9 | 218 172 8 3 0 0 2 0 0 1 0 0 0 2 0 oat 
Tuberculose pulmonaire Pulmonary tubercul. 29 48 24 33 0 5 3 4 5 4 6 2 1 0 1 4 4 
Varicelle Chickenpox 2 74 19 93 9 0 10 a 11 21 8 3 0 0 4 |. 16 % 
Variole Smallpox 3 — 6 3 0 0 1 0 2 0 0 0 0 0 0 0 jam 
Maladies vénériennes Venereal diseases — 5 8 20 4 1 0 3 0 0 0 5 2 1 0 0 4 


r i ae 


GRECE — GREECE 
(Population: 6 500 000. E. 1 janv. 1924.) 


Sources: RAPPORT D’ENSEMBLE RELATIF A LA CAMPAGNE DE VACCINATION EXECUTEE EN Gritce (Société des Nations, C. H. 149). Rapp 
pu MinisTERE DE L’Hycignr. — Reports FROM THE Ministry or HEA rn. 


Total 
1925 


Total 
1923 


Total 
1924 


1925 


Maladie — Disease Jany. | Févr. | Mars | Avril Mai | Juin | Juill. |- Aout | Sept. | Oct. | Nov.) Dec 


Jan. | Feb. | Mar. pril | May | June | July | Aug. | Sept. | Oct. | Nov. Dee 
: —— 


Charbon Anthrax C. a= — 2 0 0 0 0 0 0 0 il 0 4 0 
D. —— —_ 2 0 0 0 0 0 0 0 0 0 1 0 
Coqueluche Whooping-cough C. — 101 0 14 Q2 6 410 0 0 14 33 5 0 
ibe — — 2 0 2 0 0 0 0 0 () 0 0 0 
Diphtérie Diphtheria C. — H192 294 18 41 19 15 7 41 10 15 20 4A 48 
D. — 38 44 3 4 3 3 it 4 0 4 6° 4 4 
Dysenterie Dysentery G: a 182 261 8 p 2 6 9 60 66 45 17 34 8 
D. — 14 15 0 0 0 0 0 4 2 ii 0 2 0 
Encéphalite léthar. Encephalitis leth.  C. — 14 8 0 3 0 0 5 0 0 0 0 0 0 
DY. — 3 0 0 0 0 0 0 0 0 0 0 0 0 
Erysipéle Erysipelas C. = =e Parl 2 1 0 0 2 0 0 4 8 “ 1 
ie — — 0 0 0 0 0 0 0 0 0 0 0 0 | 
Fiévre ondulante Undulant fever C. — — 3 0 0 0 0 0 0 0 0 3 0 0 4 
D. — _ 0 0 0 0 0 0 0 0 0 0 0 04 
Fiévre récurrente Relapsing fever On — 91 i! 0 0 0 0 0 0 0 0 0 0 0 
Fiévres typhoide et Enteric fever C. — 745 =| 4191 173 22 20 4h 24 58 33 136 106 140 104 
paratyphoide D. — 123 54 8 1 il (| 2 1 1 4) 2g 10 8 
Grippe Influenza C. — — | 8166 220 | 2428 80992573 | 1653 86 83 61 a) 95 52 
IDE — — 8 5 0 2 0 4 0 0 0 0 0 0 
Leépre Leprosy C. — on mA 0 4 2 0 0 0 0 1 2 4 3 
D. — — 3 0 1 2 0 0 0 0 0 0 0 On 
Méningite cérébro- Cerebro-spinal C. a 5p 153 20 49 10 241 14 11 5 6 9 14 Vi 
spinale meningitis 1D: — 25 69 10 a 3 A, 11 3 4 0 3 2 4 
Oreillons Mumps C. — a = SS 2 = Ss a 3 3 2 14 
Paludisme Malaria a — — | 4963 = aa —aeletee. == — = ie 1354 |1490 | 540 
F — — — = — oa _— — — — il 5 s 
Peste Plague C. — 69 28 0 0 0 0 0 2 3 6 4 3 8 
Ds — 16 al 0 0 0 0 0 0 0 0 0 1 0 
Rougeole Measles ‘OC, — — | 3692 120 184 559 365 836 207 56 58 56 163 499 | 
D. — — 91 3 0 1 a 39 6 4 1 0 0 yee! 
Scarlatine Scarlet fever C. — 594 424 42 7 26 37 32 15 17 2a 52 Al 60 | 
Dy — 127 33 4 0 3 2 10 ff 2 1 3 4 Pana 
Tétanos Tetanus Cc — -- 2 0 0 0 0 0 0 0 1 4 0 0. 
D. — -— 2 0 0 0 0 0 0 0 0 1 0 tu 
Typhus exanthém. Typhus C. 7607 266 102 13 7 4 7 2 3 3 18 10 16 -) 
De a 26 6 2 0 0 3 0 0 0 0 0 On 4 
Varicelle Chickenpox C. —_ —_— 36 0 0 9 1 7 0 0 5 6 8 0 
DD: — — 0 0 0 0 0 0 0 0 0 0 0 0 | 
Variole Smallpox (OF 2116 250 Ro 0 4 1 0 2, 1 2 1 0 0 6 | 
De — 50 4 0 0 1 1 0 0 0 0 0 0 x 


tes by.4! fea 


| 

. 

i 

HONGRIE — HUNGARY 
(Population: 8 364450. E. 34 décembre 1925.) 


. ‘ ‘ Fiévre Méningite Septicémie 
| Quinzaine se terminant le : Coqueluche | Diphtérie | Dysenterie | typhoide | céréb.-spin.| Oreillons Rougeole | Scarlatine Tuehigrale eS 
= o* : 
Half-month ending: Whooping- } Diphtheria | Dysentery Enteric Cereb.-spin. Mumps Measles Scarlet Puerperal 
cough fever meningitis fever Septicemia | TYyPhus 
| Cc. 10). (ay, D. C. 1D)p C. De Cc. iD) C. De C. D. C. D 6 D. C. DE 
Total 19214 2656 1437 13781 | 337 [5230 | 485 |6880 | 612 35 16 |1844 2 15417211070 121664)2866 | 164 54 3 8 
we £929 2669 | 127 |2656 | 293 |2455 | 332 |5477 | 665 49 41 11631 5 | 7465| 388 |13243/2038 | 123 50 17 3 
tO 23 2736 | 227 |2635 | 276 |43821 | 694 |4880 | 669 29 44 13915 7 (16413| 386 | 6386] 687 | 145 59 | 385 45 
| » 1924 5718 | 283 12814 | 294 |3699 | 521 |6994 | 907 23 16 11409 2 124906) 327 | 5727) 340 | 149 73 | 229 20 
| ae 1925 5273 | 232 13469 | 352 [1754 | 245 |6013 | 682 44 22 {1089 3 |34775| 477-| 8743] 376 | 460 68 35 2 
fe Janyv.-Jan. 15 A421 ies 14 A3 4 | 449 29 o) 2 14 Cie QS eae DIAS) |e 14 6 2 0 0 
| 34 200 9 | 166 30 32 4 | 239 35 1 1 30 Oe 2379" 42 293 18 5 3 2 0 
| Févr.-Febr. 15 243 Ore 144 16 25 AN ANG 22 4 { 82 ON ADOO I 32 285 18 8 3 6 0 
} 28 233 Nh Ata) 15 26 4 | 129 21 4 oie AWAD Oe 2543) 25 304 12 6 3 3 4 
Mars-March15 129 VE} 139 13 19 4 99 24 41 0 51 042635) 39 269 18 7 2 3 4 
{ 34 224 Ameo 18 23 4 126 18 4 3 37 0 | 3234] 48 303] 16 5 4 3 0] 
Avril-April 15 445 6 125 41 OE) 2: 78 Ae 1 0 74 Ome 2054 52 ote. 4 6 4 2 0 
} 30 227 42°12449 13 32 5 83 16 4 2 50 Oi 2568) 42 303} 49 7 S 0 0 | 
j Mai-May 15 150 Srp arg AB 25 6 84 14 1 1 50 0 | 3087| 37 Sovilee 24 5 2 0 0 
34 236 Gy 4) VEN 7 35 3 76 6 0 0 54 Oh | PSOE 28) 395) 26 5 S 0 0 
Juin-June 15 315 8 102 0 42 7 719 5 4 0 43 01,4905) 23 304] 411 7 1 0 0 
30 273 14 | 109 9 82 Lowe tA 12 5 1 30 0 | 1406; 18 293) 10 7 3 0 0 
} Juill.-July 415 289 V7. 88 9 85 9 | 121 13 3 y) 19 0 888; 144 208 6 3 3 0 0 
31 277 24 104 Ue |e eS) 16 163 16 1 0 14 0 499 15 Pali lia aa liy, 5 4 0 0 
| Aott-Aug. 15 245 13 92 8 | 179 orl 238 16 1 1 16 ‘l 259 1 172 We AD 2 2 0 0 
31 260 Lome 444 LOPE L24 36 | 364 39 2 0 6 0 153 6 250 9 | 1 4 0 0 
Sept.-Sept. 415 327 10 94 Sales Pee Mtoe 38 0 1 9 0 114 1 SIS 4 11 2 0 0 
30 247 aay) SUSHD) Gees 7p | 1633 54 2 1 24 1 307 4 396) 20 6 4 0 0 
Oct.-Oct. 145 109 2 1) 156 10) Pts 18 | 486 55 1 0 45 0 579 2 SSO 20) t) Sis 4 0 0 
Bl 232 boi 203 28 93 26 | 564 56 1 fi BIR) 0 623 5 602) 18 10 4 3 0 
Nov.-Nov. 15 162 16 | 207 23 | 9 | 395 65 2 1 62 0 769 4 558 13 14 3 4 0 
30 A16 ani PAB ies 28 De De A HIS 50 1 0 95 0 899 7 608] 22 10 6 4 0 
Déc.-Dec. 15 158 Sees 34 22 By As 44 0 1 58 1 638 6 515 18 7 Q 4 0 
{ ial 445 5 | 180 19 19 0! 180 32 2 0 51 0 553 9 454 18 i] 3 A 0 | 
| 
\ Autres maladies déclarées: -— Other diseases notified : 
| Char bon Erysipeéle Poliomyélite aigué Variole 
} Anthrax Erysipelas Acute poliomyelitis Smallpox 
C. D. C. Ds C. D. C. D. 
| 1921. 0 0 2 0 14 i! 131 25 
| 1922. 0 0 0 0 3 4 GB) 0 
| 1923. i! 4 0 0 2 4 9 4 
H AGS RAGIN Rae, arse ks Tork 7 0 1 0 0 0 4 0 
| ACO Sa eom a ee coat Pavers bas) 3°86 0 0 0 0 0 0 2, 0 


| 

| P 

_ Note. Les données fournies par le Ministére de la Prévoyance Sociale sont définitives. Les rapports concernant les décés publiés par le Service d’Hygiéne ne 

Crespondent pas toujours 4 ceux publiés par lV Office Central de Statistique, par le fait que les données de 1’Office Central comprennent aussi les renseignements 
muniqués par des personnes étrangéres au corps médical, alors que le Service de Santé n’enregistre que les décés de maladies 4 déclaration obligatoire signalés 
les médecins. — The data are final as far as the Ministry of Social Welfare is concerned. It must be noted that the returns of deaths prepared by the Health 

Syvice do not correspond with those prepared by the Central Statistical Office, since in the latter are included deaths from contagious diseases reported by per- 

S(s Other than physicians, while the Health Service gives only cases reported on the forms for notifiable diseases in use by practising physicians. 
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IRLANDE DU NORD — NORTHERN IRELAND (Population: 1 280 000. HE. 30 juin 1925.) 


Sources: RAPPORTS TRIMESTRIELS, 1925; RAPPORTS ANNUELS DU REGISTRAR-GENERAL. — QUARTERLY RETURNS, 1925; ANNUAL REPOR' 
OF THE REGISTRAR-GENERAL. 


Cas — _ (Cases J 
Maladie — Disease 1925 q 
Titel) otale Tota bh tiet cits ncoene Loecr) Gant oneal Ee 
1993 | 1994 | 1995 Trimestre Quarter 1920) 71924 19 
I I] Ill IV ct 
Coqueluche 1 Whooping-cough!) — -- — — _ — —_ 185 366 311 
Diarrhée Diarrheeal 
et entérite1 diseases 1 — — — — — — ee 359 453 
Diphtérie Diphtheria 925 744 1013 2441 210 AS 370 141 143 
Dysenterie Dysentery 0 4 0 0 0 0 0 2 
Encéphalite Encephalitis 
léthargique? — lethargica ? 23 278 23 7 7 5 4 26 19 a 
Erysipele Erysipelas 190 424 172 51 37 28 56 — — 
Fiévre continue Continued fever 2 4 4 2 2 0 0 — cg: 
Fiévre puerpér.*® Puerperal fever® 22 18 7 0 0 7 0 116 64 
Fiévre typhoide Enteric fever ; : 
et paratyph. 168 127 310 93 89 74 54 65 37 
Grippe? Influenza 1 — — — — = -- — 560 316 
Méningite Cerebro-spinal . 
cérébro-spin.? meningitis? 4 6 141 6 3 2 0 9 10 al 
Ophtalmie des Ophthalmia ’ 
nouveau-nés? neonatorum ? 41 6 7 2 2 4 He — = é 
Paludisme Malaria 3 3 bi 4 0 3 4 — — ¢ 
Pneumonie* Pneumonia # 303 324 3104119 80 35 76 }11508 | 41199 ; 
Poliomyélite | Acute poliomye- — 
aigué ? litis ? 2 9 2 0 0 0 TN be ne — 
Rougeole ? Measles ? — — — — — — Poa 278 | 44 
Scarlatine Scarlet fever 1622 | 2898 | 3696 | 874 786 850 206 541 
Tuberculose, Tuberculosis, 1186 ; 
toutesformes? all forms 2 _ — — — — — — |[ 2529 | 2244 04 
Typhus exanth. Typhus 6 42 2 2 0 0 0 12 - 
Varicelle 2 Chickenpox ? 30 170 148 35 32 33 48 | —~ — ; 
Variole Smallpox | 0 4 0 0 0 0 OU] aed me: 
1 La déclaration des cas n’est pas obligatoire. — Notification of cases not compulsory. . 
* Déclaration obligatoire seulement dans certains districts. — Only notifiable in certain districts. 
8 Notification incompléte. — Notification inccmplete. ‘ 
* Comprend la pneumonie primaire aigué et la pneumonie grippale aigué. — Including acute primary pneumonia and acut 


influenzal pneumonia. 
* Données provisoires. — Provisional figures. 
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ITALIE — ITALY 
(Population: a 40116 700. E. 34 déc. 1924.) 


Cas de maladies a déclaration obligatoire signalés en 1919-1925; par semaine en 1925. 
Cases of Notifiable Diseases reported in 1919-1925; by weeks in 1925. 


Source: BOLLETTINO DELLE MALATTIE INFETTIVE NEL REGNO, RoMA. BOLLETTINO SANITARIO DEL MINISTERO DELL’ INTERNO. 


| NRG a RENTER SRE PA ORO OE OEE RES OD IDES A 


Encéphalile Fiévres Méningite |Poliomyélite : ' 
Semaine se terminant le: Charbon | Diphtérie | Dysenterie| léthargique | typhoide et |cérébro-sp.| —_aigué Rougeole nears Varicelle | Variole 
Week ending: Anthrax |Diphtheria| Dysentery |Encephalilis} paratyph. |Cerebro-sp.| Acute | Measles pret Chicken pox} Smallpox 
lethargica |Enteric fever] meningitis | poliomyelitis 

Total 1919 1498 11103 4973 — 23400 266 oe 56404 6690 — 34365 

» 1920 41712 12619 2666 a= 32487 110 — 94223 10209 — 26453 

» 1928 1295 12081 2201 278 35527 86 — 96725 11079 — 4644 

» 1922 2029 11347 1197 477 25316 66 — 46471 11965 — 534 

» 1923 2205 11183 1118 27 27626 368 — 75024 13418 = 495 

Ga» 1924 2728 15044 1062 619 27108 409 250 91460 16000 a= 430 

ae 925 1603 13845 982 526 23989 472 600 112475 {o3d7 6087 204 

Janvier — January 4 18 376 Z 3 324 5 4 1206 346 81 1 
AA 26 347 2 41 251 4 3 1754 341 ANB 3 

18 16 290 2 8 210 49) 3 1910 307 108 2 

25 24 345 4 8 230 8 8 1938 308 106 4 

Février — February 1 13 309 0 44 165 9 5 1819 328 142 2 
8 14 333 6 15 199 6 4 2295 320 94 2 
15 16 358 3 20 182 8 5 2613 340 175 3 

pe 16 307 2 AF 198 8 3 2675 294 158 Hy) 

Mars — March 1 14 308 2 20 157 5 7 2773 313 150 1 
8 21 290 5 29 126 43 5 2704 350: 196 I 

15 17 392 7 30 207 14 12 3024 249 184 5 

22 44 344 2 18 185 10 ND. 3084 295 154 2 

29 16 © 314 0 15 141 16 6 2609 244 116 3 

Ayril — April 5 12 344 3 13 167 4 8 3554 345 143 3 
i192 10 222 31 Dail 145 6 6 2629 183 87 2 

1 15 269 3 19 153 10 6 3701 376 171 4 

26 ) 244 5 ue 132 14 6 3225 3412 150 3 

Mai — May 3 Ate) 316 1 18 167 24 6 3424 234 132 L 
10 11 247 0 241 183 7 9 3226 280 164 4 

47 16 249 3 13 176 7 5 3143 284 153 ? 

24 24 229 13 14 149 15 6 3291 299 173 5 

31 20 302 7 19 245 22 17 4044 374 279 5 

Juin — June 7 21 148 3 40 WUD) 10 19 2444 229 108 7 
14° 23 217 ts) 6 242 18 16 3240 269 205 3 

21 26 136 iis) 7 194 43 16 1684 241 134 7 

| 28 aA 210 38 42 445 4 20 2743 290 205 8 
| Juillet — July. § 5 24 214 40 8 368 10 16 2227 270 108 9 

| 1s 32 173 43 5 454 2 {5 1739 205 57 2 

19 41 190 55 6 493 10 29 2073 233 108 16 
26 43 1382 53 6 678 6 42 2280 250 71 2 

Aoait — August 2 55 165 69 41 596 12 14 3407 221 122 0 

9 52 188 76 5 825 12 24 2227 203 121 2 

16 54 ANTS, 48 7 726 5 26 1598 219 33 10 

23 68 174 67 a 906 5 18 1394 255 50 6 

30 66 183 59 7 924 5 23 760 186 35 2 

_ Septembre-September 6 90 219 55 3 1032 14 47 1006 236 a bt 1 

13 39 2414 36 3 996 4 5 929 192 28 0 

20 53 204 4A 5 956 7) 18 878 253 30 2 

27 75 217 mS) 4 1001 7 9 800 297 22 4 

, Octobre — October 4 59 264 25 3 1090 9 29 4239 306 50 5 

|= 141 62 244 13 2 910 7 7 1048 308 46 5 

18 24 240 14 2 664 9 24 793 340 54 0 

25 46 290 141 “e 738 6 10 1258 317 27 4 
Novembre-November 1 16 229 14 3 705 4 16 960 254 55 3 
8 55 309 27 4 hal 14 10 fo 481 67 2 
15 30 314 8 5 710 3 10 1820 386 72 7 
22 119 306 12 6 762 6 5 4759 423 155 3 
29 20 273 8 5 512 10 1571 325 130 2 
Décembre-December 6 19 319 3 A 492 2 A 1595 320 169 0 
13 24 321 3 3 430 7 3 1638 290 137 3 
20 25 199 0 2 374 8 5 1292 263 115 1 

| 27 22 326 4 7 306 3 2 1856 306 124 9 

1926 Janvier-January 3 28 274 ye 7 280 9 1 1628 263 174 a 

a a ES ll ae i a aaa SR a SN ea Vk 1 he de EE ee 
rt ) Autres maladies déclarées: — Other diseases notified: 

Fiévre puerpérale Paludisme Pellagre Peste Rage humaine ~ Typhus exanthém. 
. | Puerperal fever Malaria Pellagra Plague Rabies Typhus 
> J 72) 247084 399 0 hl 6051* 

WD 1505 227747 256 0 39 113 

MM 1652 267589 194 19 57 60 

| a 1551 234656 303 22 82 0 

i ee 1820 188937 66 1 113 1 

rr 2141 250911 68 3 150 3 

a — — ooo 2 65 0 
__* Dont 5416 cas parmi les prisonniers de guerre. — Of these, 5416 cases were among prisoners of war. 


_@ Y compris Trieste, Pola, le Trentin, Zara et Fiume. — Including Trieste, Pola, Trentino, Zara and Fiume. 


LETTONIE — LATVIA 
(Population: 1 844 805. R. 1925.) 


Source: GConspectus Morsporum ContTaAGiosoruM IN RepuBLica LATVIENSI. 


; i Total ilk LS ai oe ee 
Maladie = Disease so te i gae | agus || Jan.| Fev. |Mars|Avril| Mai |Juin | Juil.|Aoat|Sept,| Oct.|Nov.| Dee 
Jan.| Feb.| Mar./April}| May| June] July| Aug.|Sept.| Oct.) Noy. Deg 

Cas Cases 
Charbon Anthrax 9 y 2 4 1 0 0 0 0 0 4 0 0 0 0 0 
Coqueluche Whooping-cough|} 449] 510] 479] 495 919] 68/109 | 122] 94 )437| 146). 70) 45) 33 )) Ta )yeot 
Diphteérie Diphtheria 964] 698 | 645| 594 665 || 85) 67 | 69 | 50]. 48] 56) 37 (40 Oa ocge 
Dysenterie Dysentery 1162) 913°) 444) 276 150 5 2 3 0 | 10 6 |. 28°: 64) Sse 1 
Encéph. léthar. Enceph. lethar. 6 4 0 3 A 0 0 0 0 0 1 0 0 0 0 0 
Erysipele Erysipelas 24 23 23 4} 48 8 6 “ 3 5 4) 0 6 0 0 0 
Fiévre puerpér. Puerperal fever 18 23 22 24 26 4 2 1 5 2 4 1 a 4 i! 1 
Fiévre récurr. Relapsing fever 275 116 10 3 7 0 0 0 0 0 1 0) 0 0 1 0 
Fiévre paratyph. Paratyph. fever)| 449) | 4014 | 1043 24 10 0 0 1 1 0 0 3 2 2 0 1 
Fiévre typhoide Typhoid fever { 1546 997 || 98] 62] 78] 64] 55] 74) 87 |) 436) 4S3q ou mag 
Grippe Influenza 14} 226 234 97 38 e en dias CSS th ih 0 0 0 0 0 0 0 
Lepre Leprosy 28 24 37 16 13 4 4 0 0) 1 1 1 2 2 3 0 
Méningite céré- Cerebro-spinal 

bro-spinale meningitis 31 22 He) 20 34 0 0 4 4} 12 2 4 0 1 1 | yee 
Oreillons Mumps SI 14 847 je b29 907 || 95 | 243 | 204 | 163 | 53} 35] 13) 10 Me Ri eg Be 
Paludisme Malaria 1:92 66 50 15 0 0 0 0 0 0 0 0 0 0 0 0 
Rage humaine Rabies 20 15 a4 14 16 0 2 3 1 3 0 1 0 3 0 2 
Rougeole Measles 3062 | 7451} 345] 1592 | 3560 |] 252 | 338 | 435 | 466 | 743 | 445 | 226; 68) 102; 110 | 117 
Scarlatine Scarlet fever 4532 | 1598} 1555 | 1450 | 2767 | 313 | 329 | 262 | 296 | 201 | 199 | 151 | 110 | 145 | 184 | 244 
Tétanos Tetanus 3 2 0 a A 0 0 0 0 0 1 0 0 0 0 0 
Typhus exanth. Typhus 1288 | 1480 | 430] 290 96 |). 33: At 4| -12 5 9 6 3 a 2 0 
Varicelle Chickenpox 32 70 55 23 9 a 3 1 2 0 0 0 0 2 0 0 
Variole Smallpox 255 | 160 23 25 47 5 1 3 0 3 4 4 0 0 0 0 

Autres maladies déclarées: 1 cas de choléra asiatique en 1921 ; 2 cas de scorbut en 1922, et 1 cas de rubéole en 1924. — Other diseas 


notified: 1 case of Asiatic cholera in 1921 ; 2 cases of scurvy in 1922, and 1 case of German measles in 1924. 


LUXEMBOURG — LUXEMBURG 


—— = fa Fn 4 
; Ls ed KS 
Egg noting ’ 


(Population: 267 767. E. 34 déc. 1922.) 
Source: Rapport DU D&PARTEMENT DE LA SANTE Pusriigue. — Report FROM THE PuBLtic HEALTH DEPARTMENT. 
1925 } 


Total | Total | Total-| Total | Total a ee 
Maladie — Disease 4924 | 1922 | 1923 1:1924 | 1925 | Janv.| Fév. | Mars | Avril | Mai Juin | Juill: |} Aott | Sept. | Octa ie nove 
Jan. | Feb. |March! April | May | June | July | Ang. | Sept. | Oct. | Nov. 


foo 


Cas Cases a 
Charbon Anthrax ) 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Coqueluche Whooping-cough i) 22 18 U5) 17 0 3 2 1 3 4 4 2 0 1 3 
Diphtérie Diphtheria 1 aD 58 52 76 3 14 i) 10 3 & 3 2 4 12 1 
Dysenterie Dysentery 0 0 1 0 0 0 0 0 0 0 0 0 0 0 (heey 0 
Encéphalite Encephalitis 

léthargique lethargica 4 0 0 1 4 0 0 1 0 0 0 0 0 0 0 0 
Fiévre puerpér. Puerperal fever 17 13 9 10 3 0 0 0 0 0 0 0 0 2 1 0 
Fiévre typhoide Enteric fever 157 96 4h 79 48 2 0 3 3 5 3 3 18 0 2 5 
Méningite Cerebro-spina! , 

cérébro-spinale meningitis 3 0 4 1 0 0 0 0 0 0 0 0 0 0 0 0 
Scarlatine Scarlet fever 157 29 23 52 byl D 4 1 5 9 3 2 2. 7 6 6 
Tuberculose Tuberculosis 

(Décés) (Deaths) = == — i 3a 0 0 0 3 3 | 3 6 0 0 | 5 6 


ag hh ae 


LITHUANIE — LITHUANIA 
(Population: 2 062 0388**. H. 34 déc. 1924.) 


Sources: Raeports DU DEPARTEMENT DE LA SANTE PUBLIQUE. — REPORTS FROM THE Pusiic HEALTH DEPARTMENT. 
CT ae ee 
Total | Total | bee 
aise Disnase ota otal] Total} Total | Total Ais cri Jy Le SET Ee ae re a 
Jan.| Fév.|Mars|Avril| Mai | Juin] Juil.|Aout|Sept.| Oct.|)Nov.| Déc. 
1921 | 1922 | 1923 | 1924 | 1925 || Jan | Feb.) Mar.)April] May|June| July|Aug.|Sept.| Oct.|Nov.| Dec. 
| 
Charbon 7 Anthrax Ci; — 3 14 2 5 | 0 0 0 0 0 1 2 4 0 0 1 0 
iby — 0 3 0 4 0 0 0 0 0 0 1 0 0 Ose <0 0 
Coqueluche Whooping-cough C. — == tt3i | 573 398 |,.18| 39] 46] 16 Dit) VO Sis 2 eee lene 4 | 49 
10% — — 414 18 3 0 0 0 0 0 0 0 0 1 1 La G 
Diphtérie Diphtheria C. a Jes tO temas wee ea toc ne tees Orme 4, 1. <46)) 421° 40 1:19 eee tel 23 I Ae 
; 1 a eee 45 42 h 14 Teer omar: 1 OL 0.| ie eeoneaedan 2 | ag 
Dysenterie Dysentery Gh} 1463 59356 3184) 480 109 0 4 4 4 6 Pees): Soo meae 2 0 0 
. 1B). 23 2 AG 30 14 0 0 0 0 0 Z 0; 40 2 0 0 0 
|| Encéphalite Encephalitis C. — —— 72 8 5 3 0 1 0 0 0 O20 0 4 0 0 
léthargique lethargica 1): - — 8 1 1 1 0 0 0 0 0 0 0 0 0 0 0) 
Erysipéle Erysipelas C. — — SDAIN eS 23Gr me oueeote) AO}, 2249 1°46) 386 oul ete p15)" 25 
D: _ —— 4 al 0 0 0 0 07)-.0 0 0 0 0 0 0 0 
Fiévre puerpérale Puerperal fever C. ~~ --- NSOa ASD 4 Gd APSA Pon ad 401 (- 10 AE By 8] 414 8 8 Gn) 19 
1D — —- 11 8 7 i] 0 0 1 4 0 4 4 0 0 1 ff 
Fiévre récurrente Relapsing fever C. | 1031 | 910 13 141 9 0 0 0 0 6 3 0 0 0 0 0 0 
Abe 19 24 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 
Fiévre typhoide Enteric fever CG. | 1277| 1440} 799| 758 | 615]| 38] 86] 63] 30| 44] 44] 41] 70| 80-4 82] 44) 46 
D. 52 33 34 30 Prd) 4 0 3 0 4 3 4 4 2 3 3 1 
Gale Scabies G. — — 1803 | 1406 822 Fone GOMMNO Sie AL [he oy7 69 AQ) | D6: OM ROOn be Ohi mom 
Grippe Influenza Cy —— —- 3504 | 2854 | 2780 |) 402 | 276 1/272 | 263) 247 | 452 | 160 | 194 |-243 | 164 | 4167 | 2738 
D. — — He Af 10 3 0 41 Bs 0 0 0 0 0 4 2 1 
Méningite céré- Cerebro-spinal  C. -— 20 13 15 LAN 0 0 3 4 3 3 4 2 0 0 | 1 0 
bro-spinale meningitis D.| — 5 3 | 0 0 0 0 0 0 0 0 0 0 0 0 0 
Oreillons © Mumps Ge —: ao 88 88 126 Oe et ea) J} D 1 3 2 2 30 13 14. 
Paludisme Malaria GC: = —- 105 65 34 2 3 0 3 OF LO) 4 fh 3 ) 1 A 
Rougeole Measles. C. os --- Be le 2OS Ie 1Oee |W eOSeZ ON eed ee s0S et 24 G31 57)1- 36) PSA ios). - LO D 
Ve D. — — il 63 AG) 3 7 3 7 Ys 0 2 3 1 0 4 0 
| Scarlatine Scarlet fever C. —— 437 230 399 WM 50a WAS ede Ono ont 37 pe Si 73 | 101 | 149 |.154 | 180 | 1838 
De 26 41 25 97 Peres Gee he. 6 |) S| 12 | ead Ge pag 
Trachome Trachoma Ge — — ADG6L NDS ISVS LOGnAeoie2so Wehot W414 1226) 42) 148 | 1S2aetoonetos | 291 | 
Tuberculose Tuberculosis C. — — | 3653] 3396 | 2649 || 300 | 208 | 278 | 275 | 253 | 262 | 147 | 250 | 151 | 149 | 158 | 218 
| 1B — -— 70 126 95 ANZ ell 7 2 8 5 3 9 8 5 (il A 
| Typhus exanth. Typhus Ci: 3004 | 3409 830 618 Bon Dae? J aoe 48, 2 40 4 i 5 8 1 6 14 | 
D. 167 226 60 54 A 2 0 1 4 2 A 0 0 1 0 0 fi 
Varicelle Chicken pox (Ge a a 36 46 178 By || GE) 8 7 20 0 4 0 4 2 e246 ofa 
| Variole Smallpox CP ue1 035 1.345 25 58 12 2 0 1 A 1 0 0 3 0 1 0 0 
D. Ae 30 0 AN 0 0 0 0 0 0 0 0 0 0) 0 0 0 
_ Chancre mou Soft chancre C. ao — 99 80 37 0 2 5 3 2 0 0 2 Th S20 1 1 
_ Gonorrhée Gonorrhcea Gy —— — 577 718 785 Dae Omen Cee liner OF a Sv Lae wien Gs! CHE Sas aoy) 
| Syphilis Syphilis C. — — 580 7130 677 51 Dt Fie VAY GY, 50) ee 22, |) (64) eae Osseo Unieeoe 
Autres maladies déclarées: —- Other diseases notified : 
; 1924 1922 1923 1924 1925 
Botulisme. Botulism C. 0 0 2 0 1 
Choléra asiatique. Asiatic cholera C. 35 0 0 0 0 
Diy el 0 0 0 0 
Lépre. Leprosy C. 0 0 1 0 1 
Rage. Rabies D. 0) 0 0 0 1 


** Territoire de Klaipéda non compris. — Klaipeda Territory not included. 


* Un décés en 1922. — One death in 1922. 


(Population: 


(Population : 223 088. 


MALTE — MALTA 


Source: VERSLAGEN EN MEDEDEELINGEN BETREFFENDE DE VOLKSGEZONDHEID. 


Maladie 


Diphterie 
Dysenterie 


Encéphalite 


jéthargique * 


Disease 


Diphtheria 
Dysentery 


Encephalitis 
lethargica* 


Fiévres typhoide Enteric fever 
et paratyphoide 


Méningite 


cérébro-spinale 
Poliomyélite * 


Scarlatine 


Typhus exanth. 


Variole 


* A déclaration obligatoire depuis le 21 septembre 1923. 
a Données pour la période du 21 sept. au 31 décembre 1923. 


Cerebro-spinal 


meningitis 


Poliomyelitis * 


Scarlet fever 
Typhus 


Smallpox 


yasavasavayavasaye 


Total 
1921 


** Données provisoires. — Provisional data. 


Total 
1922 


Total 

Total | Total 
19apy iA ioady | bens ens eee 
4134 4451 4719 480 470 
231 237 257) 28 42 
7 40 180 1 ul 
4 i) iyo; 0 0 
— 35 1 10 
41a 14 3 9 
1391 1187 1159 19 OW. 
175 164 Sit 9 7 
411 106 145 10 6 
67 56 67 0 7 
6a 3 32 4 0 
19 9 1 1 
SOT 6635 | 11628 827 740 
28 54 445 8 9 
14 1 0 0 0 
1 0 0 0 0 
2 3 Q 0 1 
0 0 0 0 0 


PAYS-BAS — NETHERLANDS 
7 358 365. E. 1 juill. 1925.) 


Mars | Avril 
Feb. | Mar. | April | May | June] July | Aug.!Sept. 


470 


EB. 34 déc. 1924.) 


i 
— = i) pa) 
SON ewNn ee 


o> 
ie} 
SOSOD POUND 


Mai 


407 
23 


— =~ 
SSSSCOFNUNEAEOOKR 


1925 


Sources: RAPPORT ANNUEL DU BUREAU DE SANTE PUBLIQUE. — ANNUAL Report FROM PuBiic HEALTH OFFICE. 
Rapports DU MINISTERE BRITANNIQUE DE SANTE. — ReEporTS FROM THE British MinistRY oF HEALTH. 
1925 
: : Total | Total | Total | Total 
Maladie — Disease 

1922 ) 1923 | 1924 | 1925 || sany | wévr.| Mars | Avril| Mai | Juin |Juillet| Aodt | Sept. 
Jan. | Febr.|March| April| May | June | July | Aug. | Sept, 

Coqueluche Whooping-cough C, a 7d 501 22 7 3 2 0 0 4 uy 1 1 
D. 0 33 53 0 0 0 0 0 0 0 0 0 0 

Diphtérie Diphtheria C. Q7 15 39 64 7 5 7 6 4 0 ZI 0 5 
D. 11 2 10 41 2 2 2 0 1 0 0 0 1 

Encéphalite Encephalitis CG 2) 0 40 Q7 7 5 4 1 3 2 0 us ik 
léthargique lethargica D. 1 0 41 8 1 1 2 0 0 2 4 0 0 
Erysipéle Erysipelas C. 64 57 61 63 4 4 8 Q 7 5 8 4 5 
De 4 1 5 6 0 1 1 0 0 1 1 0 0 

Fiévre ondulante Undulant Fever OC. 1102 | 1060 940 662 36 21 25 39 62 87 95 90 69 
D. 59 44 49 42 0 4 0 3 0 7 7 9 7 

Fiévre puerpérale Puerperal Fever’ OC. 33 23 33 Q4 Q 0 2 6 y> 1 Q 0 4 
Dp? vy) 8 13 8 1 0 1 3 0 0 0 0 hag 

Fievres typhoide Enteric Fever C. 438 273 307 278 8 5 mB 3 7 11 24 27 66 
et paratyphoide iDy. 54 26 Al ea, 1 4 4 0 1 0 0 6 5 
Grippe Influenza C. O22 159 798 583 5 36 423 105 5 4 0 0 0 
D. 46 5 22 Ly 0 2 7 7 1 0 0 0 0 

Paludisme* Malaria* G: 12 5 8 7 3 1 1 0 1 1 0 0 0 
Pneumonie et Pneumonia and C. aed 89 124 170 16 28 37 19 7 13 8 Ee 8 

broncho- broncho- 

pneumonie pneumonia D. 78 51 81 60 5 4 13 9 6 2 1 9 0 
Poliomyélite aigué Acute poliomyelitis C. 0 2 0 df 0 0 2 0 0 1 0 0 2 
Rougeole Measles C. 4 0 567 144 22 0 1 3 1 8 14 2 1 
i), 0 0 17, 3 0 0 0 0 0 1 0 0 0 

Scarlatine Scarlet fever CG: 143 38 6 29 0 0 0 2 7 4 4 6 1 
D. 3 3 0 0 0 0 0 0 0 0 0 0 0 

Tuberculose Pulmonary Cc. 222 207 Sapa Q74 Q4 ae) 18 20 26 22 38 12 25 
pulmonaire tuberculosis D. 181 180 181 139 18 9 14 14 18 9 Ad 44 13 
Trachome Trachoma Cc. 833 | 1282 488 542 31 36 22 zo 22 26 35 48 70 
Varicelle Chickenpox C. 38 54 30 13 1 2 10 13 15 38 18 9 4 
Variole Smallpox C. 1 0 0 84 0 0 0 6 1 i) 4) 4 0 
D. 0 0 0 | 46 ho 0 0 2 { 1 0 { 0 
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377 | 332 | 250 
13 17 10 
1 9 34 

0 0 6 

6 5 6 

6 4 3 
UP arE PAO eRe n as 
14 19 17 
7 9 3 

4 10 3 

1 2 5 

0 0 1 
709 | 878 | 935 
8 10 9 

0 0 0 

0 0 0 

0 0 0 

0 0 0 


Notification compulsory since September 21st, 1923. 
Data given for period from Sept. 21st to Dec. 31st, 1923. 
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NORVEGE (villes) — NORWAY (Towns) 
j (Population: 798 260. HE. 34 déc. 1924.) 


Source : RAPPORT SPECIAL POUR LES ANNEES 1921-1924. 
SUNDHETSTILSTANDEN I BYERNE, 1925. 
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SpEcIAL REPORT FOR THE YEARS 1921-1924, MAANEDLIG OVERSIGT OVER 


4925 
pelea BY Tota! | Total | Total | Total | Total 
pr otadie ——- Disease 1921 | 1922 | 1993 | 1924 | 1995 || Jan. | Fév. | Mars|Avril | Mai | Juin | Juil. | Aoat | Sept.| Oct. | Nov. | Déc. 
*e ** ret Jan. | Feb. | Mar. | April | May | June| July | Aug. | Sept.} Oct. | Nov. | Dec. 
Angine Tonsilitis C, 10559 | 141489 | 11205 9973 1 12432 [1108) (4155 4104 918 |1016 825 518 684 945 114820 |13822 |1185 
‘ D. 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Bronchite aigué Ac. bronchitis C. 68990 | 67685 | 49289 | 53666 | 53145 1/6640 |5905 15397 |4618 |4230 |3535 |2256 363 13413 |4426 14952 j)5410 
| D. 345 437 140 109 113 1 15 18 8 13 14 8 4 1 4 12 
| Diarrhée aigué et Acute diarrhcea and 
choléra nostras cholera nostras C. | 13171 | 11089 7437 | 12197 | 41949 1) 790 | 742 | 629 | 616 | 736 | 867, 11515 |2309 41539 |} 941 718 | 607 
D. 143. 107 4 70 6 9 4 3 2 6 8 vif 8 7 4 4 6 
Coqueluche Whooping-cough C. 2624 6607 4580 2487 4468 370 426 378 434 516 509 285 Q77 336 303 a2 305 
De 54 94 38 414 28 2 3 3 4 3 2 0 0 0 0 ! 
Diphtérie Diphtheria C. 2000 877 826 644 533 69 41 28 33 30 34 3 57 31 50 75 46 
De 78 33 Oe 15 Re 4 1 2 0 0 4 3 3 1 1 a { 
| Dysenterie Dysentery C. 166 106 24 36 327 12 4 4 0 4 2 42 | 194 36 5 6 18 
iD: Q 1 0 0 5 2 0 0 0 0 0 0 0 1 0 2 0 
| Encéphalite léth. Encephalitis 1. C. iH) fa 10 10 14 2 4 3 0 1 0 4 4 2 0 0 0) 
Dp 13 0 zl 2 3 0 1 ‘ 0 0 0 1 0 0 0 0 0 
_ Erysipéle Erysipelas C. 830 800 815 6 82 812 69 4k 46 75 74 48 43 50 64 | 118 90 91 
D. 25 41 20 13 19 2 0 3 4 3 1 0 2 0 0 1 a 
| Fiévre puerpérale Puerperal fever C. 47 30 34 34 34 2 5 hi P) 4 { 0 0 5 4 2 4 
D. 7 13 Ae 9 5 0 4 0 0 4 4 0 0 1 0 0 1 
Fiévyre typhoide Typhoid fever C. 607 223 170 161 407 15 7 36 aa 84 | 165 26 ae 42 22 10 7 
D. Qi 49 il a a? 0 3 1 1 4 2 0 Ps 0 0 1 1 
Grippe Influenza C. 7131 | 59472 | 23784 | 10435 8550 |1556 11621 11167 173 633 283 154 272 313 466 585 727 
10 13 21:2 1314 53 11 1 4 1 2 0 1 4 0 0 0 0 1 
_ Méningite Cerebro-spinal 
cérébro-spinale meningitis  C. 16 7 12 8 12 0 0 Q 4 4 4 4 { 4 0 0 { 
D. x 4 a 5 5 0 0 1 1 1 1 0 0 1 0 0 0 
Oreillons Mumps Cc 3738 783 531 950 461 415 96 73 48 28 19 9 (lA 13 14 8 26 
Dp 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Paludisme Malaria C. 10 14 12 5 14 0 1 1 0 4 4 0 { vy) 2 { 4 
if 1 i 0 0 1 0 1 0 0 0 0 0 0 0 0 0 0 
Pemphigus des Pemphigus of 
nouveau-nés new-born C. 68 32 45 23 21 3 2 1 0 1 1 1 4 4 4 3 0 
| Di 3 4 1 0 2 1 0 0 1 0 0 0 0 0 0 0 0 
_ Pleurésie Pleurisy C. PaaS, 2195 1828 1960 1907 190 499 194 190 187 142 124 116 137 134 139 155 
iO). 25 34 12 10 14 1 0 0 3 4 0 3 4 it 4 2 1 
Pneumonie Croupous 
| croupale pneumonia (GC, Ros 3031 2311 2432 1949 214 208 225 216 255 138 73 55 81 139 138 207 
} D. 334 401 348 313 264 30 26 26 30 4:5) 24 14 9 415 19 30 32> 
 Poliomyélite Acute C. 4 6 19 13 87 0 0 2 0 0 45 16 26 19 7 Q 0 
| aigué poliomyelitis D. 1 4 4 1 8 0 0 0 0 0 0 0 a ?) 1 0 0 
| Rhumatisme Rheumatic 
} articulaire fever C. 1057 1283 4281 1036 1070 98 91 97 104 122 ue 47 61 83 88 140 107 
| D 11 13 13 10 5 0 0 0 0 4 0 1 0 4 1 1 0 
- Rougeole ’ Measles C. 6641 3957 2150 6212 3724 5Rd 774 708 505 362 208 122 29 26 131 164 1414 
} D. 33 31 10 28 18 2 1 8 3 2 2 0 0 0 0 0 0 
_ Rubeole* Rubeola* C. 241 174 553 1067 OTe 22 25 18 26 10 19 8 11 18 16 55 45 
Scarlatine Scarlet fever Ce 469 908 1108 643 556 63 44 49 60 45 33 16 28 42 67 63 46 
| D 1 8 4 uf 2 0 0 0 0 0 0 0 0 0 0 1 1 
| Scorbut* Scurvy* C. 4 4 2 1 2 0 0 0 0 4 0 0 0 0 1 0 0 
| Septicémie, Septicemia, 
pyémie pyemia Cc 135 bal 83 719 110 9 8 7 41 4 8 4 6 18 16 8 11 
D. 72 66 36 44 57 5 3 6 5 2 2 5 3 7 8 4 7 
| Typhus exanth. Typhus C. _— 3 0 0 3 0 0 0 0 0 0 1 0 0 0 4 l 
D. — 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
- Varicelle Chickenpox C. 2356 1730 1409 1632 2191 171 187 189 199 203 155 83 76 387 181 341 319 
Variole Smallpox C. 1 0 0 0 1 4 0 0 0 0 0 0 0 0 0 0 0 
| Chancre mou* Soft chancre* C. 487 4Q7 278 230 194 18 15 16 42 25 15 22 12 16 14 17 12 
Gonorrhée* Gonorrhea* Cy 4245 3979 3655 3636 3590 257 305 263 Q47 243 338 296 339 350 369 355 220 
| Syphilis Syphilis C. 1285 1138 906 837 803 69 88 81 68 54 59 43 65 75 79 82 40 
| D, 8 28 13 5 i) 1 2 2 0 0 4 2 0 4 0 0 0 


* Pas de décés, 1921-1925. — No deaths, 1921-1925. 
** Données provisoires. — Provisional data. 
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| ROUMANIE — ROUMANIA 

: (Population: 17 216 000. E. 4 janv. 1925.) 
| 

“Source : ANALELE (BULETIN OrFrciAL, MiInistERULUI SAHATATI St OcrotirILor SOcrALE). 


Maladie — Disease Total |Total | Total) Total | Total||Janv.| Févr.} Mars |Avril | Mai | Juin | Juil. Aofit | Sept.} Oct. | Nov.] Déc. 

4 1924 [1922 | 1923 | 1924 | 1925]}) Jan. | Feb. | Mar. | April May | June} July | Aug. | Sept.| Oct. | Nov.| Dee. 

| Coqueluche Whooping-cough Cy 6527| 9615/18872)14406|17599||1094 | 727 | 944 859 11286 12245 12778 12164 |2029 11293 11395 | 788 

| Dy 406 660] 1416 975) 4432 Shs 42 79 104 62 88 114 221 163 US) 94 58 

Diphtérie Diphtheria C. 3050] 1519] 41445) 1289) 1460]] 169 | 157 | 116 87 97 70 67 SOU OS Ne 166 | 175 1) 468 

D. 312] + 220 159 186 200 26 26 26 16 18 4 9 10 al 19 34 30 

Dysenterie Dysentery Cc, 2958 995} 1391] 1420 979 14 7 9 14 20 52 256 310 178 65 43 11 

D. 20 ty TTS e289 1192) 425 0 0 0) 0 4 5 3 37 26 6 8 3 

Encéphalite léthar. Encephalitis lethar. C. 37 0 0 20 2 4 i 2 4 3) 1 0 0 

10.6 — —_ = ae 18 0 0 6 3 i ul 1 4 2 0 0 0 

Fiévre récurrente Relapsing fever C. 484| 444 152 49 34] 8 3 4 { a a 6 0 0 0 0 0 

D. 84 8 a i 0 0 0 0 0 0 0 0 0 0 0 0 0 

Fiévre typhoide Enteric fever C. 6777) 5954) 5277) 8276) 7437/1072 | 367 | 258 | 164 | 158 | 223 | 407 | 994 |1338 LQ203 WELT | £79 

D. 833 627 564 909 792 719 43 43 19 16 As) 34 81 122) 1419 128 90 

Scarlatine Scarlet fever C. 43670/ 29027) 23706 |19029/1256212851 14445 995 548 656 542 473 664 |1047 113814 11370 920 

! 1B) 5910} 4075) 38048] 1700 878]| 108 98 94 62 60 45 Sh) 55 58 110 89 64 

Typhus exanthém. MTyphus C. 8189) 3902) 5173] 3312] 18921] 287 37) 369 153 ae 130 74 34 oid 43 39 125 

| Dis Qo o 2 hem OtOlees Tees ZO Shand 6 38 37 seed 34 15 9 a 2) 4 5 14 

| Variole Smallpox Cc PLE sSOD 89 9 28 13 8 2: 0 0 1 0 1 0 2 1 0 

Ds 560! 153 141 1 Q 0 0 1 0 0 0 0 0 0 0 4 0 
SS 


XOYAUME DES SERBES, CROATES ET SLOVENES — KINGDOM OF THE SERBS, CROATS AND SLOVENES 
\ ieee (Population : 12 017323. R. 34 janv. 1921.) 


fources: RAPPORTS SANITAIRES HEBDOMADAIRES. — BULLETINS MENSUELS DU MINISTERE DE LA SANTE PUBLIQUE, BELGRADE. 


WEEKLY RETURNS AND MontHiy Reports From THE MINISTRY OF PUBLIC HEALTH, BELGRADE. 
\ 


ee SS lS SSS SSMS 


Total | Total | Total | Total | Total 1925 
Maladie — Disease Janv.| Féy. |Mars |Avril | Mai | Juin | Juil. | Aotit | Sept.) Oct. | Nov.| Déc. 
| : 1921 | 1922) 1923 | 1924] 1925]) Jan. | Feb. | Mar. | April] May | June] July | Aug. | Sept.|.Oct. | Nov. | Dec. 
Charbon Anthrax Cc, 350 617 — = 501 24 19 14 Q4 30 38 44 79 89 67 33 3 
| 13% 45 89 _— = 69 5 4 1 4 1 5 3 il) 14 8 7 5 
' Coqueluche Whooping-cough C. — — | 3962| 4664] 5413]! 466 | 710 895 260 289 567 454 390 485 265 4415 217 
| D. == —— 198 ub) 259 35 42 44 Q4 ae 14 10 12 40 5 6 6 
_ Diphtérie Diphtheria C. 2667) 1935) 1963} 1635] 15601) 129 | 123 103 149 142 91 84 841 130 198 “Reba 159 
! Ds 349 290 313 282 237 ay 20) 22 20 10 4 14 7 19 28 25 31 
._ Dysenterie Dysentery Gi 13279| 2878) 3977| 3084] 1311 26 27 16 14 16 77 223 301 307 195 92 ley 
D. 2392 371 637 345 153 8 3 1 4 1 4 25 28 45 25 14 i 
_ Encéphalite léthar. Encephalitis lethar. C. 60 15) — = 38 3 il 11 Q 0 4 4 3 2 1 0 1 
Dr 15 4 == — pe 2 1 y2 2 1 0 i 4 0 1 { 
. Erysipéle Erysipelas G: Feel lea | oll hae PAT TS 84) hey Pe asel oerl ) 89715 98 [* 83.) 61 | 108 | Tia Miadee: 1496 
D. — = — = 46 yi 1 3 3 6 2 3 5 7 7 2 
| Fiévre récurrente Relapsing fever C. 69 21 13 15 15! 4 1 0 0 0 0 0 4 14 0 0 4 
D. 4 6 0 0 0| 0 0 0 0 0 0 0 0 0 0 0 0 
Fiéyres typhoide et Enteric fever C. 4617) 3906] 3549} 6403) 4209) 376 | 266 | 206 | 165 | 137 | 241 | 254 | 405 | 665 | 697 | 497 | 300 
paratyphoide D. 614 504 493 714 498 68 30 29 30 14 26 28 38 52 66 (ta! 46 
_ Lepre Leprosy Cx a —= == = 9 4 0 0 0 0 0 4 0 4 3 0 0 
' D. | | i 4 0 0 0 0 0 0 0 0 0 0 0 1 
| Méningite cérébro- Cerebro-spinal C. 59 65] — -— 120 8 18 19 15 16 12 7 3 7 5 4 6 
spinale meningitis D. od 0) = = 48 2 7 6 5 7 5 9) 0 1 3 1 2 
Morve Glanders Ci — — — = 6 0 0 0 0 2 0 3 0 4 0 0 0 
Di — = ae —- 5 0 0 0 0 4 0 3 0 1 0 0 0 
Rage Rabies C. —/| —| —| — 1 4 5 0 4 0 0 3 1 0 4 0 2 1 
De oa — — — 14 3 1 2 0 0 3 1 0 4 0 2 4 
u Rougeole Measles (OS 25265] 5084)13087/24655 15568) 1720 {1880 |2326 12299 |2694 |1338 566 78 166 964 652 885 
D. 589 203 219 342 263 34 27 44 4) Bi ae 34 6 4 4 6 6 
Scarlatine Scarlet fever (Op 15221|/18048/16521/10107} 8743]| 960 | 766 799 614 571 453 404 439 820 11028 |1021 868 
Dy 2774) 3997) 3669) 2027) 1787)| 242 | 150 173 122 119 115 77 95 174 184 185 184 
i Tétanos Tetanus C. a ae — _ 254 9 9 13 42) 26 20 36 36 40 28 16 9 
10}, — — Ss — 130 3 ‘A 6 ii 12 13 A 15 22 13 14 3 
Typhus exanthém. Typhus C. 1054 ses LN! Sie 388 36 54 26 45 107 80 15 4 3 5 3 13 
i D. 133 26 49 22 53 1 7 0 7 19 16 2 0 0 Hi 0 0 
| Variole Smallpox C. 2119 728] 1042 330 14 4 2 1 2) 0 0 0 0 0 3 1 1 
i Dy 483| 165] 198 64 3 1 0 0 0 0 0 0 0 0 1 0 4 
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SUEDE — SWEDEN 
(Population: 6 053 560. E. 34 déc. 1925.) 


Cas de maladies a déclaration obligatoire notifiés en 1919-1925 ; par quinzaines en 1925. | 
Cases of Notifiable Diseases reported in 1919-1925; by half-months in 1925. | 


a , E , r p B | 
Sources: TABLEAU RESUME DES RAPPORTS RELATIFS AUX KPIDEMIES, 1925. RAPPORT SPECIAL POUR LES ANNEES 1919-1924. — SPECIA) 
REPORT FOR THE YEARS 1919-1924. 


a RE eT 5 a — = z | 
| .[ 20 O13 | 85 Syphilis acquise |.4 | 
os | 2@> (83s SE 5 Pie ee 5 2 2! © S 3 # | » s | Acquired syphilis & “a 
Pan aes Seo aq8 oN 2 Ag a 3/86 Be ee o Qon 
Quinzaine Seo) SS (S-67,| Fee ee Ss) 2 ee lie es eee eee BR o ge 
as aS 5-4) P28 28 A= = 3S 6¢ Sw ies Ss hy SO a= | 2iog 
Half-month BS | 22 |OSe\ 2b S| be |SeR) e4s| se | gs a2 | es |/udg) $ aoe 
Be | 25 (S28) 252/ 08 |S24/2°2| $3 | Ge) S5]/88)88| 2 lee 
Q1}AA lex sls a aei| Ss & fers SB On Pa oO e oe i 
Als B5|§s Se ee Ao | aw lz J 
| | 
Motale191O Rs samc say 40514 53 — 3826 |210000 116 820 ; 9310 | 3327 |20651 | 3363 | 2613 | 5976 
3 10200 Je serene 26448 71 352 | 1266 165194 102 181 | 9750 | 1237 |14996 ; 1756 | 1528 | 3284 
paw O21 ae. onare ener 15133 425 | 1542 | 1423 {20569 120 141 | 9264 879 |12646 | 1347 940 | 2257 
30 19228 ee its 6610 63 192 896 |92674 Ih) 112 |10718 513 |10958 807 648 | 1455 
» OD Bare a aa 4840 37 530 808 |18032 85 309 (10829 295 (10337 579 542 | 1087 | 
yet, LO2GR, a2. meee 4240 82 318 | 1401 |30519 115‘| 656 |10882 215 |10197 484 369 853 
+2. G1O2 ba eae 3822 106 186 | 1467 |13466 4124 505 110660 226 |11364 399 277 676 
Janvier January 4-45 220 3 4 48 230 2 24 540 Ji | 476 24 9 30 
16-31 238 3 10 45 346 4 13 589 10 470 22 11 33 
Février February 1-15 215 2 9 41 | 285 4 13 | 546 7) eA 17 7 24 
16-28 475 3 8 36 324 4 7 ALL: “) 383 20 10 30 
Mars March 1-15 177 0 11 26 | 505 3 Bo eae 3 6 | 395 17 10 27 
16-31 Ae 4 14 44 | 1698 10 7 476 5 382 2D 10 35 
Avril April 4-15 125 2s 8 13 21998 7 6 439 10 339 10 10 20 
16-30 144 0 7 21 | 1664 9 7 467 13 394 15 10 25 
Mai May 4-15 420 4 3 AA 473.1 6 2 479 8 442 13 10 23 
16-31 84 1 5 23 | 1366 6 10 499 12 410 9 16 25 
Juin June 4-15 97 0 4 46 899 5 6} 4385 15 4419 13 9 22 
16-30 98 5 10 405 362 6 7 337 6 450 9 11 20 
Juillet July 1-15 106 6 14 136 ay 13 2 282 6 455 7 7 14 
* 16-31 90 4 6 70 79 6 bat 251 44 i 9505 13 15 28 
Aout August 4-15 100 6 8 63 641 4 18 284 2A 5-S8b 15 9 24 
16-31 183 341 9 114 AY 4 66 293 14 | 566 18 14 82 
Septembre September 1-15 185 9 10 841 42 5 59 | ° 325 6 | 606 17 17 34 
16-30 134 4 13 80 Da 3 79 O20 1 Age GA 8 6 14 
Octobre October 4-15 156 z 12 32 82 4 53 549 17! 584 18 aU 28 
16-31 220 20 4 44 190 6 45 616 10 | 558 17 19 36 
Novembre November 1-15 202 0 5 37 196 A 24 556 8 | 499 | 22 11 33 
16-30 231 2 2 30 264 3 29 074 44 502 28 14 42 
Décembre December 1-15 | 497 o} 42]. 19] 375|- 2| 401]° $98 | egy oes | 26; 20| 46 
16-31 155 1 4 27 538 4 7 370 12 | 450 10 12 31 


4919 1920 1921 1922 1923 1924 1925 eS 
Variole -—— Smallpox 7 11 2 0 0 4 0 
* Données provisoires. — Provisional data. 


TCHECOSLOVAQUIE — CZECHOSLOVAKIA (Population: 13 982726. H. 34 déc. 1923.) ' | 

| 

Sources: RAPPORTS SPECIAUX DU MINISTERE DE LA SANTE PUBLIQUE ET D’ EDUCATION. — SPECIAL REPORTS FROM THE MINISTRY OF PoE 
Heatta anp Epucation, 1921-1924. — RApporTs SUR LES MALADIES EPIDEMIQUES DANS LA REPUBLIQUE TCHEGOSLOVAQUE, 1925. 


ee 


1925 7 


Total | Total | Total | Total | Total 


Meladigiy- Disease 1924 | 1922 | 1923 | 1924 | 1925 .) Mars | Avril Juil. |Aodt | Se : D 
Jan. | Feb. | Mar. | April | May | June] July | Aug.| Sept.| Oct. | Novy. 
Charbon Anthrax C. 49 81 54 67 47 4 4 3 0 Q 9 4 10 8 3 3 
iD}: 6 5 7 4 0 0 0 0 0 0 0 2 
Diphtérie Diphtheria C. 4380 3223 3159 3548 4164 || 322 | 390 | 389 | 314 | 265 | 235 | 265 | 244 | 299 | 466 | 505 
18% 470 327 231 232 331 23 31 2 28 16 19 13 16 Q7 OW 37 
Dysenterie Dysentery C. 8238 1453 1539 1347 705 23 Qh 25 26 144°) 106 | A270 Teoma 38 29 
D. 953 144 104 96 60 4 0 1 4 n 10 10 | 24 6 0 
Encéphalite Encephalitis on — 150 366 97 189 15 25 44 44 fal 14 14 9 2 
léthargique lethargica D. — SS) 119 32 43 2 2 8 11 4 1 10 0 0 
Fiévre puerpér. ‘ Puerperal fever C. 720 643 638 580 566 aye} 54 55 Dil 45 29 49 40 41 
D. 361 318 Oleh 2414 230 A 24 “lye 28 16 10 13 17 19 
Fiévre récurr. Relapsing fever C. 14 34 0 0 0 0 0 0 0 0 0 0 0 0 
Fiéyvre paratyph. Paratyph. fever C. — — — 175 87 3 ates} vf 3 3 i 2 15 13 
10%, — — — 1 0 0 0 0 a 0 0 0 
Fiévre typhoide Typhoid fever C. 9334* | 6642* | 5508* | 6645 6749 541 | 441 328 193222 13859 | 506°) 6850} 7375 (eae 
D. 969* 651* 416* 492 540 4 47 39 9 4Q 37 5a 47 
Grippe Influenza C. — |86788 1407 — 8533 150 | 969 |8942 |2014 |1059 | 134 69 29 18 
dD. — 597 bit — 120 4 16 Q7 13 23 10 4 1 
Méningite céré- Cerebro-spinal C. 80 190 442 145 154 8 28 26 16 19 10 10 4 14 
bro-spinale meningitis 10). 34 73 46 5 59 3 5 10 44 6 PD 5 0 5 
C. 130 7 266 134 198 2 4 2 18 33 43 54 41 11 
Paludisme Malaria iB 0 4 4 0 0 0 0 0 0 0 0 0 
C. Q4 52 2 20 8 0 0 1 0 1 0 2 2 ‘| 
Rage humaine Humanrabies D. 4 5 22 Q 8 1 0 1 0 gy 2 4 
C. 9425 10784 110522 9709 42543 |14024-| 834 | 834 | 723 | 742 | 9384 | 938 | 698 | 930 
Scarlatine Scarlet fever Ds 906 4215 BD 464 50 26 37 Q7 2, 4 24 18 18 
C. 3252 2739 3338 2782 8235 |] 192 | 222 | 237 | 296 | 364 | 344 | 276 | 210 | 274 
Trachome Trachoma C. 970 324 366 4h 204 16 0 0 
Typhus exanth. Typhus BY, said 28 10 2 3 1 0 0 
C. 1542 70 36 9 3 0 0 0 
Variole Smallpox D. B12 141 5 2 1 0 0 0 
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SUISSE — SWITZERLAND 
(Population: 3 917 800. E. 30 juin 1924.) 


Cas de maladies 4 déclaration obligatoire notifiés en 1919-1926; par semaine en 1925. 
Cases of Notifiable Diseases reported in 1919-1925; by weeks in 1925. 


ource: BULLETIN DU SERVICE FEDERAL DE L’HYGIENE PUBLIQUE, BERNE. 


e 


Semaine a 2 oe oP ES BE S| os ce Sj BS 3 of S S 3s © > 8 Y 
™ estes A a n : a1 eo) 4 
se terminant le: seg] 32 | 32 |SBSe] BS 1088, / 28. 255. ef [eaea| 5a lees] S28 | Se. | 28 | 2S 
Week ending : cas | Be | BS [28os| be ESe5|seecloee5| Ba [gees] 32 [2"34) 22 | eee | ES | Fe 
ig SE°| Aa | S48 BS83| aa aes|eecceree| ss Esse! SZ ls s>| S | 888 58 | $é 
Total 1919). 3121 | 7690 36 = 204 63 62 298 |86058 30 319 31} 9427) 3865 | 1455 3 
» 1920] 2544 | 8456 30 984 298 83 46 290 |139809 39 956 104 |15194 | 3939 | 1219 2 
» AOZL T6720 7702 Bye 156 232 72 57 394 | 2058 32 616 72307 ON eoooules dz 596 
» 1922] 34389 | 4415 5 62 200 ae) 79 263 |60295 30 246 69) (s980) 2272 2202) 14153 
» M23 1571 3290 10 203 160 57 116 340 | 2150 69 185 257 40316 | 2137 | 2104] 2126 
» 1924) 1586) 2656 9 87 152 43 45 259 1380292 33 | 1185 108 | 3242 | 2354 | 2079 | 1234 
» 1925| 2999 | 26417 13 71 134 30 87 328 | 5348 31 | 1002 93 | 5791 |} 1984 | 2053 331 
Janvier — January 10 47 76 0 2 4 1 1 9 19 0 34 2 8 oie 6 
iy 37 81 0 2 4 0 4 1 To 0 54 3:\* 5 94 ome 2 
24 v5) 90 0 0 6 i 2 41 86 0 39 a1 96 AD S50 9 
et 67 0 0 2 0 0 3 415 1 30 pita aaa! © CARIES Ay) 9 
Février — February 7 95 59 0 4 6 0 0 Se ess Lo 0 45 2|* 98 Soh, OL 14 
14 4] 64 0 4 3 1 0 I) 47 0 2B) PE |B 46 4&4 20 
21 58 73 0 2 4 0 0 2 308 4 54 ORS) Shimane 72 27 
28 46 sy) 0 7 6 0 0 2 675 0 43 4 |* 104 46 |* 67 14 
Mars — March 7 80 49 0 6 4 2 0 2 B20 4} 46 Os | tes 5 Os Rian) sy 8 
14 63 63 0 3 1 2 4 0 768 4 53 0 402 39 42 5 
2A 94 LABY 0 4 4, 0 1 4 445 4 40 4 411. a7 yas) # 
28 69 57 0 8 6 0 0 7 DBAS 0 3 0 |* 135 44 38 13 
Avril — April 4 72 44 0 4 2 2 4 1 O19 0 42 0 429 45 40 7 
| 14 38 BM 0 2 1 0 3 2 154 il 31 0 407 ad 40 10 
t 18 48 54 2 2 3 0 3 3 82 4 26 2 of4 57 9) 8 
| 25 42 35 0 1 2 0 | 4 2 78 0 9: 3 448 2D |. 29 4 
Mai — May 2 65 34 0 2 4 0 ¥ 1 13 4 48 0 104 441 18 10 
) 83 56 0 5 2 1 0 4 20 2 45 0} 109 48 12 5 
16 54 57 0 Al 0 4 2 4, 9 4 38 0 130 faye aul 7 
23 64 50 0 1 3 4 0 1 0 0 42 0 |* 408 27 50 0 
| 30 62 52 0 3 0 4 0 36 17 0 a9) 4 183 44 31 7 
Juin — June 6} 114 31 0 4 3 0 6 14 1 1 47 2 452 46 47 7 
| 13 88 41 0 2 1 0 4 10 2 4 20 0 |* 154 28 DO 8 
20 64 54 0 0 3 4 5 9 a 2 20 2 445 Oo | Samed 4 
Pap hts abs} 45 0 0 4 41 0 1 0 0 20 0 457 DAO Ft SEM 3 
Juillet — July 4 91 47 0 fi 1 4 4 2 3 1 13 Ont 113 25 37 0 
41 I) 45 0 4 3 4 45 43 18 2 7 0 92 38 56 4 
, Sie 4.07 39 0 0 2 0 2 12 0 4 2 0 122 | 31 oe 0 
25 44 25 0 0 3 0 0 13 0 0 ye 3 103 35 36 0 
Aoat — August 1 541 45 0 0 3 0 0 9 0 0 10 4 59 29 39 4 
8 oh 40 0 0 4 0 A 8 0 0 7 3 35 79) 36 0 
15 30 3 0 1 4 1 4 6 3 0 Ys 4 68 18 24 2 
22) 42 51 2 0 3 4 2 il) 2 1 1 3 30 33 20 0 
29 56 46 0 0 2 4 2 9 0 0 0 1 50 PAT) tm PAN) 4 
Septembre-September 5 79 52 1 4 0 0 2 4 0 0 5 2 40 33 36 1 
| Ap 42 61 0 0 4 4b 1 7 0 th 3 4 46 Ze 15 0 
19 68 46 8 0 5 1 0 14 4 2 5 7 42 ni) 3 15 
26 27 45 0 0 0 2 2 10 6 2 0 Dit s 260 37 20 yi 
etobre — October 3 74 36 0 1 1 Ah 6 4 4 0 i Site 46 46 34 2 
10 38 46 0 0 3 0 0 6 2 0 3 4 \* 46 46 23 0 
47 34 46 0 0 2 0 4 3 W 0 3 5 90 32 39 2 
24 46 29 0 0 3 0 0 19 1 0 Ks A 76 45) 39 4 
31 39 42 0 0 1 0 2 a 4, 0 7 5 103 55 29 6 
Novembre-November 7 54 58 0 0 1 1 0 9 0 0 5 dh 4.04 47 50 2 
14 24 48 0 0 3 2 0 6 2 4 3 3 110 By 4A 10 
24) 43 54 0 0 2 0 1 8 5 3 6 5 150 45 30 8 
28 28 71 0 0 1 1 0 3 8 0 2 4] Msp 35 39 42 
Jécembre-December 5] 32 46 0 0 4 0 6 2 2 2 7 11 240 45 44 5 
ra 2 24 04 0 f 3 0 0 2 20 0 19 2 199 31 54 47 
19 54 61 0 1 3 0 0 4 47 0 9 0 317 40 53 6 
26 28 30 i) 4 2 0 0 2 41 OniaaneS 0 289 38 a7. 15 
1926 Janv.January 2/* 531 49 0 0 5 i 0 0 5 0 8 Q1 253 31 |* 52 5 
Autres maladies déclarées: — Other diseases notified: 
ee 
Maladie — Disease 1919 1920 1924 1922 1923 1924 1925 
se om poe Ds — ea I eS Pa 
| Charbon _ Anthrax = uae 1 0 2 2 4 
| Erythéme infectieux Infectious erythema — — — — — 1 75 
pa tro-entérite aigué Acute gastro-enteritis — — ~— — == non 4 
| Hoquet épidémique Epidemic hiccoughs — — 64 24 43 10 126 
_ Tctére épidémique Epidemic jaundice — = pa cn — Q 39 
_ Ophtalmoblennorrhée des Blennorrhagic ophthalmia of 4 
nouveau-nés new-born infants 15 10 9 8 19 15 10 
_ Paludisme Malaria — 24 5 3 5 6 4 
Rubéole German measles 238 352 237 43 56 52 254 
| Stomatite Stomatitis — — 6 0 2 0 0 
_ Teigne Favus — 5 0 0 0 12 5 
| Trachome Trachoma = — 3 5 8 13 16 
| Typhus exanthématique Typhus _ 4 2 0 0 0 0 


= 


' 
: 
| 


i. 2 


i Ae 


% En outre, épidémie sans indication du nombre des cas. 
| Epidemic, exact number of cases not known. 
A, s.. ‘ 


va a 
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TERRITOIRE DE LA SARRE — SAAR TERRITORY 
(Population: 773 764. H. 34 déc. 1925.) 


Source: RAPPoRTS DE LA COMMISSION DE GOUVERNEMENT. — REPORTS FROM THE GOVERNING COMMISSION. 
Dysen-| Encéphalite Fiévre Pee b Méningite Tuberculad 
I Ane Diphtérie terie léthargique puerpérale | phoide |Fievre typhoide) cérépro-spinale| _ Scarlatine toutes form 
Semaine se terminant le: Diphtheria | Dysen-| Encephalitis Puerperal Para- Typhoid Cerebro-spinal | Scarlet fever | Tuberculosi 
Week ending: tery lethargica fever typhoid fever meningitis all forms 
fever .g 
| CRs D: CG. Gee, C. D. a C. D. c, Dz 0. S48: Cs 
Oualmnlo2 | 285 27 148 223 4 92 29) 33 205 25 A'S, 6 192 ee pe 854 
» 1922 208 35 28 24 a 79 29 by) 193 26 7g) 11 148 Re — 923 
» 19273 265 48 53 23 0 99 48) 22, 130 0) 50 27 165 5 —- 95¢ 
» 4924 pila! 4h 41 29 1 Ui 16 58 136 14 76 28 256 y 1054 | 774 
» 4925 274. IS) 24 18 6 73 pW) 4A 158 13 66 30 204 4 1164 | 761 
Janv..January 10 7 0 0 2 0 0 0 0 1 0 1 0 4 0 10 
47 6 0 0 0 0 2 4 0 3 0 0 0 ah 0 18 
24 y. 0 0 0 0 4 0 0 1 0 v 0 2 0 39 
31 5) 0 0 1 0 ‘ 4 0 2 0 1 0 D 0 28 
Février- February 7 3 4 0 4 0 4 0) 0 4 0 2 0 7 0 26 
14 6 1 3, Al 0 2 0 0 2 0 1 0 6 0 41 
At 6 1 4 0 0 5 2 0 0 0 4h 0 9 0 ie , 
28 6 0 0 0 0 2 0 0 5 4 (0) 1 5 0 23 2 
Mars-March D 7 A 0 0 0 4 0 0 ” 0 2 “4 4 0 26 fl 
14 8 Dh 0 0 0 4 0 0 0 0 fi 0 1 0 26 g 
21 6 0 4 0 0 1 0 M 1 0 4 Al i 0 38 E 
28 441 e, 0 0 0 a 1 0 2 0 2 i 1 0 29. ae 
Avril-April A 6 2 1 0 0 0 0 0 0 0 1 0 a 0 67 4 
abil 44 4 0 0 0 0 0 1 8 0 17 p 0 0 42 4 
18 1 0 0 1 0 De 4 0 1 0 0) 1 3 i 24. fi 
PS; 7 0 0 3 4 4 0 1 2 4 2 0 3 0 44 a 
Mai-May 2 4 0 0 0 0 3 0 0 0 0 2 0 4 0 23 y 
9 4 0 0 4 0 0 0 0 4, 0 a 2 7 0 46 
16 2 0 0 0 0 0 0 0 0 On 5 2 9 0 35 
Be 5 0 1 0 0 4 0 0 0 0 2 2 2 0 9 
30 $) 0 al 1 0 1 0 0 2A 0 2 1 4 0 28 
Juin-June 6 3 0 0 0 0 6 0 0 0 0 2 2 4 0 22 ¢ 
13 5 0 0 0 0 0 0 0 0 0 4 0 oy 0 27 
20 3 1 2 0 1 i) 1 8 4 0 0 0 3 0 28 
27 3 0 0 0 0 0 0 0 0 0 0 0 1 0 16 4 
Juillet-July A 4 0 0 0 0 3 4 4 3} 0 0 1 5 0 14 
Ad 3 4 0 0 0 0 il 2 3 ith 41 2 3 1 18 
18 8 0 1 0 0 2 2 0 5 2 0 4) 6 0 PES 
25 8 0 3 1 0 2 0 1 4 0 0 1 3 0 15 | 
Aotit-August 1 5) 0 4 0 0 4 4 2 4 0 4 0 74 0 13 
8 4 0 0 0 0 4 0 4 Ree 0 0 0 1 0 20 
Ali} 3 0 0 0 0 2 0 ee 5 0 i ) 3 0 23) Sal 
22 5 0 1 0 0 0 ) 1 4, 0 B4 0 3 0 22 a 
HS) 3 ‘h 3 0 0 4 0 4 4 2 0 0 0 0 14 | 
Sept.-Sept. HY 5) 0 dl 1 Li 1 1 2 5) 0 0 0 3 0 10 
42. 5 1 0 0 0 it 0 0 7 0 0 0 v2 0 9 aa 
19 3 2 4 0 0 2 il 1 5 1 0 0 2 0 14 7 
26 2 0 2 0 0 2 0 1 i 0 3 0 6 Al De | 
Octobre-Oct. 3) 6 0 a 0 0 ih 0 A) 4 0 0 0 5 0 15 
10 0 0 0 0 0 4 2 0 iy) 4 1 1 8 0 yi 
Ay 3 0 0 0 0 1 0 0 3 0 4 0 4 0 12 
24 6 Y 0 0 0 1 0 0 ‘I Oy ) 0 4 0 19) 
31 4 0 0 0 0 0 0 4 ay 0 0 0 3 0 16 
Nov.-Nov. 7 4 at 0 0 0 2 0 1 >; fl 0 0 (3) 0 20 ai 
14 12 0 0 0 0 0 4 0) 10 0 2 0 8 0 21 AG 
21 8 0 0 0 0 1 0 0 a 1 0 0 8 0 45 
28 3 0 0 Al 0 0 0 2 J 0 0 0 5 0 22 
Déc.-Dec. 5 7) 1 0 0 0 y 2 1 4. 0 ff 1 9 “tf 14% 
12 6 1 0 i 0 4 0 1 4. 0 0 0) 2 0 14 ri ' 
19 6 ‘i 0 3 2 1 0 1 8 1 0 0 12 0 26 
26 8 1 0 0 0 0 0 0 0 4 1 0 4 0 | 45 A 
1926. Janv.-January 2 2 4 0 0 0 1 0 0 2 0 0 0 4 0 8 | 
| 
| a 
Autres maladies déclarées: — Other diseases notified: oy 
Botulisme Dysenterie Fiévre paratyphoide Poliomyélite Trachome | 3am 
Botulism Dysentery Paratyphoid fever Poliomyelitis Trachoma a 
Ce D. D. D. Gv D. i "i 
1921 — — 14 1 — — — - 
1922 Ae aes 1 0 BES vas a ; 
1923 ke, ene 9 2 oleate 6 
1924 1 0 1 2 2 0 3 z 
4925 0 0 i 0 0 0 A 
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UNION DES REPUBLIQUES SOVIETIQUES SOCIALISTES — UNION OF SOCIALIST SOVIET REPUBLI S 


Source: RApports DU BUREAU STATISTIQUE DU COMMISSARIAT DU PEUPLE POUR LA SANTH PUBLIQUE. — REPORTS FROM STATISTIC 


Cas de certaines maladies transmissibles déclarés en 1924 et 1925; par mois en 1925. 
Cases of Certain Communicable Diseases reported in 1924 and 1925; by months in 1925. 


Bureau, PEopLe’s HEALTH COMMISSARIAT. 


Maladie — Disease 


Total 
1924 


Total 
1925 


Charbon 
Choléra asiatique 
Diphtérie 
Dysenterie 
Encéphalite létharg. 
Fievre récurrente 
Fiévre typhoide 
Grippe 
Paludisme 
Peste 
Rougeole 
Scarlatine 
Scorbut 
Trachome 
Tuberculose pulmon. 
Tuberculose, 

autres formes 
Typhus exanthém. 
Variole 


Anthrax 
Asiatic cholera 
Diphtheria 
Dysentery 
Encephalitis letharg. 
Relapsing fever 
Enteric fever 
Influenza 
Malaria 
Plague 
Measles 
Scarlet fever 
Scurvy 
Trachoma 
Pulmonary tubercul. 
Tuberculosis, 

other forms 
Typhus’ 
Smallpox 


5983477 


URSS (total) — USS R (Total). 


15496 
10 
66345 
335883 
2076 
50535 
165949 
18543914 


288517 
2132 
18640 
159619 
2606494 
5124719 
253 
631844 
261863 
62706 
792476 
860243 


239507 
70415 
16461 


204 
328691 
199814 

57846 
518412 
628719 


170601 
126865 
28374 


Janv. 


Féy. | 


Jan. Feb. 


1028 

0 
6978 
5902 
152 
2347 
14762 
317584 
182797 
0 
60927 
25138 
4992 
55708 
79749 


18850 
10445 
2713 


824 
0 


6423 
6019 
144 
2001 
11598 
362738 
iad sks 


69981 
22464 

5041 
61773 
83921 


20797 
10422 
2647 


Sept. 
Sept. 


1925 
Mars | Avril Mai Juin | Juillet | Aott 
March] April May June July | August 
(Population: 139 753 900. E. 1. janv. 1925.) 
672 684 824) 1227) 2238) 2849 
j 0 0 4 6 5 | 0 
6148 5195 5135 5319 4415 44LS 
6343 | 7069] 12387] 26385]| 63735] 91849 
233 210 160 Q44 Q47 164 
4774) 13741 '.4307 | 242351 48201) 4675 
10747] 84172| 7753] 7163) 9442] 18205 
316137 (210780 1171217 (156302 1144916 1156947 
361964 |523911 1643894 1586554 1486453 '619290 
0 0 12 52 82 55 
83451 | 73998] 71804 | 62062] 45353] 27566 
23080] 17130] 18662] 19309] 17499] 18856 
7003 7488 7858 7766 6331 5014 
70692 | 59451] 79184 | 87134] 82928] 69340 
94478 | 84611 | 94388 | 881881 75088 | 57335 
25141 | 214665! 27266 | 27324] 21760] 17524 
11871 9744 7881 4829 2592 1601 
22861 15811 1737] 1520] 757] 538 


GOUVERNEMENTS ET TERRITOIRES D’KUROPE (Ukraine non comprise) 
GOVERNMENTS AND TERRITORIES IN EUROPE (without the Ukraine) 


(Population: 83 500100. E. 4. janv. 1925.) 


601096 
0 


19573 
23799 

3899 
66406 
53938 


16787 
1574 
398 


Oct. 
Oct. | Nov. | Dec. | 


1105 9 
0 


6324 
85419 
128 1 
1276 
14222 
203636 
287983 


8 
4442Q4 
26649 

2273 
55144 
50376 


14796 
3020 
883 6 


ees 
28619 
27659 
2830 
55242 
47896 


14530 
Bey Ne 
717 | 


Charbon Anthrax 8126 8684 ayilak 474 315 343 472 665 1319 1608 1095 
Choléra asiatique Asiatic cholera 9 141 0 0 0 0 1 5 5 0 0 
Diphtérie Diphtheria 40813 41552 4150 3928 3771 3168 a222 Syeurhil 2725 2721 3734 
Dysenterie Dysentery 217480 | 196796 3932 3905 3988 4486 8469 | 16533 | 44880] 68942] 27324 
Encéphalite létharg. Encephalitis letharg. 1224 1180 97 95 156 106 76 ne 120 106 136 
Fiévre récurrente Relapsing fever 30818 12822 1524 1274 1108 826 817 iG) 906 1396 1437 
Fievre typhoide Enteric fever 105086 | 105062 8674 7041 6762 ayayat 5165 4688 6628 | 13452] 19273 
Grippe Influenza 1304009 |1850682 ||226486 [255744 |219319 [144028 }119876 1111129 |102105 1116541 1131493 
Paludisme Malaria 3740154 13181618 1132492 [161392 |214744 |274435 1361104 1303809 1276131 1422625 [429011 1265849 
Peste Plague 22 192 0 0 0 0 9 47 78 55 0 0 
Rougeole Measles 208337 | 383524 |} 38789 | 44585 | 52603 | 44634] 42709 | 37745] 28257] 16861] 120361 15634 
Scarlatine Scarlet fever 139679 | 172816 || 17776 | 16155 | 166381 11830 | 13437] 14171 | 12604] 12168] 14639] 15379 | 15684 
Scorbut. Scurvy 40388 42687 3200 4080 4736 5191 5493 5395 4421 2970 2408 1872 1498 
Trachome Trachoma 362890 | 560105 ]} 40583 |} 47578 | 51240 | 42745 | 60893] 62964] 58041] 46907) 44127] 333231 35473 
“Tuberculose pulmon. Pulmonary tubercul. 519334 | 716953 ]} 69012} 71591 | 78703 | 70178 | 78943 | 73286.| 62162] 46919] 447671 37579 | 40457 
Tuberculose, Tuberculosis, 
autres formes other forms 140713] 193844}] 16250} 17610 | 20934] 17523 | 22295 | 21967 | 16743] 13686] 134551 10867] 11164 
Typhus exanthém. Typhus 94978 52326 7685 dite 9125 JP 6069 3620 1912 14154 at 1270 2154 
Variole Smallpox 20412 10927 1718 2002 1658 1060 1071 1044 A741 303 274 379 544 
UKRAINE** (Population: 27 663 900. E. 4. janv. 1925.) 
Charbon Anthrax 5392 5041 356 273 258 244 263 343 648 852 652 466 346 
Coqueluche Whooping-cough 33014 65370 2794 2973 3672 3851 4794 8839 9497 9159 7048 4870 4115 
Diphtérie Diphtheria 17063 19330 2012 1646 1482 1324 1207 1360 1059 1193 1792 2206 2096 
Dysenterie Dysentery 45293 24343 967 1023 1094 1146 1385 2252 3295 4832 3947 2301 1229 
Encéphalite létharg. Encephalitis letharg. 685 554 40 36 42 74 64 79 56 35 26 2D 45 | 
Fiéyre récurrente Relapsing fever 4785 1379 173 122 108 118 99 78 82 65 Gee _ 94 172 | 
Fiévre typhoide Enteric fever 37330 34128 4342 aeee 2570 1812 1502 1334 1438 2582 4315 ALT] 3448 ‘ 
Fiéyre paratyphoide Paratyphoide fever — 3029 284 DS 174 439 95 143 136 266 386 shy 266 Sia | 
Grippe Influenza 140902} 376162)| 43345 | 60057 | 50245 | 28482 | 19387] 18833] 18505] 18482] 22870] 274351 30384] 38137] 
Méningite cérébro- Cerebro-spinal i | 
spinale meningitis 685 822 62 81 81 96 106 77 74 4Q 43 46 61 (| 
Paludisme Malaria 912803 | 675889 || 10960 | 20404 | 63360 |120616 |124751 [119792 | 74681 | 54754] 41303 | 21743] 13967] 95 ‘a 
Rougeole Measles 45651 | 150627)| 11239 | 14575 | 18457] 19097] 175171 13694 9288 5724 4474 8421 | 13517] 14 | 
Scarlatine Scarlet fever 37883 58731 4585 3837 3369 3056 3059 Btod 3062} 4446 6662 8693 7840] 69 | 
Scorbut Scurvy i i West 5505 724 653 881 ify 1008 737 = 534 247 _ ee | 
Trachome Trachoma 49592 70216 5806 6032 6184 5628 5541 5991 6417 Hao 4222 5884 7153 a 
Typhus exanthém. Typhus 14219 9123 1370 1344 1308 {350 878 559 248 193 153 299 502 
Variole Smallpox 1188 501 89 71 36 42 54 44 21 26 Q4 28 28 ; 
TRANSCAUCASIE, SIBERIE er ASIE CENTRALE — TRANSCAUCASUS, SIBERIA ann CENTRAL ASIA 7 
(Population: 28 589 900 E. 1. janv. 1925.) i 
Charbon Anthrax 1830 2365 99 72 94 93 88 214 260 379 437 336 216 8 | 
Choléra asiatique Asiatic cholera 1 1 0 0 0 0 0 1 0 0 0 0 0 | 
Diphtérie Diphtheria 6078 6427 590 656 678 564 557 526 505 A414 517 660 474 | 
Dysenterie Dysentery 64747 61570 842 888 1086 1237 2222 6948 | 14419} 16504 8759 4828 2748 1 
Encéphalite léthar. Encephalitis lethargica 84 362 10 8 34 27 12 54 39 20 32 103 23 
Fiévre récurrente Relapsing fever 13387 4089 614 576 530 407 361 356 303 193 242 153 165 
Fiévre typhoide Enteric fever 19574 16683 1453 1128 1156 823 739 956 1106 di 3 2554 2658 1557 ; 
Grippe Influenza 298098 | 366109}| 46057 | 45313] 44356 | 36637] 30978] 25680] 23667] 21089] 22945 | 26893) 25767 16 
Paludisme Malaria 1016994 )1056933 || 27670 | 35552] 67608 }108162 |138378 |143637 1122595 |112571 1105262] 977961 64139 33 
Peste Plague 182 641 0 0 0 3 5 4 0 0 5 7 
Rougeole Measles 46566] 62057 6324 6923 8180 6733 7522] 6958 5556 3417 2053 2754), S620; 
Searlatine Scarlet fever 12669| 418245 1694 1591 1993 1490 1359 1168 1185 1255 1371 2145 1930 
Scorbut Scurvy 14475 12994 807 605 1185 1288 12314 1503 1730 1430 1241 916 T41 
Trachome Trachoma 104982] 158719 9007 7772} 12985 | 10689 | 12429] 17895 | 183141 17026] 17804] 15900] 12143] 6 
Tuberculose pulmon. Pulmonary tubercul. 82375 | 101707 6502 8154} 10924] 10267} 141249] 11128} 10300 7811 6790 7789 7093) 3 
Tuberculose, Tuberculosis, ; 
autres formes other forms 27168} 39124 2094 2558 3524 3694 4265 45814 4654 3470 2944 3220] 2996} 1 
Typhus exanthém. Typhus 15268 7746 1227 1108 1203 983 849 593 396 233 270 344 296 | 
Variole Smallpox 6043 4677 854 525 568 439 571 398 249 197 93 208 302 ' 
VOIES FLUVIALES, CHEMINS DE FER er PRISONS — WATERWAYS, RAILWAYS anp PRISONS 
Charbon Anthrax 148 82 2 5 5 7 1 8 11 10 6 
Diphtérie Diphtheria 2391 2124 226 193 Pale 142 149 156 126 Lay 204 
Dysenterie Dysentery 8363 5808 161 203 175 200 344 652 1141 1574 584 
Encéphalite létharg. Encephalitis letharg. 86 39 5 5 41 3 8 4 2 3 4 
Fiévre récurrente Relapsing fever 1545 350 36 29 28 23 30 Q4 29 21 14 
Fiévre typhoide Enteric fever 3962 3746 293 207 259 216 347 182 270 418 524 
Grippe Influenza 444382" 1438544 1696 1624 Daa) 1633 976 660 639 835 964 
Paludisme Malaria 313529] 210279]| 11675 9708 | 16252] 20698] 19658] 193131] 13046] 29340] 25520 
Rougeole Measles 28137] 35639 4578 3898 4241 3534 4056 3668 RQ5e 1564 1010 
Scarlatine Scarlet fever 9580} 12071 1083 881 1080 754 807 839 648 987 1127 
Scorbut Scurvy 1570 1520 186 203 204 258 126 139 180 80 33 
Trachome Trachoma 648 3436 312 394 283 389 324 284 189 172 253 
Tuberculose pulmon. Pulmonary tubercul. 27010] 41583 4235 4176 4851 4166 4196 3774 2626 2605 2381 
Tuberculose, Tuberculosis, 
autres formes other forms 2720 6539 506 629 656 448 706 776 363 368 388 
Typhus exanthém. Typhus 2400 1220 166 200 235 Bay 85 SW 36 24 24 
Variole Smallpox 731 356 52 49 24 40 44 34 16 12 id 
* Données ne concernant que les prisons. — Information concerning prisons only. 


_** Dans les données de l’Ukraine sont com 
mation for Ukraine includes data for A.S.S. Re 


prises celles pour la République A.S.S. de Moldavie, 
public of Moldavia but not those for the Ukrainian R 


mais non celles pour les chemins de fer ukrainiens. 
ailways, 


ray 
€ ~s% 
~ , 


Villes 


Londres 
Glasgow 
‘Birmingham 
Bristol 
Manchester 
Dublin 
Belfast 


Copenhague 
_ Oslo 
Stockholm 


Berlin 
Munich 


Lodz 


Le Caire 
Alexandrie 


Rio de Janeiro 


}SBaris 
Strasbourg 
Toulon 


Bruxelles 


_ Amsterdam 


Genéve 

| Génes 

- Milan 
Venise 

_ Budapest 

_ Cracovie 

| Prague 
New-York 


Buenos- Aires 


Santiago (Chili) 
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RENSEIGNEMENTS METEOROLOGIQUES POUR CERTAINES GRANDES VILLES 
METEOROLOGICAL REPORTS FOR CERTAIN LARGE CITIES 


TEMPERATURE MOYENNE DE L’AIR, EN CENTIGRADES (moyenne quotidienne) 


MBEAN TEMPERATURE OF THE AIR, IN CENTIGRADES (daily average) 


4925 
Période de quatre semaines se terminant le: — Four-week period ending: 

24 21 241 18 16 13 44 8 5 3 31 28 26 
Janv. | Fév. | Mars | Avril} Mai | Juin | Juill. | Aout | Sept.| Oct. | Oct. | Nov. | Déc. 
Jan. | Feb. |March| April} May | June} July | Aug. | Sept. | Oct. | Oct. | Nov. | Dec. 
5.4 6.0 4.9 7.0 9.6 15.9 A Nayeeie fi levity |e ayy) |e dea ess IOS) D2 2.6 
5.2 4.6 4.9 5.9 Seale Ueno Lo Omiedo.o e044 ale 1Ong te 40:4 Sey) 1.8 
4.9 Du 4.6 6.3 OVOMel rem te or Outed OL Oey: 2atedd eho. O.G, 44 bia 
6.41 6.0 5.6 oak Sater |) ilpaysay. || eats fl WN GAT MUM (0) | ec lpvaes ai DAT) 3.8 20 
5.4 5.7 5.0 7.3 OF ecoem aloe aln lve ate dosh td Gy 14.0.3 3.) deo 
5.8 4.9 ea! 6.0 Se elec else A Sa AT isd 052 4.3 3.3 
5.6 Dae 5.6 6.8 SV) oaPRS) 4] ave hl ales) ls saris) | SAE? ale a KOS} 5.6 4.5 
4.6 3.5 0.9 4.6 Gas WAS or nts got 18.9.4) 16.4; 14256 7.5 3.5 | —0.8 
1.0 0.2 | —2.0 3.7 Oe eee Onsale). heh oem ied 6.0 | —2.8 | —8.5 
1.8 1.5°|—2.8 4.3 Oe eto Om ee Genl ek O27 ae GiGi ed 3.0 |—1.4 | —5.4 
4.1 D2 20) Bae et bo le Loom elas 2029) a Ieea a eedida7. er! 3.8 | —1.3 
(3) 4.1 0.6 Fouls 1 On4e |LOG ediiesaaled Sal Filed Gs 9 en |mek dey 8.7 2.8 | —1.7 
75) Zee a9) GrO Rly bso et O dee eaten 4S. 9 Coa needs) 6.5 2.8 | — 3.2 
aon eee 18.9 243 1 25.8) 028.3 pf 28.74 27.80 25.9) 24.7 | 24:8. 1 16.5 
2 aeons 1.6.0) | 20:3, 1. 24.9724 bey 25.98) 26.3. bi 25.0; | 238.9 | '24.6°| 16.7 
Doe calle orem (oe tes 23.9 1) 240) 19.7 48.8 19.6 | 2260) 2003 — a —— 
Jany.| Févr.| Mars | Avril | Mai Juin |Juillet | Aott | Sept. | Oct Nov. } Déc 
Jan. | Feb. | March| April | May | June | July | Aug. | Sept. | Oct Nove | Dec. 
5.0 5.6 4.6 10.0 14.3 IAS 1.9e4 479 13.3 VA 4.3 3.6 
3.2 5.3 3.4 10°53 45:5 18.3 19°3 18.2 42.5 10.4 3-1 1.9 
8.0 8.7 8.4 14.0 16.1 22.3 23.4 22.8 19.5 ‘Nioheal 10.3 8.6 
4.3 5.0 3.6 8.4 11320 fork 17.6 16.0 11.6 10.4 8.2 BAG 
4.0 4.5 3.3 8.0 13.8 15.8 1Cyl 16.8 12.0 Sey) 7.8 1.6 
Deo 4A 1.6 922 14.3 17.6 18.3 17.8 13.3 10.9 ong Ee 
£029) 4 OM 9.4 Bey) 18.2 229 2268 23.6 20.4 18.5 42.3 8.3 
ot 5.6 7.0 12.4 17.3 22.6 23.1 23.3 17.8 14.0 Hey) 1.3 
44 6.5 7.2 13.0 17.3 20.7 22/7 22.8 18.3 44.7 9.0 Zed 
0.2 5.7 one 11.6 43.2 18.4 21.6 20.7 14.8 Ghd) 6.0 | — 2.3 
PAR Gy IVR WARD) PANG 9.6 15.5 15.1 19.0 U7 13.4 10.0 3.7 | — 1.2 
2.4 4.3 2.0 9.5 15.6 16.0 18.6 bes) 12.5 9.0 3.0 | — 0.5 
ale 3.6 6.4 10.7 14.6 2229 221.0 22.2 Aye 9.9 6.5 1.4 
24.0 | 25.4 | 23.4 16.1 44.3 8.4 8.3 11.6 13.2 15.8 19.6 234 
21 19520 84926 13.4 9.8 8.9 8.2 10.7 11.8 14.4 16.4 20.0 


Cities 


London 
Glasgow 
Birmingham 
Bristol 
Manchester 
Dublin 
Belfast 


Copenhagen 
Oslo 


Stockholm 


Berlin. 
Munich 


Lodz 


Cairo 
Alexandria 


Rio de Janeiro 


Paris 
Strasburg 
Toulon 
Brussels 
Amsterdam 
Geneva 
Genoa 
Milan 
Venice 
Budapest 
Cracow 
Prague 
New York 


Buenos Aires 


Santiago (Chile) 
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RENSEIGNEMENTS METEOROLOGIQUES POUR CERTAINES GRANDES VILLES 


METEOROLOGICAL REPORTS FOR CERTAIN LARGE CITIES 
(Suite — Continued.) 


HUMIDITE RELATIVE DE L’AIR, EN °/, (moyenne quotidienne); Saturation égale 100. 
RELATIVE HUMIDITY OF THE AIR PER CENT (daily average); Saturation equals 100. 


1925 
Période de quatre semaines se terminant le: — Four-week period ending: 
Villes | Cities 
24 21 24 18 16 13 et 8 5) 3 31 28 26 4 


Janv.| Fév. | Mars | Avril | Mai | Juin | Juill. | Aout | Sept. | Oct. | Oct. | Nov. | Déc. 
Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Oct. | Nov. | Dec. 


Londres 86 | 84 }.79 | 9771-97 1) 68 | 68 | 7% -| 80°) 82 | “B5-) oss eseueem 
Copenhague 78 ay 78 69 63 67 69 67 73 80 72 69 69 Copenhagen 

Oslo 86 82 80 73 70 67 70 69 70 81 76 87 85 Oslo 

Stockholm 81 80 74 54 57 47 63 65 67 81 76 82 80 Stockholm 

Berlin 91 89 85 74 71 57 70 58 74 79 81 88 89 Berlin fe | 
Munich 78 72 76 Al Wee 58 66 67 72 79 78 83 76 Munich ; 
Lodz 88 87 89 74 78 74 86 78 84 84 88 89 89 Lodz ; 
Le Caire 78 74 66 65 54 51 56 63 67 70 73 FA |e SKS Cairo a 
Alexandrie fis] 68 70 73 67 ri 75 79 74 73 75 ie) 68 Alexandria 

Rio de Janeiro FOr Fe TLBO Veo” ae eoe eet age \lohrg ase aston Rio de Janeiro 


ful | : 
Janv.| Févr.| Mars | Avril | Mai Juin |JuiJlet | Aout | Sept. | Oct. | Nov. | Déc. 
Jan. | Feb. | March} April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee. 4a 
a 
Paris 87 82 74 69 To eb 1 74 77 76 79 83 83 Paris i 
Strasbourg 84 77 77 74 68 61 70 78 80 84 87 85 Strasburg. } 
Bruxelles 97 80 81 79 77 74 82 86 87 87 92 90 Brussels 
Amsterdam 92 87 86 81 75 al 72 ao 81 85 89 91 Amsterdam 
Genéve 83 74 Sp W2 92 65 72 73 73 719 83 81 Geneva ¢ 
Génes Bh alh 64/453 TONG” le peo 61.1 '66:\) 60; |- 68 | 60,|/-58 |) 630 eGreme : 
Milan go | g2 |; 60 |; 68..| 63°") h58 | 68 | +59 | 68 | hog | soi) yee . 
Venise 86 88 80 84 89 82 78 74 74 76 80 ae, Venice 4 
‘ 
Budapest 84 75 68 65 66 64 70 68 74 71 83 80 Budapest — rs 
: My 
Gracovie Boe eal fe 78 65 70 74 76 78 77 84 86 86 Cracow 7 
uf 
Prague 78 76 77 67 64 59 70 73 73 80 83 77 Prague 5 
New-York 73 Fi * 70 64 67 70 75 76 77 ap 68 72 New York 4 
Buenos- Aires 66 73 75 84 86 86 94 89 87 87 85 79 Buenos Aires 
Santiago (Chili) 48 58 65 67 75 74 Santiago (Chile) 


RENSEIGNEMENTS METEOROLOGIQUES POUR CERTAINES GRANDES VILLES 
METEOROLOGICAL REPORTS FOR CERTAIN LARGE CITIES 
(Suite — Continued.) 


EAU TOMBEE, EN MILLIMETRES. 


RAINFALL, IN MILLIMETERS 


fe esesessaseeseceeeeeeeeseseee 


Villes 


Londres 
Glasgow 
Birmingham 
Bristol 
Manchester 
Dublin 
Belfast 


Copenhague 
Oslo 
Stockholm 


Berlin 
Munich 


Boe 


_ Le Caire 
_ Alexandrie 


Rio de Janeiro 


Yokohama 
_ Nagasaki 


‘Paris 
‘Strasbourg 
Toulon 
Bruxelles 
Amsterdam 
Genéve 
Génes 
Milan 
Venise 
Budapest 
Cracovie 

| Prague 

_ New-York 


Buenos- Aires 


| 
q 


Santiago (Chili) 


1925 
Periode de quatre semaines se terminant le: — Four-week period ending: 

oo ee es 
24 21 21 18 16 13 44 8 5 3 31 28 26 
Janv. | Fév. | Mars | Avril | Mai | Juin | Juill. | Aodt Sept. | Oct. | Oct. | Nov. | Déc. 
Jan. | Feb. |March} April | May | June | July | Aug. Sept. | Oct. | Oct. | Nov. | Dec. 
41 60 46 32 38 24 14 98 49 45 61 35 40 
109 93 25 124 87 96 10 69 58 75 IK, 15 59 
65 55 49 47 62 33 16 102 55 87 95 36 53 
106 84 48 42 a7 73 35 88 43 Wo) 85 4A oy) 
46 1338 4A 68 67 87 7 76 76 97 109 52 58 
De 85 44 50 52 84 a2: 66 18 56 62 62 36 
60 20 58 107 72 404 8 442, 30 86 88 55 28 
DOMo 20.2 |) 10.01 31:89 450 14:9) 24 4:) 50.5 1|..97.4 1 54.6.) 56.2 ye dy 9 
SaS to age.J)| 617.0 | (42.3) e480) 52 |) 74.7 | 56.5 |. 50.8'|- 66:21, 77.6 | 48.9 40.4 
Poeenaverct ps0, 9s) SOs] se oleOWeet Si tto Gl 66.9) M47 Ree 79-5 | 894 34.3 
Boo} 4). J (ed2-4| 16.7 | 32:8] 43.9 |) 53.2.) 57.21 64:8 | 84.2 | 39.41 44.0 27.6 
10.2) 29.6) 48.6) 47.0} 914.8) 84.0] 220.9] 72.31 4128.8] 84.9| 40.4! 40.3] 43.2 
wa 26.0 [037.0 | 419.2'|- 34.3.) 522.7 | 207.11 14913 |. 85.8) 24.71 56.6] 33.5) 24.2 
10.1 0.0 ee 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.5 Bey, 1.4 
LOD at Oseos 4A 0.0 0.0 0.0 0.0 0.0 0.0 Pio |) AU 35) 4, Oe 
159.4] 94.8] 87.3 ee OMe A222 aS. 8 25.3) tee 403A —- = — 

— — — — 99.27) 38.1 | 182.0 | 144.3 | 617.6 | 389.3} 101.6} 88.8] 59.4 
==: — — = 277-17), 28.6 {471.9 | 74.3'| 88.8*| $146.21 43:6 1.460.6] 99.4 
ae a a a 
Jany.| Févr.| Mars | Avril | Mai | Juin |Juillet | Aoait | Sept. | Oct. | Nov. | Déc. 
Jan. | Feb. | March} April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dec. 
28.6 | 69.5] 58.4 53-2 54.3 PAD ihe WPAN Ls) 98.0 AV 7 62.2 69.6 89 9 
33.1 38.6 | 43.2 61.4 76.1 14.8 Thai 80.6 | 119.4 36.0 44.4 78.3 
27.2) 26:7 | 148.8 69.2 35.8 0.0 13.8 Loe) 23.1 71.5 67.8 62.2 
428-7 |° 98.6.) 63.5 DP 70.4 03.3 94.2 | 108.8 97.2 Hoel ad? Qatoe| 2468 
DO lor (eas 49.0 | 104.7 39.9 58.9 64.4 | 154.4 HAS 74.3 | 123.9 
PAT OTENS2.3 8.8 47.4 86.5 27.7 PRAM WIGS G2) 29.4 56:45) 102.9 
Sh NF WA le 6.6 Sie 8.3 ANE) 14.8 33 5.6 HAG 41.9 
NE OS eg ad AR 98.5 66.6 33.8 37.7 2059 49.6 ot 52.8 Bille 
15.8 | 56.6] 66.0 HO. 4n LOS 2 th A753 20 TL 9G 38.0 4 Uae U4 Ba 25.6 
6.3} 38.8] 39.8 49.6 68.2 68.8 | 112.6 64.3 53.3 23.4 90.8 44.2 
36.2 | 42.0 | 34.6 749) 1) Ord, Peaoh eee PATGSS 1 144.2 53.0 45.3 87.1 34.8 
8.9 Oe oe 24.4 FES) 24.4 85.6 | 119.4 20.3 41.3 28.1 24.4 
134.6 | 48.5] 82.6| 43.9 61.7 58.7.1 493:7 41.7 47.5 | 104.9 65.0 84.6 
161.8 | 60.2 | 143.1 Aes) |) APA cate} 1522 39.9 38.6 | 180.4 S9ron)| V0d.0) | 2454 
0.0 0.2 0.0 2.3 24.5 8.5 D2. 1.5 | 138.5 10.8 0.5 0.0 


Cities 


London 
Glasgow 
Birmingham 
Bristol 
Manchester 
Dublin 
Belfast 


Copenhagen 
Oslo 


‘Stockholm 


Berlin 
Munich 


Lodz 


Cairo 
Alexandria 


Rio de Janeiro 


Yokohama 
Nagasaki 


Paris 
Strasburg 
Toulon 
Brussels 
Amsterdam 
Geneva 
Genoa 


Milan 
Venice 


Budapest 
Cracow 
Prague 
New York 


Buenos Aires 


Santiago (Chile) 


Trois semaine 


s seulement. — Three weeks only. 


Deux semaines seulement. — Two weeks only. 


TAUX DE MORTALITE DANS LES GRANDES VILLES, 


Villes 


GENERAL MORTALITY RATES, BY FOUR-WEEK PERIODS. 


Habi- 
tants 
(milliers) 
Inhabi- 
tants 
(thous- 
ands) 


105 villes angl.* {19359 


Londres * 
Birmingham * 
Liverpool * 
Manchester * 
Sheffield * 
Leeds* 
Bristol* 


16 villes écoss. f 
Glasgow + 
Edimbourg t+ 


Dublin * 
Belfast * 


Oslo 
Bergen 


Stockholm 
Gothenbourg 


Copenhague * 
Lille * 
Anvers 


Amsterdam 
Rotterdam 
La Haye 


46 villes allem. * 
serlin * 
Hambourg * 
Cologne * 
Munich * 
Leipzig * 

Dresde * 

Breslau * 

Essen * 
Francfort s/M. * 
Dusseldorf * 
Hanovre * 
Nuremberg * 
K6énigsberg * 


Dantzig * 
Leningrad 
Varsovie 
Cracovie * 
Sofia 


Budapest * 


Zurich * 
Geneve * 


Villes du Canal 
de Suez 
de‘ Bsse Egypte 
» Hte Egypte 
Caire 
Alexandrie 


Johannesbourg 
Le Cap 


109 vill. d. Indes 
Bombay 
Calcutta 
Madras 
Rangoun 
Karatchi 


Colombo 


* Etrangers non compris. — Excluding non-residents. 
+ Les décés des étrangers sont exclus et ceux des résidents décédés dans d’autres localités en Ecosse sont inclus.— Deaths of non 
are excluded and deaths a residents elsewhere in Scotland are included. ; 


26 villes suisses * 


4577 
ON 
852 
TOS 
525 
472 
386 


2415 
1057 
427 


438 
438 


259 
91 


439 
230 


587 
204 
300 


7414 
546 
392 


16967 
4120 
1105 

723 
685 
688 
615 
574 
476 
472 
430 
425 
403 
274. 


210 
1074 


993 
187 


154 
958 


44117 
205 
427 


176 
283 
256 
819 
487 


163 
442 


7292 
1259 
1077 
527 
346 
222 


256 


Moyenne 
annuelle 


Annual 


1924 


42.2 
12.2 
allo 
13.4 
14.0 
11.6 
14.3 
12.2 


15.3 
16.4 
14.8 


16.4 
14.2 


10.6 
12.4 


Average |. 


1925 


4272 
11.6 
11.5 
13.6 
14.4 
11.4 
12.5 
13.2 


14.4 
14.8 
14.5 


15.2 
14.0 


10.6 
12:2 


EPP Pe PPP 


OCF NDODODDODFOSHSOSSOS Oo 
ODO Dm PONHNWMNOWNOEPWUE. BO 


SS. SHS 


— 
ee 
aa 8 


eae RO 
on = ww 
lor) co te) 


10.0 
9.4 
12.0 


26.0 
30.4 
42.8 
37.2 
36.0 


10.5 
11.6 


31.6 
25.3 
32.3 
46.2 
35.3 
27.0 
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PAR PERIODES DE QUATRES SEMAINES. 


(Calculés comme taux annuels.) 


(On Annual Basis.) 


4925 
Période de quatre semaines se terminant le: — Four-week period ending: 
24 21 24 18 16 43 AME 8 5 3 34 28 26 
Janv.|Févr.| Mars |Avril | Mai | Juin | Juil. | Aoait| Sept.| Oct. | Oct. | Nov. | Dée. 
Jan. | Feb. | Mar. | April} May | June July | Aug. | Sept.} Oct. | Oct. | Nov. | Dec. 
Ae 2 ASS | 16.05 TAA ree oe 9.6 9.3 9.3 | 10.4 | 10.6 | 12.5 | 16.4 
{WE PON a ARs Mer ayy eae ah cbs 05 | ads 8.8 8.9 8.8 9.9 | 10.7 |-12.4 TG 
AAS MA 23, | ASLOg 20a ae oem anor 9.2 9.0 920 9.7,| 11.0 | 14.8 
14.4| 16.4 | 19.1 | 16.9 | 14.6 } 12.4 | 10.4 9.7} 10.4, 11.3 114-43. 20g 
46.9 | 17.8 | 16.7 | 15.2 | 14.2 | 12.6 | 11.0] 10.2 | 10.9 | 12.0 | 12.0 | 14.9 | 18:9 
41.9 | 13.2 | 12.7 | 13.0] 12.3] 10.7] 9.3] 94] 8.4] 9.8 | 10.6 | 12.9 | 16.9 
13.5 | 15.4 | 14.6 | 13.7 | 44.9| 10.2 | 9.7] 410.4 | 10.2 | 41.5] 9.8 | 14.6 | 17.0 
13.9] 13.4] 415.9] 24.81 45.6| 42.3] 9.5] 9.8] 8.6] 10.9 | 10.4 | 12.4 | 17.4 
16.6 | 15.8 |-15.9 112.4 | 14.0 | 42.6 | 41.7 | 11.4] 11.2 | 11.4 1.15.3 | LOST eats? 
16.31 145.6 | 15.5 1-449 } 44.2 | 42.8 | 1214 | 14.5 | 44-6 | 12.0 | 135 aes 
16.41°47.4 (47.9 | 144.8 | 44.0.1 42.8 | 12.2 |. 14.4 |41.6) 42-2 114579 es 
16.0 | 19.3 | 47.9 | 17.6 | 15.6 | 14.6 | 12.6 | 12.9 | 14.6 | 13.3 | 12.5 | 14.8 | 16.3 
17.2 | 48.9:| 46.4 | 44.9 | 13.7 |] 12.4] 44.2 | 40.38 1 12.49] 10.17) 44:6) dS eee 
11.89 11,77), 12.6.) 41:8.4;40,5" 40:9 9.0 8.9 8.7 9.3 | 40.9 | 14-05) ats 
4429) A584 45.54 ALP A238 42.97 Ate On a2 8.9 9.4 | 12B5ee 
M6 P1247 104 413.8 1427 | 12-91 20. Feta 8:3 |.10.0 | 41:4) 10 OR reies 
O16) 41.2) 40.71 47.4-10:4 ) 10.7) 10.6 8.5 6.9 8.7 8.1 7.4 239 
A033 44-0011 .64 42.8 113.5") 41-5 9.7 | 10.0 Hee) 8.8 9.0 | 10.75/10:5 
46.2 | 16.6 | 18.6 | 19.8 | 16.2 | 16.3 | 14.4 | 12.5 | 14.4 | 13.9 | 15.9 | 15.4 | 21% 
9.5 | 14.3] 13.2] 13.2] 10.0] 105] 8.5] 94] 84] 89] 9.9 | 11.2) 434 
10.7 9.5 | 10.4 9.8 8.9 8.7 8.4 ves 6.9 8.3 8.1 ESCO oo Us bea 
7.8 8.6 9.5 90 8.0 8.5 7.3 eo) 6.4 + 17.6 8.8 9 2f LOY 
8.81 9.31 9.6] 8.7| 94] 9.0] 82] 7.8] 84) 982) 816 | oo Sai aie 
4705) 04406 3) 2 ely o39 9:2 9.6 Oe 9.5 140.1" | 20a ie 
oie ets fer We Be oe We Wh pe BA So Oy BD as Be GF) 20m he 9.9 110.7 LO Saiei tes 
12.4 | 10.4 8a 12 asl On/-1'0.0 9.4 9.4 8.4) 9.4 9.9 | 10.5 | 14.4 
TOS7 0 4a) AS elcled 9.9 9.4] 8.9 9:3 9.0 8.8 974-110-908) M2 
13:59) 4245) AS 4a) aes 6 10-9) 443 1 Led 9.9 | 10.0) 4245) Sao oa ie 
44°93) 20100) 1420) al One 0:3 Oi4 9.4 el 9.0 | 10.0 O07 1 026a) Ses 
AAO) AT 0) Tae Ow eos Dae 9.4 Heel 8.5 9.371 1.0.25) -TO26e a0 
12°20) 44.25) 444 eS One ON 10.357 40.044 0.5 9.35) 1050.) 720.54 0a 
10.4 9.9 4422 (0-46) 1058 8.4 8:6 1 2933 8.9 8.7 oul 9201026 
8.9 8.5 9.0 9.4 7.6 Te SPs) 6.7 Daal 7.8 8.2 9D Zale as 
Das) 8.6) 40.4 140.2 9.0 eal 8.0 Bea! 8.7 8.7 8.4 9.5 | 10:38 
10.8} 41.34 10:9 | Ono ett Dee 9.0 8.4} 10.3 8.2 | 41.3 |-10.2.) 4079 
410535) )20;3 oe! 927 P04 Meo e1 0.4 ea oe 8.6 O52 9.4 09) 
AD7 | 14.9. | ADE ha oF ie Baio 1644 7 9.7.| 11.6 | 10.4 | 11:9 1:12.68) eiare 
43.5 | 14.0 | 14.2 ) 12.2 OF Os E20) ag eed 9.7 | 42.2.1 10.0. 10<a0eiaee 
48.51 17.0 | 49.7 | 49.4 1719.9 20.5 | 20.4] 21.6] 19.4) 1724 | 47.299 Gee 
15.4-| 14.3 | 14.6 | 45.9 | 15.0] 13.2 | 46.5 | 12.6] 16.7 | 43.6-|.42.7') 13.Qamiioes 
13 A (045-2 1430 PASO AA Bae 8 149 9.7 | 12.8 | 13.2 743.5 | 14.0 [ois 
17.5 | 18.9 | 28.2 | 40.4 | 24.7 | 21.2 | 18.9 | 20.7] 21.9 | 17.8 | 16.4 | 20.3 | 21.3 
16.0 | 17.6] 18.6 | 20.6 | 18.4 | 15.8 | 15.6 | 13.9] 14.9 | 12.2 | 12.0 | 12.4 | doug 
PON88) AL ee a eae er 9.6 SEs, 8.3 8.4 8.9 9.0 9.7 Yaa aes 
9:6.) 1066 *| ae er Ors ORO DS) 7.0 8:2 29), 8.3 8.3 9°38 jets 
15.0 |°43.9-} W326; 1.45. Se tei ee 9.9 | 10.4 oe 9:2 9.7 | 10.2 | 44.9 
21.6 | 20.5 | 24.7 | 23.4 | 28.6 | 34.1 | 32.7 | 36.3] 32.6 | 23.3 | 23.0 | 20.9} 22.2 
24.8 | 24.3.| 24.6 | 26.0 | 30.5 | 41.7 | 44.0 | 42.4] 36.2 | 27:1 | 25:6 | 23:7 |elge 
29.7 | 29.7 | 37.7 | 45.5 | 50.3 | 50.7 | 54.4 | 52.6] 46.5 | 41.6 | 40.7 | 39.4 | 38.3 
26:7 | 30.9 | 35.7 | 38.8 | 43.0 | 49.6 | 54.3 | 52.8] 42.6 | 29.1 | 26.2 | 28.6 | 29.9 
26.0] 30.3 | 24.4 | 23.8 | 26.4 | 32.0] 39.4 | 49.2] 48.5 | 44.7 | 38.3 | 40.3 | 45.0 
een a Oe. 8.6 9.4 Gy TOF 2.5 4° 12.0 9.4 1 14,249) 44.2 | 4d oo oe 
42.71 .14.4:| 1240) 44 Oe A eT ete) WaT | 1S eo Phew ee) we 
32.0 | 34.0] 33.4 | 35.8 | 36.4 | 32.4} 27.6 | 27.9} 32.7 | 34.4 | 29.3 | 29.2 | 32.0 
28.8 | 29.6 | 28.7 | 27.9 | 27:7 | 23.4 | 22.3 |. 23.2) °25.6 | 23-8 | 24.8 | 22.4) 20% 
84.5 | 37.8 | 47.4.) 42.9 | 36.6 |) 25.7) 22:5 1°25-491°27.6 27.8 28:84) Blaha 
46,0 | 47.7 | 45.8 | 46.4 | 50.2 | 44.3 | 38.2 | 38.8] 48.8 | 44.2 | 46.0 | 46.5 | 58.4 
32.9 | 33.2 | 40.6 | 41.8 | 40.6 | 33.8 | 37.4 | 37.5] 35.4 | 34.8 | 34.5 | 30.3 | 32.1 
29.5 | 33.8 | 29.7 | 27:61 24.3) 26.4 | D474 24.49.2974) 24:8.) 23.4 | 23,3 peed 
<= ae == — | 27.6] 30.8! 34.6] 30.5 | 29.9 | 29.0 | 27.4 | 27.4 | 29.6 


Cities 


105 English Cit 
London * 
Birmingham * 
Liverpool * — 
Manchester * | 
Sheffield * 
Leeds* 

Bristol* 


16 Scottish Cit. 4 
Glasgow t 
Edinburgh f_ 


Dublin * 
Belfast * 


Oslo 
Bergen 


Stockholm 
Gothenburg - 
Copenhagen * 
Lille* 
Antwerp 


Amsterdam 3 
Rotterdam — 
The ek 


46 Germ. Citic 
Berlin * 
Hamburg * — 
Cologne * | 


Munich * — 


Leipzig *-~ 
Dresden * | 
Breslau * 
Essen * 
Frankfort on 
Dusseldorf * 
Hanover * — 
Nuremberg’ ' 
Kénigsberg * 


Danzig * 
Leningrad 


Warsaw 
Cracow * 


Sofia 
Budapest * 7 
- 


26 Swiss 
Zurich * — 
Geneva *- 


Cities of | 


a» 
ia 


Upper Eg 
Cairo a 
Alexandria 


Bombay — 
Calcutta 
Madras a 
Rangoon 
Karachi — i 


Colombo _ i 


-TAUX DE MORTALITE DANS LES GRANDES VILLES, PAR PERIODES DE QUATRE SEMAINES 


¥ 


Cities 


Singapore* 
Bangkok 
Batavia 
Surabaya 
Shanghai 1 
Hongkong 


Osaka 
Kobe 
Yokohama 
Nagasaki 


Perth (Austral.) 


66 cities of U.S. 
New York 
Chicago 
Philadelphia 
Cleveland 

St. Louis 
Baltimore 
Boston 
Pittsburg 
San Francisco 
Buffalo 

New Orleans 


Rio de Janeiro 
Bahia 


Javaand Madura 


Paris * 

Havana 

Prague * 

Tallin (Reval) 
14 Dutch Cities* 
Brussels * 
Strasburg * 

49 Spanish Cities 
Madrid 
Barcelona 


Valencia 
Seville 


Milan * 
Genoa * 
Trieste 
Bologna * 


Vienna * 
Moscow 
Mexico City 


22 cities of 
Guatemala 


Buenos Aires 


Santiago (Chile) 
Valparaiso 


Sydney 
Brisbane 


Auckland 
Delhi 


; (Calculés comme taux annuels) (swite). 
i GENERAL MORTALITY RATES, BY FOUR-WEEK PERIODS (On Annual Basis (continued). 
a 
$n 
q Habi- | Moyenne 1925 
5 tants 
(myilliers ea Periode de quatre semaines se terminant le: — Four-week period ending: 
Vi abi. | Yearly a: 
r illes Inhabi- 
em i ereinie tite.) 16 | asia | ee tics (153 || 34 Poe |) 96 
(thous- Jan. | Fév. | Mars | Avril} Mai | Juin | Juill.| Aoat} Sept.| Oct. | Oct. | Nov.| Déc. 
ands) | 1924 |1925 | Jan. | Feb. | Mar. | April} May | June} July | Aug. | Sept.} Oct. | Oct. | Nov. | Dec. 
Bepapour 498 | 26.1 | 26.9 | 22.6 | 22.6 | 21.9 | 25.3 | 28.5 | 28.8 | 26.6 | 26.6 | 29.0 | 29.8 | 34.4 28.7 | 28:7 
Bangkok 452} — | — | 26.7 | 26.4 | 25.1 | 26.6 | 26.4} 25.9 | 25.7 | 24.3 | 21.9 | 21.4 | 21.9 | a84 | 29.4 
Batavia 290; —}| —| —| —]| —} 37.3} 37.6| 37.0] 37.7 | 35.3 | 38.3 | 38.4 | 35.5 | 44,9 | 37.4 
Sourabaya 260; —| —]} —| —| —] — |} 25.6| 25.2 | 25.5 | 26.3 | 25.6 | 25.8 | 24.9 | 29.0 | 29.4 
Changhai 4 842 | 11.2 | 11.2 O20 4002-21027 9.6 | 10.6 Ses OD PT tae 2225} 40.5 | 10.77) 40.9 | 14.8 
Hong-Kong 787) —| —| —| — | 47.7} 18.3 | 20.7 | 20.0 | 21.3 | 25.3 23.6 119.9 | 47.8 | 47.3 | 16.4 
Osaka POs ee eee ee | 1 9.81 48.9] 21.1.) 20.61 90.4 | 18.9 | 16.8 | 48.3 
Kobé SU 2a ere — a — — — one eee OrOLt La) aw 46.0 145.51 44.8 | 489 
Yokohama 377) —{ —| —| —/ —]}] —] + | 18.9} 24.5 | 20.7 | 22.7 | 18.6 | 19.3 | 18.0 | 18.8 
Nagasaki 270; —|} —| —|] —Ff —] —]| — | 44.9} 10.8 | 12.6 | 10.4 | 10.8 | 12.6 | 14.8 | 13.3 
Perth(Australie.)) 176/411.2)102] 94] 86] 95] 87] 85144.4/408] 9.6] 41.5] 12.8|/104] 9.7] 9.2 
66 v. Etats-Unis} 29087 | 12.6 | 12.6 | 14.7 | 14.3 | 14.6 | 14.5 | 13.6 | 13.6 | 11.1 | 10.6 | 10.9:|] 10.9 TARO eA Dee. | ted 
New-York 9928 | 11.7 | 14.5 | 13.8 | 13.8 | 13.2 | 13.3 |.13.3 | 13.8 9.8 a6 9.6 uote. A 44 ai | Ane, 
Chicago 2886 | 11.2 | 14.4 | 13.1 | 12.9 | 13.7 | 43.3 | 42.4 | 12.0 9.9 9.6 9.8 Sours 144 | 4405 
Philadelphie 1923 | 12.9 | 13.2 | 15.7 | 16.4 | 14.8 | 14.1 | 13.9] 16.4 | 10.8 We USERS GE URS oe i in is TE | 
Cleveland $89 110.1] 10.4 | 10.9 | 11.4 | 12.2 | 14.7 | 11.2 | 10.8 on 5.0 9.3 | 10.1 9.0.1, 40:3) 10:4 
St-Louis 804 | 13.4 | 14.0 | 16.0 | 14.6 | 15.6 | 16.6 | 13.7 | 13.1 | 12.5 | 12.5 | 14.0] 12.2 | 12.4 14.3 | 14.2 
Baltimore 774 14.31 14.6} 17.9 | 17.4 | 17.4 | 16.0 | 15.8 | 17.0 | 11.8 | 12.6 | 44.8 | 12.2 | 13.4 13.7 | 13:8 
Boston 770) 12.0 }.14.7 | 16.7 | 18.1 | 18.2 | 47.2 | 15.2.| 45.2 | 44.9 | 44.8 | 12.2 | 14.7 | 13.6 14.7 | 14.8 
Pittsbourg - 613 | 15.4 | 14.9 | 17.4] 16.9 | 19.9 | 16.9 | 16.0 | 15.0 | 10.9 | 12.2 | 13.3 | 13.2 | 13.4 14-9: | 14.2 
San-Francisco 939 | 13.5 | 13.4 | 15.7 |-14.0 | 13.0] 15.0 | 13.7 | 12.7 | 42.8 | 14.0 | 44.3 | 14.9 | 19.5 12.8 | 13.9 
Buffalo O37 | 12.5 | 13.4 | 13.0 | 12.6 | 15.2 | 15.4 | 15.51 14.0] 13.0 | 10.5 | 13.8 | 12.3 | 19.4 | 14.1 | 13.5 
Nouy.-Orléans £05 | 18.5 | 19.2 | 24.0 | 23.4 | 20.4 | 19.4 | 18.8 | 19.0 | 19.6 | 17.9 | 18.9 | 17.2 AP A475 19.0 
Rio-de-Janeiro 14421160] — | 18.3 | 16.9} 16.2 | 16.0 | 17.4 | 16.8 | 17.0 | 16.8] 46.7 16.7 
3ahia 320) == | 16.3) 4%.5.] 16.9 | 17.4 | 15.9 | 19.2 | 16.3 | 16.7 | 47. $5.9413.3 145.6 | 15.0 | 18.4 
favaet Madoura} 372 | 18.8 | 19.9 | 20.8 | 21.3 | 19.6] 18.5 | 19.3 | 19.4 | 19.3 | 204 | 19.9 | 19.5 | 19.5 | 20.0 yg We? 
| Jan. | Fév. | Mars} Avril) Mai | Juin | Juin. | Aout | Sept. | Oct. | Nov. | Déc 
'' Jan. | Feb. | Mar April, May | June | July | Aug. | Sept. | Oct. | Nov. | Dec 
bars * 2906) 14.3) 44-71 47.4) 17.4 | 47.8 | 45.9 | 15.0 | 13.2 | 12.3] 41.4 | 12.0 | 13.0 | 13.9 | 18.4 
La Havane peo io.O pl de2 20-2 ed) | 18.9 |.19.4"% 19.4 1.25.9 | 94.3 241.7 ZU T7de E1950. |: 18.8 
>rague * 713) 10.9| 41.8] 12.2] 11.9} 14.8] 14.4] 11.7 | 106] 108] 9.5) 103 | 414 | 11.4] 13.3 
‘allin (Reval) $225)°43°2 1 12.0 13.3 44.3 | 1256) 15.2 | 44.2 8.9 | 10.4 COMA AN Tie 1.4 |) 12:5 
me hollan.*, 2482) 8.8) 91) 9.6/ 10.0) 99] 98) 94) 78] 80] 74] 78] 83] 9.8] 11.9 
sruxelles ze SUoneo.7 | 10.201 43-0 |- 9.5 | 12:27) 10.4 Chee 8.4 8.5 8.2 8.9 SAO elon) 132 
strasbourg * 167 | 16.6 | 134°; 14.4 | 15.3 | 14.2] 43.0 | 14.4 | 12.7 | 42.5 | 44.4 | 10.5 | 42.4 | 12.2 | 17.5 
9 villes espagn.| 4205 | 21.3 | 23.4 | 25.8 | 26.7 | 25.5 | 22.3] 19.2 | 419.8 | 20.8 | 19.5 | 18.5 | 18.4 | 20.6 2.0 
adrid Becta O92) 125 1095-5) | 222-811 49.3 46.2015 17051949611 016.7 | 24.8 [46.0 | 18.8 | 25.0 
iarcelone yeoue20.9| 20.2 1927.2 25.8°| 25.4 | 24.2.) 47:9 48.9 | 47.2) 1 45.6 1145.2 | 16.5 | 17.2 | 25.8 
‘alence meecoe 20-51 21.0 1125-4.) 25.7 128.0 | 24.6 | 20.2 | 20.9 148-51 16.15) 43.6 | 145.2 | 48.7 | 25.4 
éville Maveapoe) 24.9028 .0)) 82.2) 26.2) 25.5.) V4.7) |) 96.8 1995.9 1420-87: 94.5. 104.7.) 799.1 | 22.9 
lilan * 899.| 13.4 | 14.0 | 16.2 | 15.4 | 16.6 | 13.9} 13.2 | 12.6 | 42.6 | 11.8 | 11.3] 19.2 | 16.0 | 18.4 
‘énes * 332 | 13.8 | 14.3 | 13.4] 13.91 17.0 | 14.8 | 12.8 | 13.8 | 13.2 | 12.2 | 12.8 | 42.4 14.4 24.3 
rieste 239 | 17.0 | 15.3 | 18.7 | 16.8 | 19.2 | 16.6 | 14.3 | 13.6 | 12.0 | 13.4 | 13.9 | 14.0 | 13.5 | 18.4 
| cologne “d ea Ooh Lame tow (15.9 1 16.0 |\44.8-| 412,77) 40.0 1h 44 Oe 10,21 710.2.) 43-3 {4.4 | 18.4 
iene * pov Mia) Pe.oeeie.6 19.8.) 43.34 13.3} 44.3 614.0 [40-7 oe iioe | 41-4 | 12.9° | 1527 
loscou MAO MD BAe D177 45.5 | 15.0) 14.6 | 14.85) 14.6 | 45.2) | 918.21 42:4 | 14.0 | 14.4 |. 4404 
jiillede Mexico | 662| — | 31.0] 35.5] 34.7| 41.2| 43.9] 38.1 | 29.4 | 26.2 | 25.8 | 25.4 | 225 | 23.7 | 262 
: Pigiles du 
Guatémala 415 | — | 32.0} 27.9 | 29.0.) 30.2 | 35.8 | 40.6 | 42.6 | 35.6 | 29.0:| 25.8 | 23.3 —— a 
_uenos-Aires Pood Wise) tone is.2 teis.7. (42.5). 42.4, | 42-6 0) 15.41) 14,89) 45.6 | 43.8) 19.0 | 15.4 16434 
ntiago (Chili) 946 1:30;9 | 28.4) | 29.5 1928.0 | 28.3 1 24:5 | 22.5 |, 28.2-] 26.9 | 23.5 | 24.6 29.6 yo 33.0 
alparaiso 2B) 80,201) 2000 129-8 1.27.5 | 26.6) 26.6 | 24.9 4 24.8 | 94.8 1926.6 | 27.5 | 32.4 | 34.9 [194.5 
tC  — 
‘irdney OA Sous 1901 8:31) 98 1540.0-f 44.7405 bic9.4 | 9.5'] 8.6 1° ge 
“isbane 10.3) 10.3] 9.8] 88); 94] 9.5 | 10.2 | 14.3 | 44.8 | 10.8.| 10.8 | 8.9 | 42.5 
ickland se etalars) the lA 8.0] 8.2 9.0 |,11.0 1.4 Ts 8.0 Sy? 
thi 29.4 | 24.8 | 28.6 | 31.2} 35.51 38.0 | 26.0 1.9 | 26.2 | 27.8 | 27.6 
itrangers non compris . — Excluding non-residents. 
Cession internationale; population chinoise. — International Settlement; Chinese population. 
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BIRTH RATES IN LARGE CITIES, BY FOUR-WEEK PERIODS. 


Moyenne 


(Calculés comme taux annuels. — Calculated on annual basis.) 


1925 


Période de quatre semaines se terminant le: 


Four-week period ending: 


annuelle 
Annual 
Villes Average 
492411925} 241 | 24 11 $24 111/48 Ivj 146 Vv 
105 villes angl. 19.4 | 19.84 49.7 | 18.8 | 19.6 | 18.9 } 20.9 
Londres 4186|189 4 19.5 | 18.8 | 19.7 | 18.3 | 20.3 
Birmingham 49.4 (19°22) F184 Se7 up 18.6") 1 900) eg 
Liverpool Dh A 29 OL Seu eoroN Pp 2ocaut lee ee aond 
16 villes écoss. DUT De Gn Meas On ea Onl selee ore 
Glasgow DEA N24 SINS Onleeorouh 24 -4ol oso 20.0 
Edimbourg TOM ALO eS ee) 4925" | 202 2086 
Belfast D4 OA 23.6 2 Galo. 1) 2259) 2373 e26e5 
Dublin DHIG dS IL 2Osomee aso (karo 2 ae7ueoao 
Stockholm AONB D299 Faq ee eee ld Aloe fed 2 On| dies 
Oslo ADAM BcO bebosoe Losort 44.60) 16091358 
Copenhague 4626 718.3 | 16.8 [28.6 19.0 5)018.7 fi 49.7 
46 villes allem. Ve Gee 5x9) | dG sie a hadi Owl) lege lala i} 
Berlin AOA 446 W 14.8 | 4222: 1 13.0 142.5 | 1244 
Hambourg VRE) | ep Onleloeg wees, | 14.9) oat) 
Cologne ASO ASF A9.0 [49.241 20:4 |. 1825") 2055 
Dresde (ONG A Ge) ele Oelet Ocon OrOnieaoeeehe loss 
Munich 43% VEO StS eee Seo: | UOLGr fost 
Amsterdam DOES ENSLS Met O.2) [RAO Wi 2OLL at V9.7 be LOG 
La Haye DOemeAS Ot Oe tori Lora cle Teed eee. 
Anvers TPN ATA P 15-4 WW 18.2"1 1826.) 18.8) 4725 
. 26 villes suisses Cee 12801042 Ont 826 |) ee | Len 2 Tie 6 
| Lille Oe Wh ole ede ou edeae| 22e0e} ee deo 
Cracovie Day I) A) DAC MONARO eS Ig |S (Oa) feu Lat) | eee 
Varsovie 2Owsey 24.7 1-49-25 4 24.6 7 49.57] 80.6 1240 
Villes du Canal 
| de Suez 46.9 | 45.5 | 49.4 | 48.4 | 44.3 | 41.7 | 42.8 
Basse Egypte 45.9 | 44.6 | 48.2 | 46.5 | 46.6 | 44.5 | 44.0 
| Haute Egypte | 55.8 | 53.5 | 50.7 | 55.9 | 56.3 | 57.2 | 48.1 
Alexandrie A001 (47-6 4 55.4 | 54.04] 54.8 | 47.2 | 44.0 
Le Caire 50.0 1950.5 1 50.9 | 54.6 154.6 | 50.7 46-5 
Le Cap DOM A123 OS See decOny 2iad 21nd 
Johannesbourg | 24.7 | 25.3 | 28.5 | 25.6 | 21.9 | 26.9 | 26.6 
New- York OT ml a2 Olen 4 2A 2S | ae eon eed 
Rio-de-Janeiro* | 39.3 24 ON 20 2 Galea osd alae one 
Madras BOA ae 01 38,00 Soa oo.cs|eeleomlery ee 
Villes 1924 | 1925 
J II III IV 
Paris Ae ON aG.2 eA es A725 16.8 16.8 
Bruxelles ALSO seo edosoel | toed 14.5 13.9 
44 -villes hollan. |:24.2.| 20.6 | 20.7 2425 21.6 21.8 
Milan COR Mee osgulh 14.98 MN Ge 13.8 
Génes Uae pete wire! Pay WAR) 10.7 13.6 
Venise © 28 aloo bbe cool eae ee 23.0 DIAG 
49 villes espagn. | 26.5 | 27.0] 30.6 | 30.2 | 29.0 | 27.2 
Madrid 24.5 | 24.8 | 28.4 27.0 F415) 33 2316 
Barcelone 24-0.) 25.591529 7 DATO Dye PADS 
Valence Dh be) Beso RZ eo a 2878 ays 220) 
Séville 26.380 2 on ooren eel s0 29.4 DRS 
Budapest AG AIRS Oso 48.8 20.0 19.4 
Prague 19:8) AS Otte tod | 19.249 AS 
Vienne C27 NAS OME deo lee ood 15.3 aieb 
Moscou 30.4 S| Pou BRES 32.9 Ry eA 
Bueno-Aires 24 LG DES 27.08) 23:8 26.1 24.4 
Santiago (Chili) | 30.8 | 26.3} 39.9 | 26.8 | 23.3 9:2, 
Valparaiso 33.6 | 32.3 | 32.5 | 382.4 | 29.3 | 28.6 
Delhi 47.8 —— — 41.9 40.0 36.3 


(eee 


§ Période d’une semaine. — One week period. 
* District Fédéral. — Federal District. 


a Période de 3 semaines seulement. — Period of three weeks only. 


Sizer 
EY Sad eS idksy sipabdpeapie.cs| 8) O44) BYE Se PA oe Oth oom 1926 
4927 120-51 49.2 1° 1955 1e4863 E485 77a eOeOmmecn 
439° )49594 4950 |. 4858 eS Ae? 2 eee 
49:81 20.6 |-49.8 | 20.0 } 19.5 | 1930))) 18225) 4 ore Ors 
93 16) 1 25.2 | '22.9-) 23-71-2415. 23.30 22.7 e once ane 
95.04) 24:4 -)) 29.2 | 24579247991 22.3) Oe eee 
96:3 | 26.5°| 24.4) 22-9 |p 2257 1223-85123. 6) eons 
499°) 24.0 | 20.4 1 48.4 1825") 1905) 19 eee elie 
94.9 | 24.8 | 24.5.) 224) 24.45) 22°4 |). 2009 }atSeGn man 
9841 26:8 | 238.941 25.8 924.2. 22562247) al GeO means 
44.4 | 12.4) 1275: | 146) 1229 7) 4260) 142 |e eS eee ee 
4:99 || 42-3: hd 2542 SO AGE oa ein | eee me eee 
18.4.| 18.05) 49:5 1 1628 ) 4273 46 -eh 1Si41 oa yiae aed 
46.9:) 16.0 | 45.35) 4426 145.2) 44e7 ol) Tas ee aoe 
ADK W443 | 028 WO OE OF alt Osis aoe 9.8: ) 427 
16.37] 14.3 | 48.6 | 13.24) 1316 4) 433501 14129" aCe 
49.2 | 19.9 | 47.2 ) 1920 1 46.6 ee ee te 
ALD | 45.2) 44.4 11350 | 1324 Wa tO el ere eet 
16.8 } 16.2 | 14.995) 13:6 |) 13s8uete 00 ores eee oes 
49-8 | 16.6 | 49.6 | 4829") OS255 0 4 ede ee one | eee 
19.2 | 19.5 | 18:3 | 48.0) |, 49.0) 4973 Ww hors 6) Galo 
48.3 |. 17.4-) 18.3) | 24.5) 4656 | ieee Gea eons — 
13.5 |.143.1 | 42.9) 12.6 }242.8 4S Olse el OLO eaiond 
941.8.) °22.4 | 19.9 | 24.4 | 20.9 [20520 25 eases 
31.8 | 34.2 | 28.0 | 24.9") 26:3 2a 2 Gh eons moe 
94.5 | 22.2 | 17.9 1 20°78 | LOONIE oiea den ieee mee bee 
38.8 | 40.4 | 45.6 | 46.4 | 4528 |P49:0 9482741 5005 
37.9 | 37.6 | 42.8 | 42.9 | 443 | eSssOn SoMa lwouse 
4£6.0.|.50.3' |°53.1 | 54.6 | 52.8 |Sovesne pores mon ms 
40.45) 36.6 | 39.6 | 43.5 | 424) Pebbles oan 
46.4 | 48.4) 48.4] 4£5.6))) 504 ee ogaooe On| moe 
9D 2050 | 283) 24.259 24.4 2 eer elec 
DEON 2328 |" 22.5 1 25.4 26.5 cee eee On mer ome 
20.65) a20.7)) 24°01 24.6) 1959. | Oe ietoe2 — 
Sloane Qaeda seek nl ore — = = 
he 6 1 4225) 4322.) 54.0) | 54.59) SOA) eae9s |eeaeo 
1925 
Mois — Months 
V VI Vite VELL IX xX Exell XII 
16.8 16.8 AiGeD thang) 44.7 AeA 15.0 41622 
133 ies 13.6 4 La 42 12.6 AA | 12.7 
247 20.3 20.3 20.5 20.5 eS T'GHD 19.9 
44.9 ‘aval 14.7 Ah NB 13.8 Hl} 12.9 
12.6 14.6 sa OS 13.4 Aisa) 14.2 14.4 
23.0 2205 26.4 21.6 23.0 19.6 24.0 PAG) 
25.8 De 25.8 24.7 oe 26.0 26.6 26.8 
23.6 ee 23.9 21.9 23.0 24.4 26.8 25.9 
ow 24.2 Me22 25.2 24.9 24.0 24.8 25.8 
22.0 2000 18.5 22.8 23.0 24.9 24.0 Rit 
24.6 2566 2527 23 22.8 26.1 29.4 29.5 
19.4 18.9 16.0 AEG 18.4 47.2 16.2 15.6 
4522, 12.8 14.4 es OR} 11.8 deg 11.4 
14.8 16.2 14.2 13.0 134 12.4 P3n2 12.7 
31.6 See. 28.2 2908 — — — = 
22.6 24.8 26.8 24.7 26.4 Pay 60) 23.8 pel 
Dore 26.4 26.2 Dies 24.9 29.0 B2a7 27.4 
31.4 SA oa 36.4 31.0 34.6 34.2 33.4 
37.0 38.9 445 D2eO 58.9 — — — 


Seville 


Cities 


105 English Cit. | 
London 
Birmingham — 
Liverpool — 
16 Scottish Cit. 
Glasgow 
Edinburgh 
Belfast 
Dublin 
Stockholm 
Oslo 
Copenhagen ~ 
46 German Cities| 
Berlin a 
Hamburg 
Cologne 
Dresden 
Munish: 
Amsterdam — 
The Hague © 
Antwerp 
26 Swiss Citie; 
Lille q 
Cracow 
Warsaw 
Cities of the - 
i Suez aS 
ower Eg 
Upper Beypl 
Alexandrie — 
Cairo 7 
Cape Town | 
Johannesburg 
New York — 
Rio de Janeire 
Madras 


Cities” 4 


Paris 
Brussels 
44 Dutch Citi 
Milan : 
Genoa 
Venice | 
49 Spanish G) 
Madrid © 
Barcelona — 
Valencia 


Budapest | 
Prague 
Vienna 
Moscow _ 
Buenos Aire 
Santiago (Ch 
Valparaiso 
Delhi 
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MORTALITE INFANTILE DANS LES GRANDES VILLES, PAR PERIODES DE QUATRE SEMAINES 
‘ INFANT MORTALITY IN LARGE CITIES, BY FOUR-WEEK PERIODS. 


Moyenne 4925 
annuelle 
: Annual Période de quatre semaines se terminant le: -—— Four-week period ending: G4» 
Villes Average Cities 
| § 2/1 
1924 | 1925] 94 1 | 24 Tie enn | Lom iEyeLoavoids avi Vitor Welton Xal oe x, | ot x 128 xcl26 xr £926 
405 villes angl. 79 79 89 93 86 88 70 63 52 58 7A 81 7A 89 115 104 105 Engl. Cities 
Londres 69 66 Fh 79 70 IR 53 42 ou 45 ae Te) 69 89 114 78 London 
Birmingham 82 75 9% | 100 91 92 75 49 54 60 82 72 63 58 94 | 127 | Birmingham 
Liverpool 103 97 106 104 139 102 100 86 60 67 105 100 68 87 154 154 Liverpool 
16 villes écoss. ately 99 126 MANOR 112 107 92 76 68 81 87 81 98 131 133 97 16 Scott. Cities 
Glasgow TAOS O04 15 100 |} 104 100 96 85 66 84 88 82 113 138 143 402 Glasgow 
Edimbourg 89 1 116 1290 E39 93 992 59 yay 56 He 76 78 MAGE, 97 118 Edinburgh 
Belfast 85 108 WALES AAS} AVI 78 82 82 ie. 68 125 76 99 92 244 107 Belfast 
Dublin 118 112 95 Aly 116 130 ANpAah 80: |. 738 AO, 168 134 83 82 1, 88 Dublin 
Stockholm O41 48 61 64 39 6) 67 aS 19 40 28 37 38 Be 28 42, Stockholm ae 
Oslo 47 42 3 61 65 30 29 33 45 40 36 29 35 40 34 39 Oslo 
Copenhague 76 67 64 56 82 | 104 70 64 60 79 4A 53 46 56 79 | 111 | Copenhagen 
46 villes allem. 101 96 | 104 | 108 96 99 90 81 84 | 104 | 105 86 96 96 | 112 | 109 | 46 German Cities 
Berlin 96 92 93 1410 91 102 89 82 84 94 84 79 93 95 94 103 Berlin 
Hambourg 86 81 oe 85 79 108 89 61 68 83 84 INE: 74 99 78 86 Hamburg 
Cologne OS NG Fae i] 91 99 | 103 81 82 84 99 | 109 | 103 | 10% | 110 | 124 | 157 | Cologne 
Dresde 85 80 71 81 74 89 83 72 60 74 93 73 65 95 yea avi! Dresden 
Munich 129 | 105 120 Se WEB 103 116 90 95 110 97 83 74 ee? 109 103 Munich 
La Haye 32 35 34 40, 34 28 29 26 38 a 441 35 an 41 38 54 The Hague 
26 villes suisses 50 49 41°) 65 52 56 53 50 47 33 49 45 hl hh 57 61 | 26 Swiss Cities 
Lille 94. 98 | 128 106 98 92 66 86 84 I)99 142 106 95 102 92 1411 Lille 
Cracovie 131 108 109 | 128 111 104 85 89 85 107 154 199 433 109 83 470 Cracow 
Varsovie 238 | 160: -[a170 | 157 ALAN 121 184 139 196 209 185 4152 |a134 163 153 79 Warsaw 
Villes du Canal Cities of the 
de Suez 32 191 119 | 101 129 220 226 282 295 300 | 266 149 145 126 Ae) — Suez Canal 
Basse Egypte 126 | 208 | 114 100 103 164 226 370 378 ee 283 204 167 ADS 142, a Lower Hgypt 
Haute Egypte 166 303 RG 454 DDD, 287 428 448 438 414 334 313 262 230 238 — Upper Egypt 
Alexandrie 232, 243 | 144 155 130 | 160 205 BH bD? BOO Mineo 5: 360 292 225) 205 4185 — Alexandria 
Le Caire 251 247 145 154 | 188 221 Bon 387 418 409 310 178 161 152 445 — Cairo 
Boston* 77 81 112 95 99 92 79 84 59 93 70 88 78 74 68 66 Boston* 
Chicago* fe) 74 95 93 96 93 83 73 57 64 fy 78 66 59 60 85 | Chicago* 
New-York* 68 64 70 71 72 vy) 70 74 56 59 61 59 58 58 50 61 New York* 
Philadelphie* 75 73° 87 79 80 72, hes 79 60 57 88 81 a4 54: 70 55 Philadelphia* 
Détroit* 84 84 88 95 98 85 91 87 60 68 96 98 nO 76 76 79 Detroit* 
San-Francisco* 58 50 58 62 62 58 50 52 39 44 55 46 39 50 h7 42 | San Francisco* 
Rio-de-Janeiro** 94 — | 231 17 183 180 183 180 Abe 162 142 178 . Rio de Janeiro** 
1925 
: Mois — Months 2 
Villes FCT) a5 5 ee ee Re Be Lat te eerie bt URS Pg ee Cities 
i 
| I II III IV V VI Vi Te ViLLL EXE | x Xl xen 
| 
Paris 88 89 100 108 105 106 105 80 76 86 76 69 70 84 Paris 
ruxelles 80 S21 106 92 84 13 78 53 74 91 58 69 83 63 | Brussels 
4 villes holland. 38 37 aA 39 4& 39 34 34 31 29 28 32 40 54 44 Dutch Cities 
Milan 87 104 99 84 76 81 83 103 141 188 106 89 719 81 Milan 
oénes 741 112 111 111 106 97 124 120 124 126 109 3 109 108 Genoa 
Venise 147 128 159 138 131 118 105 97 145 164 12:7) 144 90 125 Venice ; 
9 villes espagn. | 141 138 Ae, 126 aleve 125 425 162 195 Nes 129 a Fe li | 113 138 49 Spanish Cities 
Madrid ; Sy, 146 135 139 152 135 141 161 238 163 105 84 103 225 Madrid 
3arcelone 101 98 147 114 96 91 104 141 169 95 60 61 67 75 | Barcelona 
valence 105 112 89 95 127 165 128 142 179 79 61 75 88 155 Valencia 
séville 900 | 449} 100} 424] 180 | 154} 225 | 293 | 222 |} 449} 447 | 443] 410 98 | Seville 
3udapest oe 126 130 154 bait 138 97 107 137 133 4120 ADD, 134 117 Budapest 
Prague 110 lala 422 94 Aleat li 142 104 4415 97 90 107 424 74 126 Prague 
7ienne 98 —— 124 105 92 84 68 54 74 oie 89 — — — Vienna 
floscou 4 Bab) at 434 184 134 136 149 160 235 170 Moscow 
| }uenos-Aires 85 86 75 A014 78 58 ape 66 70 83 2 83 156 419 | Buenos Aires 


* Les taux pour les villes des Etats-Unis sont basés sur lal moyenne hebdomadaire {des nés-vivants pendant l’année précédente, les don- 
i's COurantes de la natalité faisant défaut. — The rates for the cities of the United States are based on the average weekly number of living 
bths for the previous year, no current records of the natality being available. 
| ™* District Fédéral. — Federal District. 

_@ Période de trois semaines seulement. — Period of three weeks only. 
 § Période d’une semaine. — One-week period. . 


Tableaux de Mortalité par certaines causes dans les grandes villes. 


Tables of Mortality from Certain Causes in Large Towns. 


Source: 


— 150 — 


AFRIQUE - AFRICA. 


ALGER — ALGIERS 
(Population: 203 950. R. 1921.) 
COMPTE-RENDU DES TRAVAUX DU BUREAU MUNICIPAL D’HYGIENE 1922-1925. 


Sources : 


Cause de décés — Cause of Death Total 1922 | Total 1923 | Total 1924 | Total 1925 
Déces, toutes causes Deaths, all causes 4319 4110 4186 4242 
Déces de 0 a 1 an Deaths up to 1 year 930 858 685 rae 
Coqueluche Whooping-cough 5 4 6 7 
Diarrhée et Entérite, Diarrhoea and enter- 

au-dessous de 2 ans itis, under 2 years, 835 720 130 505 
Diphtérie Diphtheria 10 4 Ae 7 
Dysenterie Dysentery 6 5 3 8 
Encéphalite létharg. Encephalitis letharg. 8 3 9 6 
Fiévre typhoide Enteric fever 27 19 24 15 
Fiévre récurrente Relapsing fever 4 0 0 0 
Fiévre méditerranéenne Mediterranean fever 0 0 0 0 
Grippe Influenza 107 62 49 43 
Infection puerpérale Puerperal infection 8 6 0 4 
Lepre Leprosy 1 FO 0 0 
Méningite cérébro- Cerebro-spinal 

spinale meningitis 2 2 4 3 
Pneumonie Pneumonia 596 D14 571 593 
Rougeole Measles 36 4 «A 3 
Scarlatine Scarlet fever 1 2 0 | 
Tuberculose pulmon. Pulmon. tuberculosis 602 672 674 622 
Tuberculose, autres Tuberculosis, other 

formes forms 192 184 161 161 
Typhus exanthém. Typhus 6 14 14 20 
Variole Smallpox 0 0 0 112 


VILLES D’EGYPTE — 


AwnnuaL Return oF Birtus, DeatuHs AnD lnrectious DisEasEs, 1919-1924. 
WeeEKLY ReturRN OF Birtus, Deatus anp InFectious Diseases IN THE PRINCIPAL Towns oF Heypt, 1925. 


EGYPTIAN TOWNS 


2 | “ |so8e os o> ihe o SE mn OS oo cons Sl ps SEZ wo) 
Période de quatre semaines | 342) “© Be sin ais Be a Es Seas oe 8 8 3 a £5 as Palod =o s ESE 
se terminant le: Sees) Pew 2. |S ats m8 aa sere BH | ge a's mae 33a8 SS§ es 5882 
Four-week period ending: |22a=| “a |.883| 2a | 22 | 23 | 3g |Skee| Ae | 32 | 88 | Be |SESElSegs 3338 
ee et eee Se CSE SAA. | ae Ree eee a aa | =" | a3 | Pees Beeslsese 
f Oo a rs n sm Fe) ie) n Es 
Aa |Bsas . 
Villes du Canal de Suez — ‘Towns of the Suez Canal Zone 
DAMIETTE, PORT-SAID, ISMAILIA, SUEZ (Population: 176 300. E.1. juill. 1925) . a 
Total 1919 60142 | 1130 | 1063 14 218 31 81 Omelet Hae 39 2 20 | 194 34° 
» 1920 4885 | 1412 | 1096 20 95 31 15 as 66 | 298 54 1 20 172 31 | 
» 1924 ee 2 2 oO 924 23 46 31 21 3 75 | 294 6 0 16 168 ASM 
» 1922 4669 | 1490 | 1163 21 ayy) 45 15 5 69 | 250 15 0 AN, 168 49) 
» 1923 4D ODM el eo mid One 10 82 35 14 6 52 | .259 | 154 0 A) 146 20 4 
» 1924 4188 | 1412 | 1160 68 39 19 10 1 18 | 209 2 0 y 179 py | 
» 1925 4621 | 1494 | 1322 56 62 15 2 1 DAE ea lteyy) 37 0 4 198 35 | 
Janvier — January 28 | 292 79 45 “s 3 1 0 0 OA 42 0 0 0 18 3] 
Février — February 25| 277 66 30 5 3 0 0 0 0 6 0 0 4 12 ih 
Mars — March 25 293 ae) 61 4 4 1 0 0 0 30 1 0 0 15 \ 20 
Avril — April 22 316 124 70 6 4 0 0 0 2 18 0 0 0 14 54 
Mai — May 20 387 131 103 Bi} Ky 41 0 0 1 19 3 0 0 19 
Juin — June 17 421 148 149 3 7 0 0 0 2 17 8 0 0 425 
Juillet — July 15 442 161 AD 2 7 M4 0 0 7 14 6 0 2 14 oO 
Aout — August 412 491 185 192 1 8 4 0 0 0 a 6 0 0 19 U | 
Sept. — Sept. 9 GAA 166 164 5 3 3 1 4 3 14 1 0 0 19 ae 
Octobre — October 6 315 91 107 8 3 4 0 0 3 8 t) 0 0 8 4 
Novem. — Novemb. 4 311 - 96 87 5 4 2 0 0 2 8 0 0 0 Ny Ai 
Décemb.— Decemb. 2| 282 83 73 5 5 0 1 0 1 9 2 0 1 16 1] 
Décemb.— Decemb, 31 | 353 87 69 6 9 0 0 0 0 24 10 0 0 17 | 
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VILLES D’EGYPTE (suite) —- EGYPTIAN TOWNS (continued) 


ALEXANDRIE — ALEXANDRIA (Population: 486 600. H. 4925). 


+f 
iS au |23he2 
5 : ry 5 i 5528 o Ss as. Oo 5 © OOD SOS xy a4 
se terminant le : S738 38 3855 a5 gs Be 38 Eile gy | §& ap 2 Bus S2e8 Bees Shalt ae 
T- i i ASan| ad |e? = BB aS Sa |SSS5/ ma | 22 | Sa] se [asses Sees esses) Se 
Fovr week period ending ale gs ages AA aa bese am FSEE a Bae | AS | os Ey BAB BESS an 
Poe lag: (seas z BS 2 g0°| 
A Pao ic 
Total 1919 /182014 | 3834 | 3855 25 248 165 8 9 Sy dl) aye Of 4 58 936 310 750 
Dee o20Nn 14402 4°4182° | 31139, 14 147 78 15 4, 3 | 463 24 6 30 750 268 278 
De O2A ee a000, P4441 2a B22o 7.453 134 79 2 4 46 } 310 30 1a 34 658 264 54 
» 41922 |42299 | 4388 | 2944 24 78 69 7 8 30) |) 274 47 0 58 546 224 34 
Deo Zone L4216 0 o195) 14034 34 93 64 9 3 pon e2o£ |) L216 0 39 498 188 22 
PELs +e itsoo2 | 0202) g520 86 141 77 1 3 2h BLS D 6 33 593 158 9 
Veet oZomt 76035 0 O04.) 5466 56 234 82 1 4 3 | 394 | 406 ait 24 564 146 5 
Janvier -— January 28/ 973 292 163 9 6 zi 0 0 0 24 0 0 1 42, 7 0 
Février — February25! 1134 312 A 8 10 0 0 4 0 34 0 0 2 45 8 0 
Mars — March 25 911 266 120 4 9 1 0 1 0 oo 0 0 A 47 7 0 
Avril -— April 22 872 282 1541 2 8 3 0 0 0 28 2 0 4 47 16 0 
Mai — May 20 988 342 256 ey, 9 2; 0 0 0 30 0 0 0 38 41 2 
Juin — June He ANGERS 467 368 3 a9 2 0 0 0 24 7 0 4 43. 13 yi 
Juillet - July ales |i a Ag es 491 538 z 423) 4 ) 0 1 19 46 A 1 42 9 0'| 
Aotit -—- August 12] 1841 628 770 a ne 7 0 0 1 oo 87 5 iB 39 13 0 | 
Sept. —- Sept. 9} 1815 585 765 3 23 14 0 0 0 33 85 3 4 46 10 0 | 
Octobre -— October 6] 1673 459 684 6 D9) val! 0 4\ 1 25 53 4 M 37 45 0 
Nov. — Novemb. 4} 1433 391 476 5 30 3] 0 0 0 24 42 4 2 4S 8 4 
Décem. — Decemb. 2] 1508 394 490 6 a. 7 0 0 0 29 43 0 2 39 15 0 
Décem. — Decemb. 31| 1781 | 4382 | 510 3 30 5 1 4 Ou 56a 44 0 4 NF 14 0 
LE CAIRE — CAIRO (Population: 818 500. EH. 1925). 
Total 1919 {32162 | 7160 | 6517 159 854 330 18 26 A587. \) 296 | 3 70 | 1497 200 | 2702 
» 1920 |28462 | 8674 | 6884 82 718 226 18 17 0 |13877 | 416 0 68 987 200 8388 
» 4924 123663 | 7756 | 6084 136 540 168 7 6 0 |12149 | 109 4 68 757 131 202 
»- 41922 126867 | 9442 | 7549 174 494. 247 4 8 CO) Sey Ag) ayaa | 2 68 774 179 127 
| pat 923 128287 |-9702 | 8955 240 672 283 5 22 DDS Bo. \0,7 2 3 48 | 760 143 78 | 
| ee 1924) 127226 110072: |) 7495 259 467 266 4 7 0 |1560 Wai 4 47 726 say 55 
| » 1925 130485 | 99388 | 9083 Ml 575 363 7 10 OF 4948 1 742 4 49 778 188 30 
Janvier — January 28 | 1684 465 198 21 24 “IPA 0 1 On| 041 fi 0 a 46 14 0 
Féyrier — February25 | 1946 499 219 26 28 26 0 1 0 | 160 8 1 7 64 9 AP} 
Mars -— March 25]| 2245 644 353 17 28 14 0 1 Ome 22 0 0 64 20 She 
‘Avril -— April Pen ||, PE 2g) 704 490 18 28 9 1 0 0 | 180 24 0 5 64 9 4, 
Mai ~— May 20 | 2706 982 834 2A 49 18 1 0 0 | 166 | 104 0 3 63 11 z 
Juin — June AT 3424 1 14260) 4.246 30 ia3) 39 41 3 OMe Ove edo 0 5 62 18 8 
Juillet - July fone 304162142715) 41527 20 61 45 4 0 Opin 708 467 2 6 54 13 y 
— August 12 | 3323 | 1243 | 1475 aN: 65 40 0 0 Oma 20 led 32 0 A 82 12 4 
Sept. — Sept. 9 | 2683 889 | 1079 28 68 49 4 0 On t25 74 4 3 59 18 0 
Octobre - October 7 | 18385 558 572 738 54 4A 0 0 0 74 10 0 4, 47 13 2 
Novem. — Novemb. 4] 1654 503 4A8 30 Be) 34 4 4 0 | 100 8 0 0 65 9 0 
Décem. — Decemb. 2] 1800 Oa 395 241 38 30 0 2 0 | 132 8 0 4 64 16 4 
Décem. — Decemb. 31 | 1948 527 807 31 45 10 1 1 OG tos 2 0 6 50 26 1 
Villes principales de la Basse-Egypte — Chief Towns of Lower Egypt 
BENHA, DAMANHUR, MANSURA, SHIBIN EL KOM, TANTA, ZAGAZIG 
(Population: 283 200. H.4. VII. 1925.) 
ia S eg a. 8| we |g2 £8). g> |) 2 ge |gegs|8epe8| gees 
Période de quatre semaines nba Big Ol BS ae Saal ee aa a's saSfalougé|/S8Se 
} : Seas | fad ‘a CSngrkh 2S ae o 9 © Sy ic aeSste SO 
. se terminant le : oe ae Suis no ont -leledeeas| ae ae aq SeoBloSos|oega 
DnSS | Oe Fs aq PRS aah| oS aa 35 BSS Begs BQ Eh 
_ Four-week period ending : A 20- a ee |e" gee| Be as oe 2555/5558 ages 
2 ae ro =] PO 6 ale ag ee al 0,04 NDAs aw ea ea BSE S 
« 
| Total 1919 8279 1849 736 1806 224 6 371 46 232 39 
» 1920 8928 2224 795 2262 284 “44 370 64 267 35 
» 4.924 7323 2059 624 1790 179 10 4415 54 152 30 
» a9 7647 2371 578 2292 13) 3 305 39 162 24 
» ae: 7662 2207 665 2543 178 2 315 39 120 32 
» 1924 7660 2497 716 2348 155 7 303 34 174 37 
» 1925 8634 2526 674 2832 187 6 360 22 148 29 
— January 28 474 116 72 65 6 0 0 2 
— February 25 463 101 50 56 4 1 hs 1 
— March 20 470 104 57 82 6 0 2 3 
— April 22 565 158 68 134 10 0 3 2 
— May 20 662 216 85 218 12 0 2 6 
— June a7) 907 305 53 388 13 1 4 5 
— July 15 955 309 46 434 24 0 3 4 
— August 12 922 313 36 Ath 33 4 2 2 
— September 9 887 264 34 302 20 4 2 OE 
— October 6 589 173 24 239 11 1 2 3 
— November 4 557 159 29 182 20 0 1 0 
4 December 2 515 134 42 123 14 41 0 1 
Sey 75 148 14 0 3 3 


» 


31 


— 152 — 


VILLES D’EGYPTE (suite) — EGYPTIAN TOWNS (continued) 
n Ps i) 

oO a oO om) Cg 
Fe ! Ds @ Oo” Os Fg ie 2 on & 
Période de quatre semaines eo S Pe G2) SB [Fa,° sm aS See = a g 
se terminant le: g ous Sra ci 2eehag 25 Be ee 3 
| ASSS\SsSs| Se l[pbesder] 22 | 38 a 3 A 
Four-week period ending: sag A a > 8S® ae, Ag D 
| 5 © is = aaa) zs 5 Ae QA Oy a, M 


Villes principales de la Haute-Egypte — 


puerpérale 
Puerperal 
septicemia 


Chief Towns of Upper Egypt 


ASYUT, ASWAN, BENI SUEF, EL FAIYUM, ELGIZA, EL MINYA, QENA, SOHAG 


(Population: 255 500. 


E. 1. juill. 1925.) 


Total 1949 9235 2804 865 2176 299 5 474 
» 1920 111414 3592 1343 2858 280 5 543 
) 1921 8623 3176 951 aoe 182 7 405 
» 1922 9512 3719 1063 2755 166 2 407 
» 1923 10391 3894 4124 3077 204 0 446 
» 1924 9642 3872 943 2725 193 0 366 
» 1925 10978 4066 1182 3412 267 2 546 
Janvier — January 28 583 174 72 82 17 0 44 
Février — February 25 583 166 106 61 8 0 PAN) 
Mars |, Maren 25 739 245 140 123 15 i 4A 
Avril — April 22 892 322 154 ZA Aa | 1 42 
Mai — May 20 985 404 100 334 18 0 TA 
Juin — June 17 993 404 ails) 4A5 oy) 0 48 
Juillet — July 15 1060 431 83 438 24 0 Lh 
Aout — August 12 1034 431 63 454 16 0 39 
Septembre -— September 9 914 355 50 345 30 0 31 
Octobre — October 6 816 324 46 304 17 0) 31 
Novembre -— November 4 798 207 641 268 15 0 32 
Décembre — December 2 772 254 75 209 35 0 44 
» — » 31 815 259 113 168 OB) 0 55 
AMERIQUE — AMERICA. 
VILLES DU BRESIL. — BRAZILIAN TOWNS. 
BAHIA 
(Population: 320000. HE. 34. déc. 1924.) 
Source: Bo.Letim DEMOGRAPHO-SANITARIO. ; 
ap 2 ob g o o 
g _n be ; gage os cones o 8 erm | Bes as o 
Période de quatre semaines gad a| oe 3. at GE os @3 |288.| fee | Be 52 
se terminant le: _ Snss| a |elsc| ss ae ae )5eRb| SPo | BS aS 
Four-week period ending: ASe= Ss 3 oes ‘ea a Pe [esse] ask 5S ae 
6 *| 88 |BeSe| 9A | ae | Aa As Ba | Ba 
Ad ja Og ia 
Total 1924 5754 — | 555 5 282 42 24 188 118 358 
Total 1925 5309 106 616 12 42 23 23 29 79 391 
Janvier — January 24 357 a 45 2 3 3 1 5 8 34 
Février — February 214 444 5 67 0 6 3 0 5 6 Pp) 
Mars — March 21 420 6 66 0 5 2 0 ye 5 40 
Avril — April 18 394 9 45 0 4 0 Z 7 3 39 
Mai — May 16 472 7 44 if 6 3 4 1 127 eo 
Juin — June 13 400 10 43 2 8 1 A 3 9 34 
Juillet — July 1% 4411 13 4h 2 8 2 2 1 7 31 
Aout — August 8 426 7 43 1 7 1 0 4 10 24 
Septembre— September 5 391 9 34 4 5 i 3 0 5 26 
Octobre — October 3 325 44 34 1 2 0 2 4 3 16 
Octobre — October 31 382 7 33 1 7 1 0 0 4 25 
Novembre — November 28 369 9 28 41 8 4 5 0 3 oA 
Décembre — December 26 4A 4 68 ) 13 2D) 4 2; Ly ie 9 FOR 
{926 Janvier — January o* 107 4 25 0 2 0 2 1 0 6 
1919 1920 1924 1922 1923 
Peste — Plague 2 43 35 wait 10 


* Une semaine seulement. — One week only. 


44 


rs) 
wo 


Nw Pe 
Ore Oo 


FPOrFNWrFNNFrFN HO 


Peste 
Plague 


= 
[oo | 
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Tuberculose 


Pneumonie 
Pneumonia 


pulmonaire 


a 


Pulmonary 
tuberculosis 
Tuberculose, 
autres formes 

| Tuberculosis 


203 
236 
151 
139 
156 
167 
176 


AGM oe ee i 


UN CO 


Tuberculose 
pulmonaire 
Pulmonary 
— tuberculosis 
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VILLES DU BRESIL (suite). — BRAZILIAN TOWNS (continued). 


RECIFE (Pernambuco) 
(Population: 320 000. H.1.jany. 1925.) 


ource: BoxLetin MeENSAL DE EHsTATIsTICA DEMOGRAPHO-SANITARIA DO HSTADO DE PERNAMBUCO. 


n =e) : eae : 
Sa) & Z ae Pu Raa 
Sais Sy a os 8 acs = aa 
Ro oO eto & Qa “! @ ir] a a 
SB elase. be a2 2 = geeks f 
Ms whe — o = ®o 
Mois Month Ba | SY] of Be 08 | Pee B a 2a seee1s 8 J 
ae oa eS ae Oo BES SI ad Sun Be LR PREP Sopa! 9 
ae Do cuter! as 1S SH @: or ae oS oo og, rd See Aga py Age = & 
OS 36 faci ®o © na Sa © a5 ey iS one eran es a DNROPIDHA DA] OS 
S$ | S62} ee) BR] Pe leee| ee | £2) 65 | 2S | & |BeBt sas! FE 
cersiney —_ fel ~ ~ ~ CD =| 
AA | oF | aa} ae | ee |e 8/54 | a4] ee ae nie Is & | Pew 
Total 1925 7092 16 5 24 24. 14 O22 bal 48 36 ow AeA) WS) 99 
% f 
Janvier—January 557 1 1 6 5 4 3) 0 i 4 10 99 1 28 
Féyrier—February 5417 0 0 1 1 1 14 0 il 0 13 o9 2 17 
Mars—March 647 0 0 2 2 0 aA 2 2 h 22 90 2 16 
Avril—April 6441 0 2 1 x 0 16 2 2 ’} 19 118 41 AS 
Mai—May 546 1 0 2 my 2 37 4 3 3 14 88 3 19 
Juin—June 675 1 0) 1 2, 2 43 a 3 uy 25 120 0 3 
Juillet—July 658 al 1 5 1 1 43 0 3 4, 18 116 3 dl 
Aoit—August 594 0 0 0 2 0 23 0 3 3 24 106 2 0 
Septembre—Sept. 640 3 1 1 1 2 20 2 fg 2 32 96 4 0 
Octobre—October 616 A 0 2 3 2 23 1 8 3 14 108 0 0 
Novembre—Novemb. 652 5 0 2 1 0 26 0 10 3 18 99 2 0 
Décembre—December| 679 3 0 4 2 0 35) 4 10 1 23 114 2 0 
| BB 
| 
RIO DE JANEIRO 
(Population : 1 420 739. H.34.déc.1924.) 
| 
| 
ources: RAPPORT DE LA “ INSPECGTORIA DE DEMOGRAPHIA SANITARIA’’, 1919-1924. 
| Botetim HespomapAnio pe EstatisTicA. DEMOGRAPHO-SANITARIA DA CIDADE Do Rio DE JANEIRO, 1925. 
| = lea ts ita s a3 $B of 
ee Seo Spee ase eh ml gs OLS cn Ps o§iul eo | 28], |8eraleeee 
Période de quatre semaines eal oaa loa, Oe a ie BE | eR ae ese | o8 | oF Rees pai, ee oe 223s Se35 2s 
se terminant le : Boss sragisamlsns -gese|/ Sa [ae | Ba) bs, | as] ae |ee 4 3s | se | Sa (Bsssissss| 2S 
398?) Ssc|seslrassates| ao] ee | 2 l eee | Se | Se sels! Ss | 32 | 28 |SEES/S855| 88 
Four-week period ending: |ASax/3,A9/S8° SSSoegrs a= aye ae B® Os 4 (Ss38| se] ee | 24 \233elgesa) rs 
Satise Omi 5 2 (le eh AR 5 = ¥ me ge] =F can s|ases 
%S any = Bz A aa SO x 
Total 1919 24300 | 5600 | 395 3466 (Ol| Ss OT ie — — | 320 | 659 | 4222 | 4409 | 305 
» 1920 22754) 5203 189 2986 62 — _— 128 AQ _ a — | 339 65 4433 4608 99 
» 1921 V2325) |e O00 45 3523 60 — — 132 avid — — — | 297 95 4LT7 4644 49 
| 5) ait py) 25609 | 5992 | 264 3760 45) lewd 520 |g — ats — | 349 | 653 | 4305 | 4483 | 447 
\. » 1923 24344 | 6088 546 3518 49 _ = 1341 {1079 _ — — 345 lis) 3992 4183 40 
» 1924 23140 | 5325 188 Seige) 60 306 45 145 880 47 43 333 334 145 4305 4483 4 
=) PS25.> 19845 | 4562 97 2867 76 314 37 97 748 49 26 239 {1660 661 3326 3455 138 
Janvier -—January 24 2158 538 11 403 5 AT 4 14 84 6 1 25 {44 48 364 376 0 
Février —February 21 1988 425 43 299 3 35 5 8 67 4 72 38 164 28 376 391 0 
Mars — March 21 1911 463 6 330 6 41 3 h 85 6 4 22 | 120 26 319 338 0 
Avril — April 18 1882 479 8 308 7 40 v2 11 83 6) 3 4 123 28 322 336 0 
Mai ~ May 16 2010 519 4 338 7 31 3 16 87 i 2 32 5S) 29 314 333 1 
Juin — June 26 1978 469 9 268 a 34 2 43 78 6 4 28 223 46 305 314 3 
Juillet — July 11 2000 443 7 231 if 18 3 10 83 5 1 19 208 69 334 342 6 
Aott — August 8 1979 417 i) 222 15 9 5 7 ny 3 4 19 181 119 353 353 ae 
Septembre-—September 5 1971 365 iN 499 141 21 5 at 64 4 5 15 166 153 323 341 49 
Octobre -October 3 1968 4h4 13 269 8 38 5 3 60 5 6 14 162 115 316 331 57 


| * Année incompléte. — Incomplete year. 


Pt i ~ « + Oe ? oP ays ue! a: : ‘\ e ~* tae eae fe airy 6 “ah Le} PEE ed ae Y ge 
a rs ae yo es ree. | ee ry ele ee 
= 1540 7 gar 
pe 
VILLES DU BRESIL (suite). — BRAZILIAN TOWNS (continued). 
SAO. PAULO 
(Population: 850000. HE. 34.déc.1925). 
Sources: Ren wARIO DEMOGRAPHICO DE ESTATISTICA DEMOGRAPHO-SANITARIA, 1919-1922. 
ESTATISTICA DEMOGRAPHO-SANITARIA DEL SERVICGO SANITARIO DO Hstapo DE SAO PAULO, 1923-1924. 
Boxetim HEBDOMADARIO DE ESTATISTICA DEMOGRAPHO-SANITARIA, 1925. 
o 1 
=| Be Lo 
n So ne 8 Soy Ls o n 
@ ~ See 3 o_, om og Os : Oba 
Ny Pe Leh 248|\ Ta, |s22"| 26 | BE |e. | 285 | of | ob (eheel eau ome 
Peériode de quatre semaines BBEG2) 055 | %as’e| Bg oo 2EBR| Ben aa 25 Dany] Co oa lPaas 
se terminant le: 9°88 @ eal Sigs ene as |5aee aga Be Be |S ioe Bg a) Bege 
: f : =) iS o a 3 | oO 

Four-week period ending: Asse ae 858s Ba ae Bese gas 5S a5 SES oa ge 28s 
5 8/85 |faps| FA | AA | am | bas Pt A2RR) me Bans 

* oA S235 au 2e8 1S) 

A a AS = 
Total 1919 9985| 3054 


» 1920 10565] 3473 
» 1921 AAD ON SDD 
» 1922 11473] 3902 
» 1923 12292! 3805 
» 1924 13158] 3896 
t.scns 1925 137G6Hieeo23 


4425 54 47 58 76 354 28 38 455 102 553 
Janvier — January 25 1239) 47312: 280 7. 32 9 43 0 4 0 46 8 74 
Février — February 22 1088) 327 265 2 19 5 64 fy 3 3 100 2) - Jag 
Mars — March 22 985} 301 228 3 26 5 47 12 5 cs) vel 3 54 | 
Avril — April AI: 912) 250 188 5 22 5 57 15 7 5 91 a 47 | 
Mai — May 17 996)\— 290 189 3 22 7 50 20 2 6 37 4 69 
Juin — June 14 4026} 289 174 4 47 2 40 23 4 2 51 4 61 
Juillet — July 12 910) 220 81 8 5 4 27 31 1 0 66 8 53 | 
Aott — August 9 814} 300 72 5 44 2 18 29 8 4 43 8 72 | 
Septembre — September 6 857) 255 139 1 12 7 10 23 4 1 47 7 60 
Octobre — October. 4 1148) 435 342 if 22 6 eS, 16 8 i 57 19 679) 
Novembre — November 1 1207) 394 361 2 17 7 31 29 4 0 62 31 67 
Novembre — November 29 1232] 420 376 3 26 1 18 13 4 0 53 24 56 
Décembre — December 27 1327) 430 424 5 4 7 30 14 3 3 53 31 70 
1926 Janvier— January 3% 291 87 85 1 1 7 Z 0 0 6 6 18 
XS 
1919 1920 1921 1922 1923 1924 1925 ‘ 
Coqueluche — Whooping pone k oY Ades eo 52 31 60 50 99 145 da 
Peste — Plague... oy 1 10 1 4 =O 0 
Scarlatine Ee mocariot ste var)... se 1s. bo aii 62 i] 5 3 2 


i Total pour année du calendrier — Total for calendar year. 
* Une semaine seulement. — One week only. 


a " " fe A . as if 
re: ’ 5 , wag Sy aS ft Rok ot) mA et 


VILLES DES ETATS-UNIS — UNITED STATES CITIES 


res: «MortTALITY STATISTICS», BuREAU DU RECENSEMENT, 1919-1924. — ‘“‘MorTA.itTy Statistics’, BUREAU OF THE CENSUS, 1919-1924. 
i ‘«PusLic HEALTH Reports” 1925. 
5 S n 2 of Ps} oo46,2 o mate 2 43 oO .4 
-343 | Sb52 | oSe os =Gos | of8eas |S. | S824 
ériode de quatre semaines se terminant le:| 335 Sesh | &SEs ae ae a ipes Seas S32 | 3 et 
te Four—week period ending: Onuso!] Ss ag 2a 5 5 ‘aS aaas | g85555 | go68 | sues 
ASa- | gses | e han oS SS ao [ Ps8eao fuses | oS aie 
t : 22 |a2a2| ° Spates! pa a= | e038 | feed 
d BOSTON (Population: 776 800. E. 4.VII.1924). 
Total 1919. 11,683 — 18 706 -— 1208 oo 1169 
» 1920. 11,604 — al 370 — 1486 — 970 
» AA 10,226 26 24 21 28 943 — 882 
» qe 14,420 — Atl 61 11 13842 a= 842 
» MOZ 3% 41,509 24. 11 76 5 1340 10 788 
» 1924, 10,940 15 15 25 3 1049 6 784 
» 4925 ce. 11,568 341 27 81 24 1181 9 786 
Janvier — January 24. 1026 6 2 4 5 130 0 55 
Février — February 21. 1089 4 1 16 3 179 i 67 
Mars — March ZY 1094 1 72 21 1 146 0) 80 
Avril — April 18. 1033 0 4 13 3 137 0 67 
Mai — May 16, 915 2 os 4 A 112 0) 66 
Juin — June AGN 914 0 2 h 2 90 2 66 
Juillet — July 14. 712 0 A 4 0 27 0 46 
Aotit — August 8. 708 2 2 4 1 43 0 51 
Septembre -— September 5. 731 2 1 0 0 35 ) 59 
Octobre — October on 704 0 3 4 1 42 2 59 
+) — » at no3 6 3 3 0 51 2 42 
Novembre — November 28. 886 4 2 5 4 94 1 49 
Décembre — December 26. . 893 2 2 5 4 96 0 56 
4926Janvier— January 2* . 273 0 0 4 0 26 0 16 
CHICAGO (Population: 2 942 600. EH. 4.juill.1924). 
Total 1919. 33,493 — aH) 1514 | — 3608 — 3246 
» 1920. 34,848 — 31 4725 — 4383 — 2658 
» 4924". 80,819 39 34 A'S 33 2411 — 2362 
E » 19225 315715 — 31 318 DS 2858 = 2238 
» 1923: 33,764 26 58 475 5 3412 6 2340 
» 1924. 32,915 THI 4& 196 4 2812 2 2434 
| mie 1925. 34,318 17 44 270 shi 3075 7) 2492 
Janvier — January 24. . 2998 3 10 25 4 B00 0 196 
| Février — February 21.— 2950 4 2 17 3 336 0 204 
_ Mars — March 24. 3156 1 3 a 3 453 0 223 
|. Avril — April 18. 3042 2 0 59 3 364 0 218 
Mai — May 16. 2857 2 1 29 6 332, 2 195 
Juin — June 137. 2752 4 4 15 2 225 0 207 
Juillet — July Als 2267 1 5 9 2 130 pe 207 
Aotit — August 8. 2208 0 4 4, 1 99 0 182, 
Septembre — September 5. 2248 0 0 4 3 119 1 158 
Octobre — October 3 2178 2 6 6 2 84 if 167 
id — » alee 2361 1 4 13 1 141 0 162 
| Novembre -— November 28. 2551 3 2 9 0 244 0 168 
| Décembre — December 26. . 2632 4 6 ANS} & 215, 0 189 
1926 Janvier— January ite 749 0 1 4 2 74 4 54 
| Variole — Smallpox 1920 1924 G22 1923 1924 1925 
ie A 15 4 4 12 
NOUVELLE-ORLEANS — NEW ORLEANS (Population: 409 500. E. 4.juill.1924). 
Total TOG 7.283 — 541 574 — 710 — 883 
» AS PAU) 6 6,869 — 27 142 — 23 — 8413 
» 1921. 6,468 5 36 56 4 457 —- 749 
» 1922. 6,683 — 4A 417 5 504 — 733 
» 4923". 7,457 5 37 139 5 579 2 704 
» LODE. 7,600 3 4G 104 4 599 1 694 
» MO Doe 7,945 5 39 180 12, 505 4 762 
— January 24. 668 , 6 23 0 69 0 67 
— February 21. 743 0 8 47 0 68 0 74 
— March Al 647 0 0 ay, 4 59 0 60 
— April 18. 446 1 A 9 0 24 0 41 
— May 16. 597 1 3 8 0 40 0 66 
— June gist 603 4 8 41 f 26 0 68 
— July 44:, 624 1 6 6 0 30 0 SS 
— August 8. 568 0 17 3 0 30 0 48 
— September 5... . 504 0 7 4 0 34 2 48 
— October Blow ak ont: 546 0 8 6 0 Zs 0 45 
— » oh iy oan © 556 v2 5 10 0 4.0 0 50 
— November 28. : 569 2 6 41 0 4D 2 64 
| Décembre -— December 26... . 605 0 4 26 0 47 0 65 
4926 Janvier— January 2*.. . 173 0 2 5 Onay 16 0 17 
| Variole — Smallpox 1920 1921 1922 1923 1924 1925 
| te 131 Bo. Bi 0 0 0 0 


e.g 


_ * Une semaine seulement. — One week only. % 
Les totaux pour 1925 sont provisoires, et se rapportent A l’année du calendrier. — Totals for 1925 are provisional for the 
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VILLES DES ETATS-UNIS (suite) — UNITED STATES CITIES (continued) 


Sources: «Mortauity Statistics», BuREAU DU RECENSEMENT, 1919-1924. — “Morratity Statistics”, Bureau oF THE Census, 1919-192 
“ Pusiic HEALTH Reports”, 1925. 


& & o 4 Sh eA oLoe } 3 2 a g o 4 
. . agae | SESS | oSe, | 28 | BESTE | S28E82| S23 | SES 
Période de quatre semaines se terminant le:| 3 om 5 5S Piss ES fee ao | es FESS | Bees | SS 5. 
eee evn : ¢ sc SQ -Q°4 | 35554 om OS Ban 
week period ending: ASs-| 8888 |eS8" | SS | SRES | 242808] Beas | oom 
Four-week period ending 2° = BBs Ea Os S558 FesGes 3 S ne 
NEW-YORK (VILLE — CITY) (Population: 6 015 500. E. 1. juill. 1924). 
Total 1919 ares 74,131 — 124 3683 — 415139 —— 
» 1.92.0 Sane 13,393 — 144 2296 al 10,447 — 
» 1.9215 emer 64,603 150 427 366 156 6654 oo 
» 192 2a ane 69,846 —s 133 854 124 8244 == 
» 19 2 een 69,552 304 141 1052 42 7991 69 
» TO24%. eee 71,306 238 190 516 35 8048 94 
» LIAS st os: 70,994 181 AN 679 99 8537 95 
Janvier —— danuary. 22) ee. 6455 20 50 86 9 1078 5 
Février — February) 21) tae 6446 17 22 100 2 1032 3 
Mars — March 247 ae om: 6193 19 6 88 14 872 4 
Avril — April ASS ees 6195 23 4 99 10 904 1 
Mai — May 16% Beara 6094 a 13 70 7 892 3 
Juin — June a3 5 east 4564 15 15 55 10 656 5 
Juillet — July MPC oe 4420 10 9 13 6 341 0: 
Aott — August Of. evans 4420 42 6 13 4 297 18 
Septembre -— September 5... . 4498 16 27 10 7 323 25 
Octobre — October Sia Wie ee Vie 4457 7 10) 19 11 305 16 
» — » Sie eee 5189 42 12 31 5 400 10 
Novembre -— November 28... . 5317 7 9 42 6 631 6 
Décembre — December 26... . 5261 13 19 44 7 596 2 
1926 Janvier January SF ea 1488 1 3 12 1 210 0 
Typhus exanthématique — Typhus 1920 4924 1922 1923 1924 1925 
— 4 0 0 a — 
SAN FRANCISCO (Population: 548 300. 4H. 1. juill. 1924). 
Total 1 Eee. 8,014 — 15 763 = 659 = 
» RO PAUAN. oy ce 1209 = 15 387 = 613 aa 
» LS tote erp? & 7,031 13 21 36 — 474 — 
» 19228 ene 7,462 — 12 170 —— 574 — 
» gS REN oe ea 7,318 24 47 93 4 568 2 
» Ogee aay. 7,484 22 14 34 3 594 3 
» ODD Femi: 7,387 15 12 93 a 685 41 
Janvier —danuary. 24. .6. % 699 0 3 8 1 53 0 
Février — ‘February 214.5... 595 1 0 8 0 33 1 
Mars —. March hi A ee 559 2 0 6 0 23 0 
Avril — April 18 Etahceks 641 0 1 11 0 37 0 
Mai — May LGA Boas 600 0 0 5 0 34 0 
Juin — June 13 ogsiate Os 555 4 0 3 2 18 3 
Juillet —. July chee tae P 534 3 0 1 1 16 2 
Aotit — August Ie Ga ae 347 1 0 0 0 10 2 
Septembre -—— September 5... . 490 4 il 1 1 30 1 
Octobre — October oe Lene, 5412 2 4& 2 0 27 cz 
» — » 3 LE alsa 536 1 2 1 2 24 0 
Novembre -— November 28... . 548 1 1 6 0 ry) 0 
Décembre — December 26... . 490 1 0 2 4134 20 2 
1926 Janvier — January Pages Be. 165 0 0 6 0 7 0 
Variole — Smallpox la 1920 1921 1922 1923 1924 1925 
6 1 0 0 0 15 
St-LOUIS (Population: 812 700. E. 4. juill. 1924). 
Total A OT ON es, ines 10,254 ! — 54 304 | a 1250 — 
» iO 2 0a genes. 10,934 — 20 396 — 1648 — 
» aN Se i 9,607 4) 34 42 12 379 —— 
» aI yo Dee 9,933 — 35 130 4 1183 — 
» 1 Oe hey 5) See 10,924 15 36 153 8 1356 3 
» 9 Dae BO 0: 10,993 6 30 104 6 1250 5 
» AOD. Diy rela he 11,379 0 32 20 6 1355 3 
Janvier — January 2%... . 1046 0 0 1 ovitaess 0 
Février =~" Pebruarye pclcaeeye 919 0 2 0 0 — 0 
Mars — March Ph Whe i a 985 0 4 6 2 —_ 0 
Avril — April AS Nr 1047 0 gh 4 0 — 1 
Mai — May AG Se. i 864 0 0 3 0 — 0 
Juin — “June 1S a. 830 0 2 a 4 — 0 
Juillet — July TAN Bore 785 0 3 | 0 — 0 
Aotit — August Sree fe 784 0 3 0 4 — 02% 
Septembre -— September 5... . 780 0 5 4 0 - 0 
Octobre — October Bx Sak te 769 0 7 2 0 -- 0 
» — » BLA kts pe 0 4 0 0 — 1 
Novembre -— November 28... . 904 0 3 0 0 — 0 
Décembre — December 26... . 895 0 2 4 1 — 1 
1926 Janvier — January ay ieee. 261 0 0 0 0 — 0 
a Tuberculose pulmonaire — Pulmonary Tuberculosis. * Une semaine seulement. — One week only. 


Note. Les totaux pour 1925 sont provisoires, sauf pour New-York, et se rapportent a l’année du calendrier. 
Totals for 1925, except for New York, are provisional for the calendar year. 
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3 VILLES DU PEROU — PERUVIAN CITIES 


urce: Rapports DU DEPARTEMENT DE LA SANTE PUBLIQUE. — Reports FROM THE Pusiic HEALTH DEPARTMENT. 


| 1925 


Total | Total | Total | Total | Total 
Cause de décts — Cause of Death 4924 | 1922 | 1923 | 1924 | 1925 || Jan. | Fév. |Mars |Avril| Mai | Juin | Juil. |Aoat |Sept. | Oct. | Nov.| Déc 
i Jan. | Feb. | Mar. |April | May | June| July | Aug. | Sept.| Oct. | Nov.|] Dec 
CALLAO (Population: 160112. E. 1925.) 
Décés, toutes causes Deaths, all causes 1337 1595 1612 1523 1667 pA) 128 201 131 130 AGT, 114 144 107 133 127 123 
Diarrhée et entérite Diarrhoea and ente- 
au-dessous de 2 ans ritis under 2 years}; 146 175 200 185 266 59 29 42 20 11 12 15 15 12 14 20 17 
Coqueluche Whooping-cough 3 42 26 10 i 0 0 1 0 0 0 il 0 0) 3 1 1 
a Diphtheria 2 3 2 7 1 0 0 0 0 0 0 0 0 0 0 1 0 
Fiévre typhoide Enteric fever V7 24 19 8 15 3 0 2 1 0 0 0 2 2 1 3 1 
Grippe Influenza 26 7 43 ya 33 6 id 6 2 6 1 i i 0 0 P2 1 
Paludisme Malaria 15 12 26 A 31 4 0 3 1 1 3 4 1 ye 4 5 3 
Peste Plague 24 24 9 20 15 2 1 0 0 3 1 di 1 0 5 0 1 
Rougeole © Measles 0 a 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 
Scarlatine Scarlet fever 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Septicémie puer- Puerperal 
pérale septicemia 4 di 5 9 1 0 0 0 0 0 0 0 0 0 1 0 0 
Tuberculose de l’appa- Tuberculosis of res- 
reil respiratoire piratory organs 278 342 329 317 363 39 18 38 ou 31 26 34 47 4 28 22 28 
Tuberculose, ’ Tuberculosis, 
autres formes other forms aye 58 54 48 36 3 6 5 2 5 4 3 } 0 Q { ) 
Typhus exanthém. Typhus 0 0 0) 0) 0 0 0 0 0 0 0) 0 0) 0 0 ) 0 
Variole Smallpox : 1 5 0 0 0 0 | 0 0 0 0 0 0 0 0 0 0 ) 
| 
LIMA. (Population: 189 968. EH. 1925.) 
Déces, toutes causes Deaths, all causes 4761 4334 4857 4607 5500 593 DAT 529 484 395 388 426 Att 415 406 426 | 480 
Diarrhée et entérite Diarrhoea and ente- 
au-dessous de 2 ans__ritis under 2 years 635 684 638 614 770 155 126 72 77 51 42 Ah 30 Q7 48 46 52 
Coqueluche W hooping-cough 40 29 66 54 TAT 4 3 3 1 2 4 6 12 20 18 22 22 
Diphtérie Diphtheria 13 8 15 6 5) 2 4 0 0 0 0 0 1 0 0 0 1 
Fiévre typhoide Enteric fever 87 TA id 48 59 2 10 10 6 3 2 2 6 5 6 2 iD 
Grippe Influenza 110 53 125 57 182 8 34 23 a dts 19 ihe 15 8 18 10 7 
+Paludisme Malaria 112 84 97 68 102 4 14 8 10 8 6 6 12 4 4 11 15 
Peste Plague On 35 63 50 At 6 5 2 2 3 1 6 5 3 4 1 3 
Rougeole Measles 12 32 7 48 25 5 5 4 1 4 0 0 0 0 0 Q 4 
Scarlatine Scarlet fever 1 0 0 0 pe 0 0 1 0 1 0 0 0 0 0 0 0 
Septicémie puer- Puerperal 
_ pérale septicaemia 36 16 29 24 32 4 4 4 3 4 3 3 3 3 4 4 2 
‘Tuberculose de l’appa- Tuberculosis of res- | | 
reil respiratoire piratory organs 796 745 802 779 824 81 60 67 he 73 71 70 72 73 66 62 at 
Tuberculose, Tuberculosis, 
autres formes other forms 219 160 142 116 Q47 19 ee 27 17 ay ya 10 25 18 19 23 29 
‘Typhus exanthém. Typhus 0 0 0 0 il 0 0 0 0 0 0 0 0 0 1 0 0 
‘Variole Smallpox 3 36 5 0 i 0 0 4 0 i 0 0 0 0 0 0 0 
\ 
. 
| 
| ASSOMPTION — ASUNCION 
| (Population : 91 259. H. 1925.) 
| 
Surce : RAPPoRTS DE LA DIRECTION GENERALE DE STATISTIQUE. — REPORTS FROM THE GENERAL DIRECTION OF STATISTICS. 
1925 
; Pa mreyingeis || TaMcay see UN) “AUREL fe ORGIES EE Oe a 
Cause de décés — Cause of Death 1921 | 1922 | 1923 | 1924 | 1925 |/'Jan. | Fév. |Mars |Avril| Mai | Juin | Juil. | Aout | Sept.| Oct. | Nov.| Déc. 
Jan. | Feb. |Mar. |April | May | June! July | Aug. | Sept.] Oct. | Nov.| Dec. 
- Soqueluche Whooping-cough 3 6 42, 28 ii 0 1 0 0 at 0 0 0 1 1 0 3 
' Diarrhée et entérite Diarrhoea and ente- 
_ au-dessous de 2 ans __ritis under 2 years 138 123 132 155 “yar iit 20 10 15 6 Le 5 2 8 16 10 20 
Diphtérie Diphtheria 10 3 2 2 0 0 4 0 0 0 0 0 0 0 1 0 
Dysenterie Dysentery 8 13 13 18 21 3 3 3 4 1 1 0 1 Q 0 Q 1 
fievre typhoide Typhoid fever 32 30 4A 39 51 5) 5 4 4 5 1 1 3 3 7 4 14 
arippe Influenza hee 45 uN Nea! 31 77 2 4 4 1 Q Q1 6 5 8 ge) 10 2 
2epre_ Leprosy 7 15 6 8 7 4 2 0 0 Q 0 { 0 0 0 0 4 
2aludisme Malaria 28 7 10 10 6 1 4 0 1 0 1 0 0 0 0 0 2 
Xubéole German measles 0 0 0 19 2 4 4 0 0 0 0 0 0 0 0 0 0 
syphilis congénitale Congenital syphilis 51 45 67 63 39 3 1 3 4 4 4 4 4 2 3 2 5 
Cétanos infantile Infantile tetanus 49 65 69 63 65 7 11 2 10 7 5 3 5 2 4 4 5 
uberculose pulmon. Pulmon. tuberculos. 132 106 144 142 174 11 12 8 11 Na sie 20 19 18 45 1 20 
Tuberculose, Tuberculosis, 
| autres formes other forms 64 63 23 44 25 2 4 0 4 1 2 1 3 3 2 4 2 
_ /ariole Smallpox 0 0 1 0 1 1 0 0 0 0 0 0 0 0 0 0 0 


——— enema snaeeececececasaaasacaacaaaaaasaaaaaaaaaaaaaaaaa 
| Aucun décés causé par la scarlatine, 1921-1925, — No death from scarlet fever, 1921-1925. 


* Importé de Valparaiso. — Imported from Valparaiso. 
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BUENOS-AIRES 
(Population : 1 928 556. EH. 34. déc. 1925.) 
Source : BOLETiIN MENSUAL DE EstTApIsTICA MUNICIPAL DE LA C1uDAD DE BuENos AIRES. 
PEASE a RL a OG, US ee Rn Ey LE TTR EY SOARED PSE EL RE ES CS A PR TE TA TIEN ET TS - 
Lino Oey ol . 
n = axa aD a a5 1 pe of | sae 
o [=| 3 o |! OVS ag 3 a o s o? os On o o a ® 
podele 4) dae let. Sel 28 lowe.| esa | of » (S282 sggecs| 22 | Be |Sebes.188 
L£a45|574 sed |PSn,7°8 5 oO HeOR) fice ac - Cn Dany CVocogs Oo a ae COongIBS 
J VOBRlo ees] Ba loa SS SI >O 2, 5 oO ao HO ane Mleassgog on =| 5 Osa s/seS 
Mois — Month Sp eolors SOS |o o842P) ay j2oans| Soe) Bs oe |Sse8|se8sen) Ys Seg |Rrseeagig 
ASS.|ACAhS| B88 |e CHET] BE [RSE =| RES | SS | AS |SRRslessens| SS | Se |Seakes| see 
SB 9) 3 s|SF [segsS"| Fa | BX | “S| 4 |  IRSERssage, “ | os |e- See lee 
= A2eAas a go & “ as | oe 
Total 1919 23800 3540 56 1464 208 91 162 664 11 33 2864 49 36 3120 
» 1920 24123 3648 53 1632 220 103 170 123 19 26 2903 116 60 2766 
» 1924 23860 3388 Q7 143'3 157 86 158 537 25 2 2761 20 58 2790 
» 1922 23691 3785 150 1396 157 106 156 176 26 7 2637 144 23 2849 
» 1923 24353 3426 44 1218 Vi 72 142 268 28 di 2239 55 23 2888 
» 1924 25186 3884 43 1282 142 84 96 280 26 5 2767 100 26 3253 
» 1925 25421 8901 36 1531 180 on 136 261 38 10 203k 23 je) 3374 
Janvier — January 2072 318 5 177 9 6 14 10 2 0 160 6 | 4 307 
Février — February 1940 341 2 174 13 ‘) 20 12 1 0 141 3 Pd 234 
Mars — March 1966 319 4 173 14 8 20 2 3 1 124 1 3 294 
Avril — April 1844 217 0 103 10 ua) 28 6 5 0 109 0 OF 319 
Mai — May 1973 257 3 103 24 8 17 14 4 0 157 0 2 230 
Juin — June 2337 254 3 63 18 7 8 47 2 2 Pel 2 i 276 
Juillet — July 2334 PASH 1 54 17 44 5 57 0 1 292 3 4 267 
Aotit — August 2446 320 1 54 11 8 5 57 8 ze 439 0 4 264 
Septembre — September 2104 286 ?3 52 16 9 Q 23 3 1 231 xh 5 300 
Octobre — October 2048 BH 4 109 15 8 5 14 4 1 208 3 5 290 
Novembre — November] 2296 566 5 281 13 8 5 12. 4 2 226 3 ee 5 309 
Décembre — December} 2064 402 6 197 20 4 7 i 2 0 174 1 14 290 
(2 ep eT PS eS, 
1919 1920 1924 1922 1923 1924 1925 
Dysenterie — Dysentery . . 17 13 18 GWA 11 8 8 
Encéphalite léthargique — Encephalitis 1 lethargica — — — — —- 5 i 
Paludisme — Malaria é 3 1 1 2 2 3 5 
22 VILLES DU GUATEMALA — 22 CITIES OF GUATEMALA 
(Population : 415 000. E. 1925.) 
Source : RAPPORTS DE LA DIRECTION GENERALE DE STATISTIQUE. —- REPORTS FROM THE GENERAL DIRECTION OF STATISTICS. 
1925 
Total 
Maladie — Disease 1925 : . - ; 
= Janv Févr Mars: Avril Mai Juin Juill. Aott Sept. 
Jan Feb March April May June July Aug. Sept. 
Déces, Deaths, | 
toutes causes all causes 11059 985 923 1065 a 1432 1454 1255 1022 881 
~ Coqueluche Whoop.-cough the 4 5 7 8 6 4 7 6 9 
Diphtérie Diphtheria i 4 1 4 3 0 0 0 1 0 
Erysipéle Erysipelas 19 4 3 4 3 3 2 0 0 0. 
Fiévre typhoide Typhoid fever 20 4 4 2 1 O2 3 0 3 3 
Grippe Influenza 75 10 Q 11 412 11 10 4 4 6 
Rougeole Measles 156 6 Hi 2 16 37 28 23 11 11 
Syphilis Syphilis 5 1 72 0 0 0 4 0 0 { 
Tuberculose Intestinal 
intestinale tuberculosis Q7 5 4 2 2 2 1 3 2 5 
Tuberculose Pulmonary 
pulmonaire tuberculosis 122 12 5 9 16 14 13 13 14 13 
Variole Smallpox 1 0 0 0 0 0 0 0 0 0 
* Pour dix mois seulement. — For ten months only. 
GUAYAQUIL 
(Population : 100 000. H. 1921.) 
Source : INFORME DEL DIRECTOR GENERAL DE SANIDAD Pusuica, 1924. 
Cause de décés — Cause of Death Total 1921 | Total 1922 | Total 1923 | Total 1924 | Totalag 
Deéces, toutes causes 2 Deaths, all causes 3808 3690 444 4461 
Bronchite aigué Acute bronchitis — et eo 176 
Coqueluche Whooping-cough —= = = 66 
Diarrhée et entérite au-dessous Diarrhcea and enteritis under 
de'2 ans 2 years — = —— 547 
Diphteérie Diphtheria = — 1 
Dysenterie Dysentery 154 115 149 254 
Encéphalite léthargique Encephalitis lethargica ak Ae i= 3 
Erysipéle Erysipelas — 7 = 5 
Fiévres typhoide et paratyphoide Enteric fever 110 147 133 86 
Grippe Influenza — — ae 76 
Lépre Leprosy — ay = 1 
Paludisme Malaria 363 831 396 267 
Peste Plague 95 19 32 46 
Pneumonie Pneumonia — — — 422 
Rougeole Measles 10 0 28 83 
Scarlatine Scarlet fever —_ — — 0 
Septicémie puerpeérale Puerperal septicemia — = — 16 
Tuberculose de l'appareil respir. Tuberculosis of respir. organs — + <= 666 
Tuberculose, autres formes Tuberculosis, other forms — ons ae 0 
Typhus exanthématique Typhus ~ ap on 0 
Variole Smallpox 4 0 0 1% 


LA HAVANE — HABANA 
(Population: 399 067. EH. 4.juill.1925.) 


gurces: SANITAD Y BENEFICIENCIA, BoLeTIN OrrciAL, 1919-1924. — Bouetin DecenaL EpipemrioLocico SANITARIO, 1925, 
Es ga SS eT eT ST CET DSTO RES 
e 1925, 


Hahn CY Ma WPA A TUG RV aRSUI A Pd GLa etd AP YUNG PER Wat IS I mS uy 2g SU a a I Aedes 2 
Cause de décés — Cause of Death 4924 | 1922 | 1923 | 1924 | 1925 Janv. | Févr.; Mars ; Avril; Mai ; Juin , Juill. , Aodit ; Sept.) Oct. , Nov. | Déc. 


Jan. | Feb. |March] April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dec. 
Décés, Deaths, 
toutes causes — all causes 7457 | 7593 | 7005 | 7537 | 7874 || 624 579 639 593 648 793 824 730 617 588 597 637) 
Diphtérie Diphtheria 17 : 18 12 24 1 0 3 1 3 4 5 { 4 0 { 1 
Fiéyres typhoide Enteric 
et paratyphoide fever 113 138 91 204 82 if 6 5 2 9 » 16 14 6 6 6 3 
Méningite Cerebro-spinal 
cérébro-spinale meningitis 11 2 1 2 a 0 0 1 iT 4 0 1 0 0 0 0 0 
Paludisme Malaria 23 a) 29 16 19 1 4 1 1 2 1 4 1 2 4 tt) 4 
Rougeole Measles 4 1 0 Q 31 0 0 0 2 " o4 0 1 0 0 0 0 
Searlatine Scarlet fever 3 0 0 1 1 0 0 0 0 0 1 0 0 0 0 0 0 
Tétanos Infantile 
infantile tetanus 3 0 0 0 1 0 0 0 0 0 0 0 1 0 0 0 0 
Varicelle Chickenpox 1 1 0 0 1 0 0 1 0 0 0 0 0 0 0 0 0 
Variole Smallpox 0 1 0 0 0 0 0 0 0 0 0 0 0 0 | 0 0 0 
i i 
se eee ee er ee eee eee eee ————_—_—_—_—_—_—_ 
MEXICO — MEXICO CITY 


(Population: 615 367. E. 1922.) 


ource: BOLETiIN DEL DEPARTAMENTO DE SALUBRIDAD PUBLICA. 
A ee A ee tt RE EE Ee 


| 1925 
Total ; ‘ . 
| Maladie — Disease 1925 4¢°T trimestre 2me trimestre 3me trimestre 4me trimestre 
ist quarter 2nd quarter 3rd quarter 4th quarter 
_ Décés, toutes causes Deaths, all causes 20499 6070 6125 4284 - 4020 
— Coqueluche Whooping-cough 249 98 60 4A 50 
_ Diphtérie Diphtheria 34 13 10 A 7 
_ Dysenterie Dysentery 82 66 24 6 18 
Erysipéle Hrysipelas 66 A a 13 18 
_ Fiévre puerpérale Puerperal fever 100 22 20 23 35 
| Fiévre typhoide Enteric fever 50 18 14 9 9 
_ Grippe Influenza 47 10 12 o 20 
Lépre Leprosy 8 4 1 3 
Méningite cérébro-spinale Cerebro-spinal mening. 42 A 18 ) iz 
-Paludisme Malaria 75 39 15 10 14 
Rage Rabies 3 1 0 1 1 
Rougeole Measles 442 169 246 26 1 
Scarlatine Scarlet fever 3 1 0 1 
Syphilis Syphilis 368 103 85 94 86 
_ Tuberculose, toutes formes Tuberculosis, all forms 1052 290 267 240 255 
. Typhus exanthématique  Typhus 35 4 9 9 13 
Variole Smallpox 22 7 ¥) 6 2 


| q MONTEVIDEO 
(Population : 422499. EH. 34. XII. 1924.) 


j 
Surces: MorBosipAD Y MoRTALIDAD INFECTO-CONTAGIOSA EN LA RepuBLicaA O. pEL Urucuay, 1919-1921. 
Bo.Letin DEL Conseso NACIONAL DE HiGIENgeE, 1924-1925. 


| 
* 


| wn u aye fH 2 & 
S @| Sto os 22 2a = ofS2) » 22 | 2328 
Mois - Month Sess | sos Ee ae SaaS ae aS goose op Sg 229 
ags.| 638 | BA | £E |es82| BSS | SS | ESS8| Sa | ge | Sarge 
ane SF Aa al BA oe Ho) ages y ns Agi 
Total AOI) 1663 20 68 6 pape 123 313 6 = aad 1373 
» IB ADN 5 1574 19) 107 5 16 106 6 1 39 wv 1174 
\ » NOVA 14538 9 76 12 14. 113 57 4 4 3 1122 
» EOD meee 4573 30 53 7 13 131 3 3 Ai ye 1266 
» CO Diane ee USB pee 1) 63 3 28 178 107 8 36 0 1410 
» LODE ee. 1899 541 35 4M 34 132 46 9 56 47 1407 
» AODASY Ie & 2037 38 29 D 23 204 ig | 12 3 9 1604 
Janvier — January a 183 5 4 0 4 12 1 2 6 0 146 
Février — February Ge 204 1 0 1 39 6 0 1 0 149 
Mars — March on 190 0 0 0 0 39 0 1 f 0 140 
Avril : — April Lhe 166 2 0 4 0 38 1 4 0 no) 445 
Mai — May on 154 1 3 0 0 29 2 0 0 2 116 
| Juin — June OG 146 2 h 1 h 13 i 0 2 2 114 
Juillet — July oe 157 4 2 2 4 1 8 1 0 0 1341 
‘Aott — August ks 183 7 3 0 2 6 44 0 2 0 | 450 
Septembre — September LON. 174 5 y) 0 3 8 6 3 ' 0 131 
Octobre — October sae 452 7 y 4 2 4 3 2 4 1 125 
Novembre -——- November er 167 2 2 0 2 6 2 1 8 3 140 
Décembre -— December bts 164 0 4 0 4 a4 0 4 0 4 147 
ie 4923 1924 1925 
Charbon — Anthrax 3 AWD 0 
| Encephalite léthargique — Encephalitis lethar. 2 9 1 
Peste — Plague 1 0 0 
omyélite aigué — Acute poliomyelitis 1 0 2 


— 160) 


TORONTO 
(Population: 738 800. HE. 34. déc. 1923.) 


Source: PRELIMINARY MontTHLY Report oF VITAL STATISTICS. 


| 1925 
Total | Total | Total] Total | Total : 
Cause de décés - Cause of Death | 4994 | 4999 | 4923 | 1924 | 1925 || Janv. | Févr.| Mars | Avril| Mai | Juin { Juill. | Aoat | Sept. | Oct. | Nov. | Dée, 
Jan. | Feb. |March] April | May | June | July | Aug. | Sept. | Oct. | Nov. | Dee, 
Décés, Deaths, 
toutes causes all causes 5884 | 5586 | 6120 — 5632 494 480 594 504 451 ALL 396 401 404 a02 455 5410 
Bronchite Bronchitis 97 58 71 —- 22 2 4 > 1 2 3 0 0 1 3 3 ; 
Diarrhée Diarrhea 
et entérite and enteritis 284 159 114 — 112 3 2 9 9 8 5 4 14 84 16 5 
Diphtérie Diphtheria 98 64 57 — 63 6 3 of 5) 2 8 4 6 4 5 6 
Grippe Influenza 69 eT 322 —_ 135 18 17 24 17 10 4 2 3 3 a 12 
Pneumonie et Pneumonia and 
broncho- broncho- : 
pneumonie pneumonia 587 583 585 = 484 4h 55 58 60 42 40 22 17 16 42 37 
Tuberculose Pulmonary 
pulmonaire tuberculosis 169 165 190 — 184 14 16 Q7 18 aie 13 9 16 12 8 20 
Tuberculose, Tuberculosis, 
autres formes other forms 57 at we _ 74 8 vi 4 4 ley 7 5 1 5 6 7 


ASIE — ASIA 
VILLES DES INDES — INDIAN TOWNS 


Sources: Mortauity IN CHIEF SEAPORT Towns. Hprpemic Diseases SUMMARY. 1925 AND ANNUAL MUNICIPAL PUBLIC HEALTH REPORTS FOR 192! 


eet oS) 2 bs 3 z |odaal 2 2S |2ere 
g | weesisses| 8S | 58 | om | 28 shee) 22 |) eee 
Période de quatre semaines se terminant le: Ssas(Seeu/ 24 | SE | ess) SS |Pet?) 25 | eh Pee sess 
Four-week period ending: Ags°|sseg\ so | $23 |/2e8 | 8S sess) sa |S Sees 
BAg|CaT9 Se | he | be | Oe laces) oa | eee 
S | ay |) 22 Ss a 85 Ay AA, | as 
BOMBAY (Population: 1 175 914. R. 1924). 
Total AOS ace a oy) eneOH MD): IP yArsbs 3) 1o7 Os Teo 42 31 262 702 | 14818) 1847 
» 192 0 er E563 Olen 4 19 Pt apa 157 | 1605 39 314 282 | 11815) 1631 
» 12 ea een loo 609 70 — | 1512 452-1 1389 — 945 311 — = 
» LUTZ eee me. SAT OOD 15 Dhl Lat Sheet ree 90.) 485 | 632 | 9448) 4325 
» DO 2onewee aati. 4, 119007 eA 69 —_— — 137 250 => (OBS | US vAS) — a 
» 1 Lee eee) NOW LE 34 8 | 1033 437 1418 ase 488 409 9764] 1428 
» EP 5 hy a A oe BPA) 1! 5 705 130 91 2.0 547 162 8115] 1205 
Janvier — January DAs fo), 2792 il 1 88 5 A 4 43 3 699)" 123 
Février — February pak Vee gk ae 2872 0 0 60 6 4 1 45 3 613} 103 
Mars — March eee thn. 5 2782 0 1 he AND 9 0 36 28 827 O85) 
Avril — April Weasel ccc ee 2724. 0 Oe a0) 141 14 3 24 28 757 ai, 
Mai — May Over eh ol. 2678 1 fa Pe 4) 16 11 4 30 47 728| 84 
Juin — June pee ee 2274 0 | ay 16 5 7 26 24 599 86 
Juillet — July a ES se 2154 3 0 49 10 5 3 25 13 | 544 To 
Aout — August Sa sik oll thea nae Ray | 4 0 67 7 3 0 19 5 582 84 
Septembre — September i oe ear 2478 0 0 99 17 6 1 32 7 604} 93 
Octobre — October oe wk), 2309 0 0 63 14 10 3 63 2 574 88 
» — » hd Ri. 2. ae 2398 2 1 40 41 i 3 87 ‘il 575 90 
Novembre -—— November Caen EH) Bk os x 2169 0 0 33 7 8 4 66 0 403 95 
Décembre — December DOR m pm to. Nig s 2074 0 0 34 8 Z 2 43 4 485 83 
1926 Janvier — January a ee a Sly) 0 0 9 4 3 0 8 0 128 on} 
ASS, 1920 1921 1922, 1923 1924 
Fiévre récurrente — Relapsing fever . . 452 43 57 56 5 3 
CALCUTTA (Population: 907 850. R. 1921). 
Total T5090 eae oko vce —- ; — a — — |< 
» SRSA OS i Oi ny 5 i 37839] 3688 105 | 2310 400 | 3363 Sa ealow 334 | 2601 | 1826 
» ANAS. a9 ete ewe, Sau 35276| 2302 77 | 2005 360 | 1665 31 | 1289 53 | 3962 | 2002 | 23 
» HOD Dieeaite, pe Lice bs 30395) 1997 55 | 2109 328 Se) San lee 37 | 3183 | 2095 qi 
» LGD Seep ree Wie ieee ‘et 8 26381] 1269 70 | 1664 413 688 22 | 1084 444 | 2722 | 2406 | 
» MO 2m ne oe pe ee 025784) 1999 @54 (41858 | 4504 | 43877 a30 |44402 43 |43479 |21967 
» LOD ORM TRESMEE | Poste 3 35670! 1006 36 | 1999 610 ies 22 \"1988 9 | 3843 | 2482 
Janvier — January hls ee. ete a 2858 42 4 224 28 44 3 141 1 402 176 
Février — February vite oe ae 3130 76 2 154 50 39 2 154 0 354-| agg 
Mars — March aaa rers, ab? 3924 69 1 183 ow, 68 2 201 0 458 207 
Avril — April tS SS: a ee 3566| 174 4 | 133 4A 50 21 165 0 | 306 | 194 | 44 
Mai — May AICI EAS ONY 5) 2780) 205 dletes Ly) 46 22 2 158 0 229 202 | 9 
Juin = Ane (0 | a 2128 ig 2 4104 Aq 29 0 124 1 194 215 a 
Juillet — July (Lys dS ee 1897 38 il f42 48 241 2 122 6 215 1979) 
Aott — August Cis ah AS, ec 2085 31 4 415 47 Do 3 98 0 1193 185° 
Septembre — September Oily eS 2291 23 & | 439 68 74 1 114 0 | 238.) 276lme 
Octobre ©— October he oS ae 2319 ism oe 0 }2150 65 49 12 | 163 0 | 258 }) seams 
Octobre — October 2d gk ae 2386 30 Bre} 156 42 42 1 160 0 237 168 | 
Novembre — November MMe 6) Less 2786 89 4 161 54 D4 2 203 0 | 314 | 96am 
Décembre -— December PAG ee es a, 2784| 66 7 138 30 51 1 166 4 358 | 173 
1926 Janvier — January ea ee te) ee 288 9 4 53 10 8 0 39 0 92 57a 
L 1919 1920 1924 1922 1923 1924 
Fiévre récurrente — Relapsing fever . . 0 0 0 2 0 0 
obs AS NASER LS SR Ca NE Ree LeU AE NS oe 
* Une semaine seulement. — One week only. 


a Données incomplétes. — Data incomplete. 


. | a 1G P oe. 


VILLES DES INDES (suite) — INDIAN TOWNS (continued ) 


urces ; MORTALITY IN CHIEF SEAPORT Towns. Epipemic DISEASES SumMARY. 1925 anp ANNuAL Municipat Pusiic HEALtn Rep 


% 


oRTS For 1924 
lS 


ae eG | 2 3 & |odSa ep QE loop mn be 

AB OD] 3 2 +e SES oO Ne 8s} oS So lone ; 

Période de quatre semaines se terminant le: 8 s28 Begs 33 = 2 Res es Bs, ae 2 S| 2 o |5 : a3 3 a 

: bar +2 oS A) ls a me KO << n =) 2 pt al 

Four-week period ending: aZsq CEE SS. ae BES ae S255 ae a E 5 ge5% & = 

: AA | aR ae fae BS Ay Aa |aeas|  w 

MADRAS (Population: 526 941. R. 1921). 

Total DANO SimeaN nee ones ace o 27187| 642 16 | 3097 52. | 4303 0 736 Tansee) 4479 611 

» ISVAG SS aly ACE Serie es 21418 2p 2, (2380 66 250 0 560 | 8 | 2783 910 109 

» AO 2 lier ito keh ot 20268!) 4139 4& | 2064 85 110 ig) 652 a Zod ee 905 180 

» g ROO 3 RE gee Me 22475 i7 7 | 2235 74 24 6 763 1. 3297 | 1027 |.4124 

> VEY OS eaiebee conceals CRAY a) 7 aa Demo Ree Si), 1 985 1 eee | 154 

Mn lars co oe buee 7 3.) 1922 | ~65.} 44 7 | 971 | — | 41889 | 4347 | 199 

> BSW ss. VE te OROSEL 41. 9G Py | 2280 | 7 88> hos 80 2 | 1319 0 | 1634 | 1533 | 699 

Janvier — January PE Ie Fe UR oe 4863\0 037 0} 154 3 3 Os 402 O: 48501 4413 33 
Feéyrier — February PRN semen see pete UES 36 1 163 4 0 0 oo 0 139 116 oa 
Mars — March QS ete tt 1857 5 1 188 3 Al 0 ee 0) 128 116 150 
Avril — . April Tigh vc tees Rone ee op ana 1 | 167 5 | 0 0| 90 0} 419 | 124 | 457 
Mai — May Otter te ete rate Se 2033 2 0 214 10 1 0 104 0 133 149 82 
Juin — June ZAG eos eae ae teh ee 97) 1 0 186 12 | 9 0 94 | ) 145 411 45 
Juillet — July A ae ae eri ee 1548 1 ih 124 5 4 1 81 0 32, 97) 40 
Aout — August OAS aes Fae 1574 4 1 140 10 3 1 88 0 £7) 89 36 
Septembre —- September Da aeehts) Nata 1984 7 OF (aad OF 7 4 0} 4145 0 | 44 25)"-206 ou 
Octobre — October CS USD Tantei 1801 7 4 173 9 3 Orr 407 0 |. 107 102 17 
Octobre — October SM WTR Y rots Glee 1873 0 4 160 10 0 Oi 442 0 126 | 122 NB 
Novembre — November Otek: te Se 1892 6 Ver 459 4 2 0 95 0 102 | 108 oi 
Décembre — December Deer tere oo ter 23634 54 0 | 209 6 0 0 | 128 0:1 TOSr 425 4 
126 Janvier — January Destress +f 537 13 0 55 0 0 0 32 0 28 40 4 

| £979 1920 1 oA 1922 1923 1924 1925 
Fiévre récurrente — Relapsing fever . . 0 0 0 0 0 0 0 


RANGOUN — RANGOON (Population: 345 505. R. 1924). 


Total — ACNE rot cee hee ee 15554; 232 = — 15 | 33836 — 264 
» 192 Oe ence eon, 12140 61 — — 31 813 — 352 
ee Coie, eee. | 12066) 101.1) | Lh gg 

» ede Day Aponte Ok Saar eae 12323] 264 4 — 43 236 32 406 
» dB UR Aine eonay Sea 11918 48 8 — 47 137 a2 350 

» SUE PRA rei Ch pile, Sa 11448} 132 10 — 63 83 16 279 

» cS PAS 2 ea 12485 60 4 671 43 47 27 226 

Janvier — January Dede hacia Cae ae a <5 871 A 0 ad 1 1 2 17 
Pévrier — February CA Steins eat ee 944 5 0 36 7 3 ' 18 
Mars — March Ai eae epi al ain 1031 2 1 23 1 1 3 22 
Avril —. April 138 pie tener 1091 5 0 37 7 8 4 41 
Mai — May Oe Re Paces 1115 AUF} 0 61 4 5 1 18 
Tuin — June 7 Pe ae 2 a epee 914 7 0 71 5 3 4 13 
fuillet — July der tec aero Moki stat os 961 og 0 108 4 3 2 13 
Aout — August Bia i Carga 1046 3 seis A) 1 1 0 24 
septembre — September Bes ge ok 923 2 1 55 3 6 0 18 
Jetobre — October UO aps iy ae 899 1 4 38 4 0 4 20 
| _ » Skea Peak ors sehr: 823 1 0 23 4 4 1 23 
ovembre — November DB tote ian temeeuens. 801 3 0 20 4 6 0 12 
Jécembre — December DO Ra see ns ea ee aa 849 4 0 36 3 5 4 45 
926 Janvier— January - PA SSL A RE, ENED 217 0 0 9 1 1 1 2 
1919 1920 1924 1922 1923 

Fiévre récurrente — Relapsing fever. . . . 0 0 0 0 0 


_ *Une semaine seulement. —- One week only. 


DELHI 


| a (Population: 246 987, R. 1921.) 
Stree: Monruiy Return or Vitat Statistics or THE DELHI PROVINCE. 
eer ens 


i : ee SS Sass SSS SSS 


782 oes 
ga dy — 
4126 = 
1402 ==3 
1159 a 

505 — 

622 | 4585 

28. sAD? 

50 105 
63 136 
59 437 
99 455 
34 143 
64 114 
72 107 
65 120 
By 94 
16 AA 
44 98 
4 114 
0 28 
1924 

0 


. As Total || Jany. | Févr. | Mars | Avril | Mai | Juin | Juill. | Aotit | Sept. | Oct. 
Cause de déces — Cause of Death 1925 || Jan. | Feb. |March| April | May | June July | Aug. | Sept. | Oct: 
hee, toutes causes Deaths, all causes 97253 Ded 542 654 720 798 528 463 687 648 550 
oléra asiatique Asiatic cholera 34 0 0 0 0 3 6 a 2 A 1 
arrhée et entérite Diarrhcea and enteritis Boe 25 18 16 30 23 21 24 50 38 30 
Pste Plague 11 0 6 Goes 0 0 0 0 0 0 
Vriole Smallpox 13 1 0 4 hk h 0 0 0 0 0 


. Note. — Ce tableau ne concerne que la Municipalité de Delhi. Les données sont provisoires. 
| de. _ This table relates to the Delhi Municipality only. he data are provisional. 
. Sa 


Nov. 
Nov. 


564 
8 
34 
0 

0 


jpn ett Mob Py ehy | Se re 


Déc. 
Dec. 


5 


78 
0 


1 
€ 


BANGKOK j 


(Population : 452 000. E. 1925.) 


p’?OrrentT. — Montuuiy BuL.eTIN AND TreLecRapuic Repo 


BuLLETIN MENSUEL ET RAPPORTS TELEGRAPHIQUES DU BUREAU 


Sources ; 
oF THE EASTERN BuREAU. j 
Leas TT 
Période de quatre semaines se terminant le: —- Four-week period ending: 7 
Cause de décts Total | Total | Total - 
Janv. | Févr. | Mars | Avril Mai Juin Juill. | Aout | Sept. Oct. Oct. Nov. Dee; Jan. 
Cause of Death 1923 | 1924 | 1925 Jan. Feb. | March} April | May | June July | Aug. | Sept. Oct. Oct. | Nov. Dec. | 28 
Q4 2 QA 18 16 13 14 8 5 5) yi 28 26 192¢ 
Choléra Asiatic 108 61 340 Q 3 2: 5 2 0 0 1 0 20 131 159 83. 
asiatique cholera \ : 

Peste Plague 329 67 36 1 4 5 8 7 4 4 2 0 1 0 “8 0 “a 

Variole Smallpox 743 173 64 3 17 12 5 6 14 4 0 0 0 0) 0 1 
——— 
* Une semaine seulement. — One week only. yy 
4 
4 
& 
7 
, 
BATAVIA F 
(Population : 289 640. HE. 1925.) . 


RAPPORT OMTRENT BESMETTELIJKE ZiEKTEN IN HAVENPLAATSEN VAN NEDERLANDSCH-INDIE. 


Source: 
TE 
4925 ; 
Total | Total | Total | Total Période de quatre semaines se terminant le: — Four-week period ending: » 
Cause de déces — Cause of Death 4922 | 1923 1924 1925 $$$ od ~- 
25 || san. | rev. {Mars |Avril | Mai | Juin | Juil. |Aoft | Sept.| Oct.) Nov.) Dec. Dé 
Tan. | Feb. | Mar. |April | May | June! July | Aug. Sept.| Oct. | Nov.| Dec. | Di 
28 25 25 22 20 17 Lo, ely 9 5 4 2 ¢ 
os | : 
Dysenterie bacillaire Dysentery, bacillary 10 9 41 12 1 4 1 1 0 4 2 il 4 0 0 2 y 
Fiévre typhoide Enteric fever 12 64 48 63 2 1 5 5 6 6 4 A} 4A 6 - 9 4 
Méningite cérébro- Cerebro-spinal A 
spinale meningitis 25 3 0 4 0 0 0 3 0 4 0 0 0 0 0 0a 


COLOMBO 
(Population: 250 500, BE, 30. VI. 1923.) - 


Source: BULLETIN MENSUEL DU BUREAU p’ORIENT. — MontTHLY BuLietin oF THE HASTERN BuURBAU. 4 
2 


1925 
Total | Total | Total Période de quatre semaines se terminant le: —- Four-week period ending: “4 
Maladie — _ Disease : 
1923 | 1924 | 1925 || Janv. | Févr. | Mars Avril | Mai Juin | Juill. | Aott | Sept. | Oct. Oct. | Nov. | Déc. | Ja 
Jan. | Feb. |March| April | May June | July | Aug. | Sept. | Oct. Oct. | Nov. | Dec. hE 
| 24 24 Q4 18 16 13 441 8 5 3 31 28 26 ie 
~~ Gholéra asiatique Asiatic cholera Wee 6 2 0 0 0 0 2 0 0 0 0 2 0 01. 
Peste Plague 204 — 56 3 6 6 6 4 5 oT 5 9 2 4 4 4h 
Variole Smallpox 4 — 2 0 0 4 0 1 0 0 0 | 0 0 0 0 0. 
ah 
ee 
* Une semaine seulement. — One week only. _ 
MANILLE — MANILA 
(Population: 308 000. BE. 1924.) 
&. — Monruiy Buiietin of THE HEALTH SERVICE, 1924. 


BuLLETIN MENSUEL DU SERVICE DE SantTh, 192 


Sources: 
WEEKLY Report OF COMMUNICABLE DISEASES, 


City or Manita, 1925. 


1925 


TS 


Total |Total|Total (| — 


Ma = ase 
pea ey 1923 | 1924 | 1925 |\sanv.|Fevr.| Mars [Avril| Mai | Juin | Juill.]Aodt| Sept.| Oct. | Nov. | Nov. Déc. |2 
Jan. | Feb. |March|April| May | June| July | Aug. Sept. . | Dee. 
25 Oe 22 19 14 14 42 9 6 
pee att tee Ae TS (eh fo a 
Choléra asiatique Asiatic cholera 0 2Q 76 0 0 0 0 0 0 1 7 0 
Diphtérie Diphtheria 15 36 14 0 0 4 4 0 2 1 0 4 
Dysenterie Dysentery 445 | 168 } 134 5 5 6 3 3 2 10 16 18 
Fiévres typhoide 
et paratyphoide Enteric fever 270 | 279 | 169 16 10 7 16 13 | sty 14 45 
Grippe Influenza 46 | 145 67 7 8 6 3 2 3 8 6 8 
Tuberculose, Tuberculosis, 5 
toutes formes all forms 14670 11902 ]41134 20 51 62 | 103 98 VO) tek OW, 84 AGU 


* Une semaine seulement. — One week only. 


1 Aa Fa get lie el Bis an hah 2g 
— 163 — 
b SINGAPOUR — SINGAPORE 
of" 
: (Population: 396 341. E. 1925.) 
RApPPORTS ANNUELS DU SERVICE DE SANTE DE LA MUNICIPALITE DE SINGAPOUR (1921-23). ANNUAL Reports of Heatru Depart- 


Sources : 
| MENT OF THE MUNICIPALITY OF SINGAPORE, 1921-23. 


RAPPORT STATISTIQUE DE LA MUNICIPALITE DE SINGAPOUR, 1925; HEALTH STATEMENT OF THE MUNICIPALITY OF SINGAPORE, 1925. 


Ke ba ‘ access a3 o o ) 
2 x : Gs Aho Rie om yell ae ® 2G =" | Ohare 
oe ek eed a > (en i x Secale ees CaaS ao |eaee 
 Période de quatre semaines se terminant le: |¢222|2°4" 38 53 Se eEbs PES irs Be | es | 6 |g3ee 
2gSs\S2s_| Be | Se] SS Seee|25ulsees| Sa | Se | 38 [eee 
Four-week period ending: BAS AeA 6 mia | Pp [Se |S ot Zao s re Pa A 22 is aa 
ie i = AA | QA oa = 2 | ie A, oo jeans 
Total L992 10756] 2234 874 a | 746 10 Wd) 17 | 1450 8 | 1026 347 
» 1920. 41734) 2233 639 11 704 10 80 20 | 1719 55 | 1483 364 
» AOA 11947| 2383 886 10 689 10 100 44 | 1497 Poa PAT a 424 
» 4922., 11553} 2488 968 4 695 13 47 Zo 1047 SNe 2h aah £93 
» ae 10049) 2434 636 5 514 it 40 7 869 50 | 1224 59a 
» Pe Ltt 10420} 2614 672 6 576 23 4A 9 848 te 62 576 
» Doce ae 11184} 2600 740 15 605 14 80 9 962 53 | 1484 579 
Janvier — January 24, 705| 4158 42 0 47 4 6 0 52 2 96 97 
Février — February ae PAS te 46 1 37 0 4 0 54 5 80 83 
Mars — March DAs ie 694) 144 46 4 32 1 6 1 AA 9 85 76 
Avril — April 18. 805| 144 53 2 50 1 4 2 63 11 107 94 
Mai — May 16. SA ea oO) 56 0 10 1 6 3 70 42 137 107 
Juin — June 43, 914) 207 51 0 47 3 5 2 76 Ze shov 419 
Juillet — July Adil. cofditayl| veal) 65 0 37 1 7 0 61 1 114 96 
i Aout — August 8. 845] 193 61 2 58 0 3 f 66 2 104 94 
_ Septembre — September 5: 924) 213 49 1 43 | 8 0 78 1 ee Bay 94 
Octobre — October ae 035] 240 62 2 Nh 2 5; 0 92 Gare, £4 5 83 
i § » — » atiles 991 Ae 84 4 54 3 4 0 102 0 114 118 
_ Novembre »- — November 28. 914} 200 64 Z 36 1 A? 0 100 7 118 106 
_  Décembre — December 26a 924] 250 57 4 35 0 9 0 93 2 IPAS 100 
1926 Janvier — January heel a 2221 49 15 4 0 0 0 0 26 0 23 32 
\ . ' 
| a SS ST ANE SASL IAT 
__~* Une semaine seulement. — One week only. 
** Total pour l’année du calendrier. — Total for calendar year. 
| 
| 
| TEHERAN 
E (Population: 210 000. R. 1922.) 
\s 
Beg Rapports DE LA SECTION DE STATISTIQUE MUNICIPALE. — REPORTS FROM THE MUNICIPAL STATISTICAL SECTION. 


Cause de décés — Cause of death 22, 22 22 22 22 22 22 22 22 22 22 


. Total ||22 dée. ae 
24 | janv. | févr. | mars | avril | mai | juin | juill. | aout | sept. | oct. | nov. 


1925 || janv. mh 2 ae Pig 21 ZA. 21 21 21 21 241 
| 4926 | févr. | mars | avril | mai | juin | juill. | aout | sept. | oct. | nov. | déc. 
| . 
_ Toutes causes All causes 5040 417 583 506 4A9 322 310 349 326 377 512 498 421 
_ Fiévre typhoide Enteric fever 415 4 8 1h 13 6 15 8 6 16 7 12 6 
: Paludisme Malaria Solo 14 24 27 36 30 26 yd | 19 28 42 30 18 
_ ‘Typhusexanthém.  Typhus 0 0 0 0 0 0 0 0 0 0 0 0 0 
6 i Smallpox 908 10 10 9 ata! 18 28 47 68 135 262 203 107 
{AS 
oa 1922 1923 1924 
Décés, toutes causes — Deaths, all causes 4,160 4,504 4,540 


* Les données pour la ville de Berlin non comprises. — Excluding data for city of Berlin. 


Source: Rericus - GESUNDHEITSBLATT. 


EUROPE. 


(Population: 16 746 000. R.16 juin 1925.) 


VILLES D’ALLEMAGNE — GERMAN TOWNS 
46 villes de plus de 100 000 habitants. — 46 Towns with over 100 000 inhabitants. 


eee 
| g ® . gs|3 Ze 24 g g 
| ae | g 8 28 Sas e332, £2 | 38 Seal oo \Eze| of Seeelee 
' Semaine se terminantle:| = = 3 28| St do 4 | So a wel ollie Sel es | ee ae |\o?es| ga |585] 22 e=ceiee 
Week ending: 22% [S952 Se 18.8. |878es) oe | Se ehak oe | ce S |geo8| e¢ |fee| 5. |Bs5nl5e 
noe lata aa aSas|acser| $2 | ea jasas| 2a] Be os jcsaks GE jols| so |pSegiag 
See |Sae7| 23 ESES|ESES.| SE | Be [Sasa] 55 | 52 | Be [ESk2| 88 [288) se Bea |ag 
282 |So8e| 88 [SS |BRAS4| £2) SF |S2E*| 22/28 | Se (R°S*| Aa [2e°| am je 6 jee 
Total 1919 221760 )30702 |1599 43951 678) *o— = a 536 |37429 
» 1920 | 247580 [42923 |1654 1663 | 5401) =S — 25309 
». 1924 207134 |40087 | 974 4702| 468| 3572 90 *|/17830 24964 
wy 1922 221581 }37241 |1611 1603} 374| 6985} 324 |21573 27232 
» 41923 | 241626 |32426 {1189 1654| 352| 3532 | 297 |17136 29432 
» 41924 |; 194340 |25724 (1029 295 4278} 362] 3052] 176 |15138 22583 
» 1925 1190486 }25533 | 968 174 4058| 336] 25384 | 133 |14934 19805 
Janvier-January 10 3844 523 | 24 26 1 22 3 76 2 341 3 | 409 
47 3819 529 23 19 4h 24 3 80 4 319 8 | 391 
24 3837 537 19 18 a 32 9) 68 2 303 41427 
on 3766 545 20 19 2 7 8 67 3 319 4 | 417 
Février-February 7 3870 566 27 2 0 31 2 75 | 340 6 | 405 
14 3822 574 22 26 1 22, 4 61 1 341 3 431 
21 3855 564 23 25 0 21 6 71 2 333 4 | 400 
28 3853 562 23 23 3 20 1 61 2 348 2 44 
Mars-March 7 3922 540 45 13 3 29 3 73 1 327 4 | 402 
14 3829 548 16 24 2 26 4 67 2 358 3 | 389 
24 3938 549 20 44 0 27 4 67 2 364 4 | 454 
28 4216 565 ANI 18 1 15 5 105 a 407 5 | 454 
Avril-April 4 4270 552 45 45 0 18 1 446 5 414 4 | 494 
14 4118 564 29 24 2 27 6 | 135 3 446 4 | 444 
18 4063 522 25 Nee 0 29 3 | 124 2 404 2 | 448 
25 3858 493 415 15 4 13 1 99 0 353 5 | 455 
Mai-May 2 3793 503 22 42 3 23 38 73 2 306 3 | 477 
9 3740 500 22 id 0 23 6 66 2 309 3 | 424 
16 3615 486 25 42 0 19 5 55 3 276 2 | 406 
23 3603 478 14 A3 1 47 1 36 3 265 0 | 423 
30 3617 463 24 49 1 24 6 34 6 Wok 7 | 405 
Juin-June 6 3328 430 15 15 Zi 15 7 34 4 213 3 | 396 
13 3444 409 AD 8 2 ‘iy y) 27 3 212 4 | 405 
20 3400 427 13 uy 4 MOA = 88) 28 1 234 4 | 362 
27 3240 414 17 9 1 49 6 44 3 192 74 S39t 
Juillet-July 4 3344 428 | 16 6 4 18 4 20 3 230 3 | 376 
1 3195 418 27 10 2 “alt 10 24 3 226 7 349 
18 3352 456 22 6 5 24 10 22 5 230 4& | 342 
25 3649 553 16 4 9 2226 AD 15 4 237 1 | 356 
Aotit-August 1 3479 545 47 y 7 45.) 41 23 1 1938 41:1 355 
8 3261 483 14 10 6 46 | 10 13 3 475 2 sees 
15 3356 545 al) 8 6 23 | 414 8 1 196 5 | 339 
22 3247 484 26 10 | 413 ail 42 I) 3 479 9 | 3808 
29 3329 499 2 He) 6 | 18 23 42 10 a 178 3 | 314 
Septemb.-Septemb. 5 3155 478 | 25 42 | 18 1342 15 3 153 4 | 339 
42 3302 458 22 16 9 18 7 16 3 183 7 | 329 
a9 3340 422 14 414 4 28 | 13 Ag 1 499 4.| 328 
26 3435 402 13 9 9 i) i ae 24 4 216 8 | 341 
Octobre-October 3 3312 4414 24 18 3 18 8 31 3 213 5 haa 
10 3419 463 15 13 6 23 9 24 1 245 4 | 349 
Ney 3622 453 12 16 3 24 5 32 1 276 6:1 9325 
24 3659 450 9 13 1 24 4 48 3 305 6 | 357 oF 
31 3593 472 3 18 2 24 9 34 1 288 4 | 3413 3 
Novemb.-Novemb. 7 3536 462. + 19 7 2 34 | 10 43 5 300 9 | 285 )a 
44 3541 394 42 21 4 24 7 34 2 281 4 | 341 
21 | 3741 | 450 | 16 9| 0 ES ian arog hae 102) 0 | 360 ; 
28 3990 485 20 44 0 24 3 52 3 326 3 | 367 (a 
Décemb.-Decemb. 5 3855 446 16 14 0 a7 7 5}) 4 335 5 |) 3a a 
42 4329 505 21 13 0 14 4 AS) 4 426 8 | 422 \e 
19 4025 478 20 18 3 |. 19 il 55 2 359 7 | 327 4 
26 3782 499 13 14 2 15 6 54 3 363 4 | 379 7ae 
4926 Janv.-Jan. 2 4048 584 22 26 Al 22 3 48 2 360 9 | 346) 


mrtg Ser yy ae 


‘Tuberculosis 


VILLES D’ALLEMAGNE (suiie). — GERMAN TOWNS (continued). 


ource: VEROFFENTLICHUNGEN DES REI€HSGESUNDHEITSAMTS. 


an aa vs Sy a; = 
Aw sO mm oH | © : na 4 
3H aes Ey Far te 8 o| DO, ii ov Pearce 2a 
85 = | £8 |o ale2o>| of | o> l83ee| 93/55 | a lodss|sae| oS | 88 |2 8 lBea8 
Période de quatre semaines ne Hes o9 O48 )Snts| HE | BS (Seal lose 5 oN [Ss 'a8 Gao =i ee So |Snan 
se terminant le: 23 or 5% | #86 le .8s =e es ame eo PSs Se aS ae? eee 3a ee | 386 Bhs 
= a <7 pcb) ~S — = A=| Oh at ay p20 a me, ape 
Four-week period gy | 35 Ba | S68 |gpgeal Se | 22 Sseele55| 05 | Be [S258] o4s | 8 as | See [Soom 
ending: wo | ef | 88 18 8 leae|AS | SF lseees| BE) fe) 4 lesee| Sse) a3 | &€S | 5 5 isos 
OR os Og Poe Aa At ae Bo aot iS) Au A, ae Bobs 
| SS | 25 z Sees a| eo OM Pas x ath = 
; a Aa 2) ie ae 
L ie 
BERLIN 
et . . . ~ 
(Population: 4 014 000. R. 16. juin. 1925.) 
! 
Total 1919 a. 31307 3663 254 1002 760 | 341 — — | 383 46 — — 100 es — 5197 —_ 
Deh LO. 30982 5279 204 1438 1204 225 — —_— 455 39 — — 120 614 — 3411 —_— 
Se an ey ee 46989 6635 260 1405 | a 662 282 — — 594 A5 585 — 200 90 3644 Bahl —_ 
» DT 52984 6414 339 973 wir | 227. 98 — } 626 54 11891 60 439 60 4373 6523 — 
a yas tea 49832 4789 217 958 645 156 135 — | 559 40 785 37 344 ae 3138 Ypriys — 
Sy RSA a 47824 3922 166 678 456 119 109 — | 475 43 988 36 14 44 2798 5860 | a 
> ao a ae 46345 4375 154 630 465 130 23 48 256 42 657 19 184 AA 3060 4867 370 
b| Janvier — January Q4 3674 347 10 AA 29) 44 1 8 23 2 yi 4 7 4 Q74 378 28 
'| Wéyrier — February 21 3745 4Q4 9 34 17 ath 0 8 28 oe te 0 25 4 306 383 22 
|| Mars — March Q1 SSW Law 373 7 aya 26 9 3 3 34 1 61 1 20 { 272 408 47 
|| Avril — April 18 4066 404 19 48 36 8 0 2 16 1 184 0 22 6 367 AQ 29 
|| Mai — May 16 3525 347 18 30 25 cd 0 3 13 0 80 0 15 2 241 388 34 
| Juin — June 13 3340 320 15 40 29 10 2 4 16 1 22 2 11 3 189 4Q4 33 
Juillet — July 11 2996 300 Ar 56 4Q 9 7 1 9 5 9 3 14 6 155 314 37 
| Aott — August 8 3300 321 2 84 68 yi i) Ay 20 Ae 9 1 £3 4 185 341 23 
‘| Septemb.— September 5 3016 265 11 65 42 8 4 3 fel 8 8 1 8 2 140 334 25 
|} Octobre — October o} 3242 263 9 41 30 6 5 2 17 2 25 0 AS A 180 309 16 
| Octobre — October Suk 3509 308 8 48 39 14 0 2: Q4 3 31 2 11 2 225 329 24 
| Novemb.— November 28 3536 318 4 60 57 6 1 3 22 3 41 4 14 { 225 330 23 
| Décemb.— December 26 3682 282 15 36 27 14 0 4 19 2 49 1 10 4 237 436 23 
| 1926 Janvier — January 2* 977 103 5 9 Bee he o6) 0 0 7 0 Ws 0 2 1 64 73 ) 
BRESLAU 
(Population: 555 000. R. 16. juin. 1925.) 
Total1919... 10378 1550 114 407 313 91 = a 33 20 — — 1 31 — 1985 — 
mee TO 20>. 9639 2184 61 633 579 iis — — 30 25 — — 21 18 — 1143 _ 
Jpn a We Pe ~9006 2254 73 630 568 77 19 — 29 18 236 6 34 7 867 943 — 
Bee td 922) +, 9230 2073 7A 297 242 55 9 — 30 6 230 15 34 10 8914 1098 — 
} hy MGW yee Wats 8725 1651 49 497 403 46 pal — 38 9 204 14 82 3) 761 1135 — 
Te yaa 71754 1234 75 295 230 Sie 19 — aye 7 167 7 6 D 693 789 —_ 
Bee Ob, 7405 1113 47 224 164 35 i) 0 30 8 167 4 67 9 506 729. 85 
| Janvier — January 24 589 86 4 13 10 4 0 0 2 0 Q7 0) 1 0 50 52 oan 
| Février — February 21 562 103 4 11 8 4 4 0 3 0 19 0 5 3 52 53 abs) 
_ Mars — March 24 585 99 7 15 12 3 1 0 3 0 17 1 10 0 33 83 6 
Avril — April 18 683 1M 6 16 14 5 0 0 NY 1 38 0 10 0 fees 69 8 
Mai — May 16 580 78 1 9 8 1 0 0 3 0 16 1 eS 0 39 71 i) 
, Juin — June 13 530 76 3 vat 16 4 1 0 0 1 5 0 5 0 29 52 8 | 
Juillet — July 11 5214 82 6 18 12 2 0 0 2 0 9 0 13 2 30 60 10 | 
Aott — Auscust 8 551 108 3 28 25 1 1 0 Q 0 4 4 9 0 34 4h 6 
Septem. — September 5 472 75 6 30 pal 1 0 0 i 0 9 0 { 1 22 49 4 | 
Octobre — October 3 507 74 2 23 45 3 1 0 a 1 4 0 3 0 23 52 La 
| Octobre — October on 538 68 1 9 8 4 0 0 3 4 10 0 4 0 42 46 6 | 
| Novemb.— November 28 514 65 2 10 9 0 0 0 0 0 0 1 0 0 34 46 h 
| Décemb.— December 26 621 70 1 17 4 2 0 0 at 1 9 0 6 fe 36 ae 3 
1926 Janvier —January 2* 155 A WE 1 4 re 1 0 0 1 0 2 0 1 4 9 10 3 
COLOGNE 
| . . . 
(Population: 727 000. R. 16. juin. 1925.) 
Total1919. . 9564 1702 119 406 318 184 — — 70 26 — —— 17 18 —_ 1760 -— 
| REALS C0) oe 9266 2310 171 564 499 109 — — 97 AG — — 108 14 — 1245 — 
| Meare LO edt 8805 2187 45 502 437 91 49 — 76 24 198 5 79 22 945 4197 — 
O22 8914 1907 164 230 153 58 17 — 68 23 293 8 124 129) 998 1184 — 
MeO 23.5 8594 1806 107 312 247 91 AA —— 60 15 180 8 144 14 814 1359 — 
ae Nt para 7903 1294 130 200 158 69 4 — 55 16 157 5 — 10 668 980 — 
Peo 25%. +s 7855 1355 86 238 203 59 12 2 42 lal 134 5 74 12 746 883 122 
Janvier — January 24 605 shy) 6 17 13 8 0 0 10 0 17 0 0 1: 58 79 9 
-|Février ~— February 21 599 97 4 14 10 5 0 1 3 0 16 4 0 1 54 62 14 
‘Mars — March 24 647 112 5 15 44 3 0 { 3 1 8 0 4 0! BESTS 68 8 
Avril — April 18 638 105 10 8 DF 4 0 0 10 1 18 0 4 1 | 78 87 14 
Mai — May 16 575 32) 8 9 7 6 1 0 3 1 6 1 2 1 53 79 18 
Juin — June 13 560 87 5 13 12 5 1 0 3 0 5 0 5) 4 31 64 10 
: Juillet — July 11 539 93 5 18 17 1 1 0 2 0 4 0 8 z 44 76 12 
~—s (Ao dt — August 8 547 94 Wf 28 25 1 3 0 3 1 5 1 i! 1 AA 68 11 
Septem. — September 5 ay 103 4 35 29 5 3 0 2 3 4 1 13 2 33 63 10 
ctobre — October 3 530 95 8 31 27 7 2 0 0 2 3 0 6 0! 30 60 5 
Octobre — October 31 562 99 5 19 16 3 it 0 0 1 10 0 12 wl 61 53 3 
Novem. — November 28 653 108 102 10 9 5 0 0 2 0 21 1 9 0} he 59 5) 
\Décemb.— December 26 700 119 6 11 10 4 0 0 1 4 15 0 7 4 98 51 2 
; 1926 Janvier — January 2* 168 34 i} 10 9 2 0 0 0 0 2 0 0 0 18 14 il 


eee a 


___ * Unesemaine seulement. — One week only, 
a Vieux Berlin seulement. — Old Berlin only. 


| 
a 


‘ 
i_ | 


; S . ee od | Si 


ae OE 
VILLES D’ALLEMAGNE (suile). — GERMAN TOWNS (continued). 
Source: VEROFFENTLICHUNGEN DES REICHSGESUNDHEITSAMTS. 
a hy o o 
Paes aS r| pat Neha Hl} © eo » 
ep i) Dl) om oa io mH oD q 
a2 [=P | eB |. » S828] o2| op (Safel 25) 35] © ledea| S22 | oe | 22 1808 [eee 
Période de quatre semaines | 25 Be 5° |3_8 |S.e—| 25 | BS |ZSSSlo8° | G2] os Eager) k&e Apo 55 |sss Bog! 
se termninant le: Z£ | 8 | 28 |aze [e783] $8 | £2 SegeleSa| 5. | Ss Bees] 328 | S| ge [Bee [ere 
Four-week period eae = = ee See 228 = ‘ag oe 25 ea S E 3 os 1/oS SEB g| 248 se 8 g oe as é 
* 4 wm Asm 53 o fF 
ending : ge ga Ss Ae Banal) AA | AA §28= as| Fe i bah 228 as aa |& a Fone 
oO 2 2a iS oRe S| c= VO ep n ae 
Do oe) S poy pees ee Ayal be 2 Sia 
aA AA aA | oe 
DRESDE — DRESDEN 
(Population: 619 000. R. 16. juin. 1925.) 
Total1919. 8468 764 Pay Q41 133 63 — —_— 42 22 ee — 6 14 — 1474 
9 21920: 7627 1186 36 336 253 50 —_ — 84 13° — — 5 17 — 833 
See ie 7472 1272 26 281 231 40 24 — 74 4:0) pet 2 26 19 544 899 
Paid oee « 8096 1141 62 151 100 35 17 — 62 10 | 323 3 Al 10 673 999 
2 7830 895 33 Log 97 37 i) —_ 80 ah 190 7 25 9 553 1056 
wLcned Oia 7298 712 30 425 73 14 4 — 55 10 | 120 9 3 4 539 , 833 
ay. 1 Dep: 6987 722 on 118 65 16 2 0 45 2 88 2 34 3 4514 759 
Janyier — January 24 558 50 { 3 0 3 (he 0 2 0 14 1 3 0 33 48 
Février — February 24 574 62 4 8 3 2 0) 0 1 0 8 0 8 0 40 68 
Mars — March 24 546 58 2 8 5 3 0 0 4 0 9 0 a 0 42 7A 
Avril — April 18 604 65 0 7 2 2 1 0 y 0 15 0 2 1 46 74 
Mai — May 16 528 64 2 8 5 0 0 0 3 0 6 0 ai} 0 39 62 
Juin — June 13 493 48 2 6 H) 1 0 0 0) 1 2 0 0 0 36 66 
Juillet — July 11 A479 43 0 7 3 0 0 0 2 { 3 0 2 0 34 47 
Aott — August 8 477 49 1 16 42 1 0) 0 6 0 2 1 0 0 26 52 
Septemb.— September 5 452 57 4 44 8 0 0 0 4 0 1 0 0 1 45 34 
Octobre — October 3 489 46 4 8 4) 0 1 0 7 0 g 0 0 0 15 51 
Octobre — October 34 514 38 3 8 3 1 0 0 Z 0 3 0 0 0 30 62 
Novembre November 28 548 59 1 13 9 2 0 0) 7 0 2 0 0 1 37 59 
Décemb.— December 26 556 57 6 10 3 4 0 e 0 4 0 12 0 1 0 49 52 
1926 Janvier — January 2* 169 26 3 2 2 0 0 0 ee 0 4 0 1 0 a 13 


HAMBOURG — HAMBURG 
(Population: 1 079 000. R. 16. juin 


Total1919. 44215 1° 1434 60 3417 24D 223 — -—— 196 18 —_ _— 55 48 oad 2140 

» 19200 13986 Q111 90 433 344-1 ABS — — | 214 39 — es 53 38 —- 1533 

no CLOG 12516 1759 63 364 302 90 8 — | 217 20 | 286 6 50 28 1219 1364 

9 MOR 14022 1762 63 285 ae | 75 10 — 219 4° 366 54 11 ao 1641 1476 

y AOD ae 13363 1507 34 O47 150 49 3 — | 227 1:55) oH ado 4A 154 20 1357 1652 

gi SOO 12597 1274 34 181 » 129 33 7 — | 213 19 | 429 19 1 2 1467 1 - 14389 

sm 1OR5F 12581 1300 42 167 15 37 22 1 143 30) } 06 12 6 2 de Be 1234 

Janvier — January 24 4102 402 0 19 sli? 6 3j df 16 0 8 1 0 0 120 444 
Février — February 21 937 99 5 13 5 8 0 0 10 4 3 4 0 0 93 107 
Mars — March 21 906 140 4 10 i 4 0 0 4? 0 8 2 3 0 105 106 
Avril — April 18 1134 136 6 6 6 0 0 0 17 1 29 1 0 0 148 116 
Mai — May 16 996 124 9 15 12 1 0 0 6 2 16 0 4 0 1257 118 
Juin — June a3 903 84 5 10 6 4 3 0 i) 3 11 1 1 0 94 91 
Juillet — July 11 877 82 4 14 11 ya 2 0 11 6 8 0 1 0 78 89 
Aott — August 8 894 95 0) 23 16 0 1 0 10 11 3 2 0 0 78 59 
Septemb.— September 5 802 94 9 18 44 2 7 0 4 4 0 0 0 1 50 72 
Octobre — October 3 872 87 0 14 13 Q 2 0 12 a 4 0 0 0 85 83 
Octobre — October 34 923 81 0 10 7 3 3 0 16 2 4 0 0 1 83 93 
Novem. — November 28 979 100 0 4 3 iD: 1 0 14 3 5 0 0 0 105 80 
Décem. —— December 26 1030 84 0 10 5 0 0 0 4 0 5 1 0 0 116 89 
1926 Janvier — January 2* 226 25 0 4 4 0 0 0 2 0 2 0 “0 0 33 20 


MUNICH 
(Population: 684 000 R. 16. juin. 1925.) 


Total 1919. 10422 sayy Pf 26 432 343 43 — — 70 6 — —_ 78 5 

Rome S20 9442 1784 45 464 393 52. — — 81 & — — W7 9 

» 7994: 8906 4505 53 382 324 54 Q4 — 64 5} 199 4 113 10 

Bt 492275 8857 4397 48 261 208 24 12 — 46 poe Ey) Q 9 6 

Dee al psi 9137 1320 36 269 202 31 1 — ONS} Say dow 1 {44 7 

Ne ADVE, 8729 12814 22 234 194 39 4 — 28 9 | 140 4 38 4 

4 9O5 9008 1070 54 149 102 29° 2 1 25 hele a Miats 3 90 7 

Janvier — January 24 764 85 4 15 12 4 0 4 2 4 24 0 13 4 
Février — February 21 692 102 6 20 14 2 0 0 2 ie 13 0 9 4: 
Mars — March 24 746 100 2 10 7 =! 0 0 0 0 10 0 49 0 
Avril — April 18 824 90 2 7 4 3 0 0 3 0 19 2 16 2 
Mai — May 16 425 2 1 15 9 3 0 0 3 0 20 0 15 0 
Juin — June 13 613 79 4 lal 9 2 0 0 y 0 6 1 7 0 
Juillet — July 41 664 81 4 13 10 2 0 0 0 1 2 0 uf 0 
Aott — August 8 596 86 5 16 12 0 1 0 1 0 5 0 6 0 
Septemb.— September 5 5795 69 7 6 4 1 0 0 1 0 2 0 2 0 
Octobre — October 3 587 60 4 43 12 a 0 0 7 2 4 0 1 1 
Octohre — October 31 688 54 4 8 5 5 1 0 0 2 5 0 0 1 
Novemb.— November 28 . 684 1p) 8 if 3 0 0 0 4 0 8 0 1 1 
Décemb.— December 26 660 aD 8 6 3 1 0 0 0 0 3 0 0 0 
1926 Janvier — January 2* 193 21 1 Q 1 4 0 0 0 0 1 0 0 0 


a ee 


* TImesemaine seulement. — One week only. 


VILLES DES ILES BRITANNIQUES — TOWNS IN THE BRITISH ISLES. 


Z 
: 405 GRANDES VILLES D’ANGLETERRE ET DU PAYS DE GALLES — 105 LARGE TOWNS OF ENGLAND AND WALES 
(Population: 19474 270. EH. 30. juin. 1925.) 


Source: Wirkty Return or Birrus And Dearus, issued by the Registrar-General. 
Caen eeeeee ee e eee ee es 


Déces, | Déces ba 
\ Semaine se terminant le: toutes jusqu’a Coque- Berge. Diphtérie | Fiévre Grippe | Rougeole | Scarla- 
| causes 1 an luche Govan typhoide tine 
i Heaths ee ee 
bi Week ending: Deaths, up ‘to |/Whooping- ee Diph- Enteric | Influenza} Measles Scarlet 
all causes | 1 year cough 0-2 years theria fever fever 
Total £949. = 249382 33133 4257 4378 2522 249 21714 2305 744 
» 4920 * 230976 41381 2601 5056 3030 213 5665 4049 816 
» 1921 * 225283 37370 2420 8274 2770 244 4170 1475 BFfes) 
» 1922 246883 332014 3660 3090 2557 185 10614 4268 888 
» 1923 221161 2838% 2249 3885 1676 159 4147 2892 979 
» 1924 241034 30459 2393 3491 1539 Pipe 8790 3958 525 
» £929 236692 28707 3564 3952 1684 183 5772 3238 586 
Janvier January 10 4984 647 61 53 47 7 124 79 23 
. 17 5609 638 87 41 49 6 142 57 3 
24. 5197 613 94 42 42 2 195 62 9 
31 5398 664 138 39 50 7 202 62 15 
' Février February 7 5497 648 133 44 50 4 291 ee 47 
14 - + 5044 649 133 48 42 6 354 65 4% 
og 5468 626 130 56 35 3 302 76 14 
28 5626 640 120 30 39 4 34 98 18 
_ Mars March 7 5536 622 108 36 40 1 361 114 41 
|< 14 5405 621 104 4A 47 4 283 100 417 
21 5664 624 155 4A 39 5 304 | 427 LA 
28 5303 604 140 40 28 f 2315) | 130 10 
Avril April 4 5494 629 1 4G, 30 i) 242 125 11 
14 5232 616 425 39 36 4 221 143 17 
18 4911 604 114 38 27 3 162 134 13 
25 4683 552 110 — 43 40 h 139 422 7 
| Mai May 2 4430 542 93 36 25 4 100 103 14 
9 4603 561 118 39 31 2 68 86 a4 
16 4283 526 88 34 25 3 08 83 13 
23 4184 487 87 40 22 2 2 105 16 
30 4014. 479 7A 46 27 D 48 76 14. 
— Juin June 6 3687 424 62 32 32 1 42 62 16 
13 3965 448 78 53 27 4 36 61 13 
20 3672 403 62 46 at 3 32 61 42, 
27 3506 395 58 45 24 3 23 63 9 
Juillet July 4 3612 395 65 29 24 6 30 54 10 
| 41 3487 379 63 AN 25 2 3 36 9 
18 3632 400 78 50 20 5 18 18 8 
} oe 25 3494 418 39 64 vate) 6 22 4A 8 
| Aott August 1 3375 423 35 101 18 3 16 27 9 
8 3319 5 |;. - 411 28 110 20 3 18 22 8 
15 3384 422 37 136 esl 5 23 19 13 
Dy 3473 520 44 Atay) 20 3 20 31 9 
29 35952 565 40 218 27 it 12 20 5 
Septembre September 5 3386 551 28 234 18 5 11 22 5 
12 3655 545 31 218 30 4 14 7 3 
59) 3827 589 40 219 35 3 26 42 9 
26 3958 534 32 173 24 3 44 14 3 
Octobre October 3 3936 519 28 129 23 4. 54 23 42 
10 3731 454 20 109 28 A 57 14 8 
Vian 3966 453 29 92 28 4 47 26 £7 
24 4173 529 15 123 38 4 41 25 aA 
31 3928 499 (Ie 68 34 5 54 30 8 
Novembre November 7 3885 536 14 76 31 3 59 34 14. 
44 3961 508 29 62 28 6 4k 34 5 
"3 21 5112 632 30 87 29 3 61 49 13 
| Speer Rel 5481 665 40 71 54 3 73 50 11 
_ | Décembre December 5 6057 JA2 rit 67 59 4 100 58 ant 
Si 42 6631 715 4&4 63 38 7 116 71 17 
Si} 19 6080 692 48 50 30 4 132 78 10 
26 5099 613 36 57 36 4 85 72 41 
(1926 Janvier January 2 6636 775 4h 82 53 4 123 87 10 
a | 
| 1919 1920 1921 1972 1923 SDE ah ie 1925 ) 
Typhus exanthém. Typhus 0 0 0 0 0 4 0 
Variole ; Smallpox 12 20 4 21 7 6 4 


x 


| * Les totaux pour les années 1919-1921 sont pour 96 villes. — Totals for the years 1919-1921 are for 96 towns. 


VILLES DES ILES BRITANNIQUES (suite). — TOWNS IN THE BRITISH ISLES (continued). 


; 

BELFAST 

(Population: 438 000. HE. 30. juin. 1925.) : 

Sources: WEEKLY RETURN OF BIRTHS AND DEATHS IN SEVEN OF THE PRINCIPAL Towns IN NorTHERN IRELAND, 1925. : 


QUARTERLY Return oF Brrtus, DeEatHs AND MARRIAGES IN ENGLAND AND WALES, 1919-1925. b 


Nee Se 
Reali, | ac Sans a i Z 7a 
Bs |a,e | 28 |S2.8%|.2¢ | BE | 23 | 32.] Se | 25 feeee a 
Période de quatre semaines Raa ae By. | sealer] Was ae aR Se S53 so 3 ea oe Ee 
se terminant le: rane ost Oi QBaes Py Be a3 Bs ag HS Bee Ba 
Four-week period ending: agg | tas Sa | aoeds| fe 2 8 i= 28 3s bi BESS g o 3 
Seu ee |. Se | ae ee Pee ree eee ie ee “a | SBRS | ee 
Total 1919 7278 4179 9 180 30 17 — = 137 138 1122 
» 1920 7234 1602 84 199 45 34 243 — 132 94 978 | 
h~ 4994 6045 1265 222 246 ot 15 52 — 17 41 855 j 
» 41922 6304 998 16 127 43 7 241 — 33 42 778 
by 1923 5910 1089 182 130 24 h 100 — 425 26 737 
» .1924 6329 4137 89 154 23 3 139 — 83 57 773 i 
», 1925% 61314 1069 99 203 38 18 84 523 167 49 752 
: OT SS 
Janvier — January 24 577 119 17 8 3 0 10 78 1 10 49 198 
Février. — February 21 606 Al 19 15 4 2 20 66 1 6 61 Te 
Mars — March 24 554 9h 16 14 3 1 14 57 0 6 58 1a 
Avril — April 18 494 61 15 5 2 14 10 29°48 2 6 67 Me 
Mai — May 16 459 73 15 9 6 1 3 28 0 6 aOR 20 
Juin — June 13 406 69 8 9 ‘ 0 6 17 2 1 47 13. 
Juillet — July 11 376 59 a 8 1 0 2 21 1 3 39 18 
Aott — August 8 345 49 1 12 A 0 1 12 2 4 39 135 
Septembre — September 5 405 93 2 61 2 0 2 SS 0 2 41 16 
Octobre — October 8 339 62 3. kat 23 4 () 4 16 0 1 26 8 
Octobre — October 31 389 74 0) 20 0 1 y 30 z. 3 31 7 
Novembre — November28 449 64 "4 9 he: 0 8 38 37 3 42 15 
Décembre — December 26 741 161 2 14 5 1 . 145 86 1 4A 12, 
/1926 Janvier — January 2* 174 25 1 3 0 0 0 24 28 0 10 : 
| 
1919 1920 1924 1922 1923 1924 1925 é 
Encéphal. léthargique Encephal. lethar. — = — — 3 30 3° a 
Typhus exanthém. Typhus 1 9 3 0 0 0 i) 
* Total pour Pannée civile. — Total for calendar year. 
** Une semaine seulement. — One week only. 
Sources: THE REGISTRAR-GENERAL’S STATISTICAL REVIEW, 1919-1924. 
WeekLy Return or Birarus AnD DEATHS, IssuED BY THE ReEGisTRAR-GENERAL, 1925. Z 
| Sas q |S es oe ¢ 
es ‘ 28 = a 5 om aa ome ars Pe ® 2S | 
Période de quatre semaines Ean ) o Ok So > Pie =i ae go 8 © as rere & ey 
se terminant le: “3 =I ie ms 5» faa 8.2 $ = a eS, a = 3 oa 3 a 
- e =) ®o ap = PP oo 13) e ¢ 
Four-week period ending: os Sg Se Bh & ey Rae Be Sh a nw & 5 a 8 S 8 et 
Bais $3 Srshe Ass 35 ees cS = = Z =e 
RB 8 26 = g ASG 5 ap " 
i = 
BIRMINGHAM q 
(Population : 945900. E. 30. juin. 1925.) 
Total1919 11822 1595 57 188 Pali 9 1055 187 
» 1920 44475 2086 185 Qhh 207% 1 424 146 
Bn EPs 10393 1846 93 366 124 5 135 156 
»- 94922 11214 1708 355 170 89 3 Ahh (fe) 
» 4923 10290 1370 44 207 138 4 259 185 
» 7 1924 11044 1504 185 165 99 5 373 79 
». 1925 10929 1372 216 198 94 3 365 106 
Janvier — January 31 863 126 24 102) 11 4 ie 2 
Février — February 28 890 127 28 10 7 1 40 7 
Mars — March 28 1162 127 42 8 8 0 113 9 
Avril — April 25 1054 118 38 4 6 1 78 18 
Mai — May 23 864 118 24 6 te 0 23 32 
. Jin” — June 20 686 67 10 6 6 0 16 12 
Juillet — July 18 675 92 457 8 3 0 ih 8 
Aott — August 15 616 13 14 19 i) 0 4 5 
Septembre — September 12 685 134 10 44 12: 0 4 5 
Octobre — October 10 123 104 1 34 8 0 11 0 
Novembre — November 7 Gee ao 3 17 8 0 ie 1 
Décembre -— December 5 871 89 5 16 fi 0 19 4 
1926: Janvier — January 2 1144 124 6 hy 6 0 26 3 


Lin Ee ee Ee A 1 rene NET A eas ees I OD Se a a ig ee, 
* Y compris le croup. — Includes “croup ”’, if any. 


VILLES DES ILES BRITANNIQUES (suite). — CITIES IN THE BRITISH ISLES (continued). 


DUBLIN 
(Population: 438 000. E. 30. juin. 1925.) 


- 
Sources: QUARTERLY Reports or Birrus AND DEATHS IN ENGLAND AND WALES, 1919-1924. 


* Pour 52 semaines, se terminant le 2 janvier 1926. — For 52 wecks ending January 2nd, 1926. 


GLASGOW 
(Population : 1057100. H. 30. juin. 1925.) 


urces : ANNUAL Report oF THE REGISTRAR-GENERAL, 1919-1925. 


Montuity RETURN OF THE BirtHs, DEATHS AND MARRIAGES IN THE PRINCIPAL ‘TOWNS OF SCOTLAND. 


WEEKLY Return oF Birtus AND DEATHS IN RELATION TO THE DuBiin RecistraTion Area, 1925. 
8 a o d uz so f aa 
NN mH ~~ On ato fH “2 
Ce eae dec oes Siege, ele ig Sse E 23 ® o? Bore | 222m 
Période de quatre semaines a RS <2 oe = mt 3 Fs see 5s age ae 5 S ss = a839°| 382 5 
seterminant le: 3% os Ss gba, z= Se BS =a a ag Ee eS so.) Bree 
Four-week period ending: ASZ ae i eS ee" es ae 8 a5 ee 2e Ce 83 ass 4 bas 
Boob Sherer es his) | eee as B | ePAS | Hees 
a a Pele 3S qe 
Total 1919 8595 1309 26 297 25 10 833 891 35 28 869 314 
1920 7509 1594. 245 268 92 ia 82 761 Tt 16 738 251 
» 1921 6799 1337 23 430 55 9 Cy 578 4A 42 aca Ne 197 
Dae Lo 22 7242 1204 54 181 37 9 202 761 180 19 677 205 
ye 1928 6218 1146 152 229 25 14 48 468 15 241 612 193 
» 1924 6984 1281 24 248 43 8 294 771 115 10) 614 148 
Moana 925. 6 6737 1193 114 303 45 9 110 639 118 31 631 183 
Janvier — January 24 546 84 9 12 3 0 9 62 0 2 46 9 
_Février — February 21 675 97 9 15 A i 39 67 0) 2 74 19 
Mars — March 24 602 103 42 12 2 0 22 63 3 1 57 20 
Avril — April 18 591 108 22 20 3 1 15 80 i) A 53 20 
Mai — May 16 523 96 24 10 2 0 4 57 14 2 61 15 
Juin — June 13 492 75 11 9 6 0 3 4A, 28 5, 56 19 
Juillet — July 41 425 66 13 13 il 0 3 37 18 1 45 {2 
Aott — August 8 428 109 6 42 4 1 0 25 17 2 27 10 
Septembre — September 5 489 146 . 76 1 0 2 27 16 0 43 8 
Octobre — October 3 449 109 3 46 1 0 0 26 1 3 42 14 
_ Octobre — October 31 4241 63 3 ap 3 4 4 29 6 2 34 43 
_ Novembre — November28 497 60 1 14 3 1 3 40 5 4 56 14 
Décembre — December 26 554 77 2 10 ,, 1 5 al 3 h 40 8 
926 Janvier — January *2 187 24 0 e 5 0 3 28 2 2 12 6 
ie 1919 1920 1921 1922 1923 1924 1925 
| Typhus exanthém. Typhus 0 10 0 0 0 0 0 
** Une semaine seulement. — One week only. 


g 33 2 con bat <3 sss aS x 22 

nN n o — o0 ose s on > 3 O-Aost oD > 

geSa | Siam eit © Met el @ ep loans Bos os Sees 38 gS 

Mois — Month eos | S2e- aes S5ncaa SS Eee BS Boos m4 Se 

Besos ce-) ess \baes Siecceumibeene.:| (Ge | S435 | Gren oa «| 

Boo) pee eter RCE Brel Ce | 20 i ema Miaaa') - ae 
Total 1919 | 18237 2937 630 341 >| 164 16 1805 45 328 49 
> 1920 | 16765 3477 145 360 164 30 324 56 310 58 
> 19241 | 15623 3138 689 555 128 AG 208 53 110 54 
» 1922 | 17848 3401 202 285 139 12 797 52 1292 7h 
> 1923 | 14875 2392 370 261 144 13 64 53 568 7h 
» 1924 | 16874 3007 648 284 138 4 420 42 519 82 
> 1925 | 15295 2588 588 274 119 13 206 38 118 70 
Janvier — January 1446 256 87 45 47 3 4A 3 0 he 
‘Février — February 1240 191 62 41 12 0 29 1 0 8 
Mars. — March 1354 213 75 14 15 1 25 6 4 9 
Avril — April 1294 228 78 18 5 2 9 1 1 9 
‘Mai — May 1155 201 82 15 8 0 5 2 4 3 
Juin — June 1128 175 69 24 14 0 9 3 2 y 
Juillet — July 1058 185 42 30 1 1 5 2 5 A 
Aotit — August 1024 167 33 50 3 4 7 7 1 h 
Septembre -— September 1010 170 13 35 5 2 6 0 0 5 
Octobre — October 4175 235 z 28 8 1 13 3 7 6 
Novembre -— November 1569 283 14 14 17 1 28 5 33 5 
Décembre — December 1839 284 29 20 43 1 29 5 64 6 

sea Renner re eee ee — 
1919 1920 19214 1922 1923 1924 1925 
Typhus exanthém. Typhus 7 2 1 5 4 0 0 
Variole Smallpox 0 112 8 0 0 0 0 


tp -*Période dune semaine — One week period. 


VILLES DES ILES BRITANNIQUES (suite). — CITIES IN THE BRITISH ISLES (continued). 


(Population : 


LIVERPOOL 
E. 30. juin. 1925.) 


Période de quatre semaines 


se terminant le: 


Four-week period ending 


Total 1919 


» 41920 
Mae att OF. 
» 4922 
ie a ae 
» 1924 
» 1925 
Janvier — January 21 
Février — February 28 
Mars — March 28 
Avril — April 25 
Mai — May 23 
Juin — June 20 
Juillet — July 18 
Aott — August 15 
Septembre — September 42 
Octobre — October 10 
Novembre — November 7 
Décembre December 5 
1926: Janvier — January 2 


Sources: THE ReGISTRAR-GENERAL’S STATISTICAL REVIEW, 
Weexk._y RETURN oF BirtHs AND DEATHS, ISSUE 


Diarrhea & enter 


Période de quatre semaines 


se terminant Je: 


Four-week period ending 


Total1919 


1920 
» 1924 
» 41922 
» 4923 
» 1924 
»” 4925 
Janvier — January 31 
Février — February 28 
Mars — March 28 
Avril — April 25 
Mai — May 23 
Juin — June ; 
Juillet — July 
Aotit — 


Septemb.— September 
Octobre — October 
Novemb.— November 
Décemb.— December 
4926: Janvier — January 


2 
1 
August 1 
1 
1 


1Population civile. — Adjusted by the exclusion of non-civilians. 
* Y compris le croup. — Includes *‘croup”’, if any. 


1 


causes 
Deaths, all causes 


Décés, toutes 


Décés de 0 a1 an 
Deaths up to 


1 year 


482 
508 
492 
420 
382 
204 
268 
285 
394 
447 
455 
579 


57.0: ¢ 


IE TP A ET 


(Population : 4 602 000 *. 


Coqueluche 
Whooping-cough 
jusqu’a 2 ans 
itis under 2 years 
Diphtérie 
Diphtheria 
Encéphalite 
léthargique 
Encephalitis 
lethargica 
Erysipéle 
Erysipelas 


Diarrhée et enter 


SF eee 

SOO MWSOWN OF Ot 
Se =e 

Be TIT CO 2D OWI OO 


= 
4 


nm (=| % 
8 2 = f=) cs s 38 D2 i 
o _ aes ) 
5. 6S ee, S 8 oS aco 2 so == ie oe © wn 
ae > BE & Ay B2a aW% aS Aaue a Poe 
33 > 3S @ |S58 825) 8 3 BB ag & 
£& 34 a a Ren ae” a 4 eB Some 5 3 
OO we ~ ea So Bim Bice ma peek Pea ee 
Oo re} n So 6 D 3 oO a is a per} 
wo pe) Oo ov oO g Ar per) = os 
is 3A = 58. AS a 4 
a a sf 2 
13182 299 RAge 6 1208 101 
12891 452 186* 8 207 386 
11707 699 97 8 105 327 
42035 274 90 6 330 172 
11436 358 82 6 114 360 
11424 11 70 i 189 144 
11650 10 104 4 180 395 
926 13 id { 4 21 
1137 28 f:2 0 25 wee 
1216 Sie 14 8 ) 67 106 
1078 ; 18 sie © ou vive 
904 . 15 re 0 11 44 
778 6 12 6 0 2 od 
664 1 18 3 0 1 16 
655 6 47 ne 0 3 8 
702 9 93 5 0 0 4 
eda 6 65 5 0 3 4 
688 4 35 6 0 5 0 
1017 Hi af aii 0 13 2 
1174 15 21 15 1 15 D 
LONDRES LONDON 


E. 30. juin. 1925.) 


pD BY THE REGISTRAR-GENERAL, 1925, 


o af | SO eas 

> ‘2 := © “= SQ ‘ vo 
5 2| 225 | 28 |See2 eee |cace| 2 | 22 
Seen Bae ae |BanH/OoTOlseeo Sa Fen 

Aas | oe a® |e? cagliscgleeaa) ewe bs 
oS fy so) aS \dogalsd DRS 3S =a. 
eS | ose | FS SERS SCs moss] Oa | sa 
Ha | HB [Os |(Paalitatiases =) ou 
ee ros 52 A ISoHeE|Bos Sa on)| nS 
ea = a & EES Ay Ay Ye ae 2 
BH a& | Gor i ae nS 5 

2 3 lks<3 

155 3 14259 126 |4630 _ 353 147 
215 48 |1364 109 15315 _ 1016 207 
142 60 {1024 80 14904 18 Q44 oe 
129 45 12600 67 |6578 14 1563 301 
126 42 764 55 14334 15 386 116 
106 53 11680 61 |5294 21 1330 130 
107 48 {1055 80 }4735 14 357 100 
12 i 151 6 509 1 1 10 
if 5 320 9 526 A} 5 6 
9 al 169 3 376 3} 4 5 
9 5 103 8 385 2 4) 10 
9 0 4A 13 308 1 yi 41 
7 2 24 8 | 205 1 12 14 
11 1 9 2 184 0 18 7, 
6 7 tie 5 155 0 ie 5 
a) 3 5 3 155 0 15 2 
7 5 33) 9 238 0 16 7 
40) 5 42 2 |. 304 1 38 7 
6 2 56 5} 578 1 84 10 
9 5 89 9 2 1338 9 


812 


| 


Scarlatine 


| Searlet fever 


MOAN AW IHAHI 


Tuberculose — 
pulmonaire 
_ Pulmonary 
tuberculosis 


—— ee 
. 
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‘< _ VILLES D’ESPAGNE — SPANISH TOWNS 


ources: ANUARIO Estapistico DE Espana, 1919-1920-1921. 

= ANUARIO DE LA INSPECCION GENERAL DE SANIDAD, 1922, ANUARIO DE LA DirecciON GENERAL DE SANIDAD, 1923. 
Boxetin DemocrAFica DE EspaWNa, 1924-25. 

EstapisticA DE MortaLipAD DEL AYUNTAMIENTO DE Mapnip, 1925. 


ies cf} es tin © 
R Ps Sa 22s ey i Co) : 
“<4 o Nhe on oO Cp. 
oe Lee a8 |®aas| of as z he Qa Ge [segs |Saba|s i 
2a4g8 + Sh Iwanper| SS am aS 36 ee as J[EREREISSESIS = 5, 
. Pe eas Se, Li o oS gh Pat —| Pe 2,0 == oH Pe CO 5) 58 Sip, Q= 
Mois — Month Sie estas og os on eo civ PS 5 a BO og a © 5 ay EUS Ee2fs o ee 
” ; = A fs] fy | io = 
ieee ey ee ee (2p8t| fa o oS Dd og ae |o08S/SEEo}e4 Ss 
ara! ee See | Ol eRer sted ons i= a =p) ee oS |osfalse5a 8 tt 
° 38 og ROH =) Be 04 Ay Ae Inamteo|cans|e p 
~ ones 2 Se ahes al a ball fsa 
[=j=) A BF 


49 VILLES — 49 GITIES (Population: 4 202 250. E. 30. juin. 1924) 


Total 1919 |103786} — 247 |.7759 478 | 1403 | 4004 | 3039 409 135 317 |10095 | 2460 854 

» 1920 |408011; — 596 | 8599 494 | 1679 } 2488 | 2459 | 11238 204 272 | 9880 | 2252 799 

» 1924 | 92316} — 416 | 8742 479 | 1444 SZzomiea tit 641 140 309 | 8379 | 1883 722 

» 11922 92579/16510 LEA O14 482 | 1136 | 1156 | 2391 | 1084 102 303 (ao) 2 me L724 098 

» 1923 93419|17404 360 | 8169 434 | 1072 | 1196 | 2510 997 59 272 | 8539 | 1739 88 

» 1924 89634/15867 223 | 7403 381 | 1034 SAA 2323 739 54 292 | 8462 | 1776 592 

f » 1925 91091/15607 245 | 7262 285 890 794 | 2135 803 a7 279 | 8373 | 1754 859 

Janvier — January .. 9223 | 13837 17 321 33 of 123 259 53 6 34 713 145 94 

| Février — February . . 8607 | 1225 19 278 32 53 162 255 3 3 20 qe 143 AA 

| Mars — March... JOOS eatisioy 29 337 30 49 169 260 132 5 25 800 140 29 

“Avril — April. .... Daley Slaiss 22 307 21 50 AAS 216 88 4 15 736 451 29 

Mai — May.... 6872 | 1154 18 477 22 61 42 135 84 4 AL 738 187 28 

Juin —. June .-s>. 6845 | 1428 34 848 8 50 22 AA92 104 2 22 685 194 26 

Juillet au ULY to. 7427 | 1800 26 | 1364 41 86 15 106 89 4 24 5 50 74g 156 16 

Aout — August .. 6948 | 1527 27a. 06 18 ot 13 90 4A 1 19 639 125 17 

Septembre — September . | 6244 | 1149 18 796 19 140 15 109 23 | 20 | 632 133 28 

Octobre — October .. 6476 | 1029 11 596 31 104 24) 450 a7 10 ae) 614 139 29 

‘Novembre — November. . 7414 | 1038 12 446 28 77 | 39 186 Nh y, 23 624 135 15 

Décembre — December. 8555 | 1326 10 389 34 81 58 252 59 6 34 696 109 8 
A929 1920 4924 e492 4923 1924 4925 
Typhus exanthématique — Typhus...... — — — 54 17 7 2 


a 3 


BARCELONE — BARCELONA (Population: 738 500. HK. 30. juin. 1924.) 


—— ——— 


Total 1919 |17685 | — 2% | 1017 | 118 | ° 302.| 339 | 1002 29 14 34 | 1670 | 262) 189 

» 1920 |16601 | — Oe 1 A065) ek AG2" |) 2623 |) > 244) 2 1694 151 420 9 25 | 1612apend65 |. 173 

y) 4924 114748 | — Bale airy dele 448) 0.239 46 | 504 4h 5 16 | 1453 A 77 

= » 1922 15640 | 2073 16 | 930 | 417 | 308 820 ia 28h £00 4 15 | 1490 39 18 
b my 4923. (46054 1 2257 MIPS GOA 1961) 296 90 | 854}. 98 4 15 | 1470 46 23 
» 1924 |15392 | 1845 7 | 918 5 ain 827 82 | 739 |. 109 2 25 | 1352 75 6 

ye 1925 145058" | 1837 18 | 974 73 | 168 71 | 466 | 106 25 | 1286 78 0 

Janvier — January . . 1708 | 255 4 64 7 10 is 68 5 0 & 1) ee 5 0 
Peyrier — February . | 1432 | 179 0 53 4 14 10 52 9 1 4 | 105 10 0 
Mars — March... 1594 163 3 52 11 15 10 73 Ai 0 5 [ee ae 7 0 
Avril Sere Aprils ‘< . <| 1289.1, 144 0 57 7 14 12 39 12 1 21S 40g 5 0 
Mai BeeeMaye. <4. 1 4124. | 155 1 83 7 16 2 34 23 0 2 83 10 0 
Juin memes... }{1150 |. 208 EY) 2 6 y) 25 24 1 2 81 12 0 
Tuillet peedute.. 4... | 1081-| 183 Pele d Sa 2 47 0 pa 19 0 2] 126 7 0 
Aout Se August. .«. 981 | 150 115404 8 10 0 14 5 0 2 99 2 0 
. a — September . | 924] 91 4 | +88 a ay, CHa 6g 0 0 o}| 84 5 0 
mopre  -——~ October .%. | 1035 94 4 55 8 14 4 25 0 0 0} 419 6 0 

Novembre —- November. . 1155 100 1 46 6 18 7 34 1 0 2 105 4 0 
_Jécembre — December. 1585 121 2 43 7 10 10 65 0 0 OQ. [oe 5 0 


MADRID (Population: 783 200. E. 31. déc. 1924.) 


Total 1919 {182814 a 68 881 94 203 | 1004 436 88 ae 69 | 1895 577 9A 
» 1920 |18148 — 234 995 97 390 501 348 296 48 42 | 1977 059 8 

» BZA anil GAY 7 =e 31y 14296 80 261 212 355 136 72 77 | 1552 480 Ee 
» 1922 |16291 | 3044 10 | 1024 70 158 241 338 315 20 75 | 1607 409 1 
ie » 1923 |16279 | 3434 441 | 1226 50 131 217 367 77 19 58 | 1582 401 0 
» 14924 |15316 | 2740 24 938. 53 125 150 316 184 28 73 | 1664 490 44 
. » 1925 |15592 | 2835 68 867 30 92 149 362 81 16 67 | 1603 359 17 


anvier — January .. | 1685 | 254 4 40 h 3 32 50 2 2 8 | 144 30 g 
) jévrier — February . | 1544 | 226 6 24 3 12 45 36 0 0 6 | 182 Ah 4 
| Tars DeeMoroh......0) | 4526 p.255 12 38 2 6 33 40 2 1 qi ees 35 0 
vril Bem April.. .. . |, 1245] 206 8 29 2 4 16 28 8 2 & | 148 30 3 
| fai BeeeMayies 6 t 1094., 495 8 37 1 3 4 17 8 2 5 | 189 40 0 

uin Bee iuines 6.7} 1142 (fF ~ 240 10 | 109 1 7 0 14 13 0 6 | 140 43 1 

uillet Semrdilys. = ss 1302 390 £3 265 1 8 2 15 7 1 6 | 441 34 0 

ott = August . .° |. 1109 | 229 9 | 4146 3 7 1 19 5 0 5 fad 04 21 0 

— September . 950 | 163 5 81 3 19 3 16 3 1 3 | 109 30 0 
p=) October»... «|. 4062-} ° 135 5 4A pale 42 7 29 3 3 4 | 104 37 1 
— November. . | 1243 | 184 2 20 A 7 4 35 8 2 14 \ 143 30 0 
— December . | 1589 | 3914 2 hh 5 8 12 36 16 Boel, Bap abt 30 0 


-Les données mensuelles sont provisoires; les totaux annuels sont corrigés. — Monthly data provisional; the totals are corrected. © 
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VILLES D’ESPAGNE (suite) — SPANISH TOWNS (continued). 


Sources: Anuanio Estapistico DE Espana, 1919-1920-1921. 
ANUARIO DE LA INSPECCION GENERAL DE SANIDAD, 1922. ANUARIO DE LA DirnecciON GENERAL DE SANIDAD, 1923. 
Botetin DEMOGRAFICA DE EspaNA, 1924-1925. 


n ; a y % < ois g ks Be Cor uldoun 
is g845| of | BH [se37| 2a | S" | og | 22 | Sa | BT leSeelseeulse sa 
Mois — Month Desi Hos Gf |o®es| ds segs a3 Bg 3S Ze [Snes BEEE Bia oa 
Ass=| 53 | SS |e68e| Se-| 28 | SE | 88 | ge | Sh see essere 
5 e| 33 Ss {83s A > AA Ay AS [MAB aaslases 
¥ O' ae te ala : 
AA er 18 55 on 
SEVILLE — SEVILLE (Population: 210 950. E. 30. juin. 1924.) 
Total 1919 5915 — 18 387 22 90 2114) 3458 2 0 18 883 | 147 
» 1920 5811 — i) 513 20 94 174 130 Ie) 1} 13 879 186 
» ASP ail 5328 = 15 421 27 81 116 137 13 3 14 712 154 
» 1922 | 6046 | 1060 22, 439 31 55 126 125 76 i) 27 761 156 
» 1923 5159 976 3 455 33 78 114 109 1) 2 22 669 156 
» 1924 9325 | -4195 21 587 30 68 93 100 47 1 17 729 194 
mo, oeat Dao 5242 865 34 421 2:9 73 94 93 16 3 24 680 | 177 
Janvier — January .. 504 60 1 20 6 2 10 12 0 1 7 58 11 
Février — February  . 521 62 as 11 3 4 25 2 1 1 3 63 18 
Mars — March... 470 68 2 18 5 3 20 9 4 0 1 47 6 
Ayril —  Aprilec. <5. 442 73 8 16 4 3 15 16 Ah 0 0 54 13 
Mai =~ “WMA as os 443 99 2 Sys 1 10 9 6 0 0 0 56 20 
Juin = Jimeno 3 F 464 130 5 78 2 2 3 a. 3 0 1 56 23 
Juillet — dyes st bk 460 102 3 68 1 8 4 5 3 0 2 69 417 
Aott — August .. Bio 40 6 35 2 “4k 2 2 1 0 1 46 15 
Septembre — September . 372 58 2 34 | 3 13 3 4 4 0 2 58 17 
Octobre — October .. 389 aes 0 Sy 3 5 A alk 8 0 0 3 oD a8 
Novembre — November. . 400 56: 2 37 1 6 1 6 2 0 1 61 15 | 
Décembre — December . 407 52 1 20 - 6 4 PG: 3 1 a 60 9 
VALENCE — VALENCIA (Population: 260 330. H. 30. juin. 1924.) 
Total 1919 7040 — 8 286 28 132 338 226 35 3 23 560 925 
» 1920 5902 — 4 332 26 151 17 113 24 6 21 o24 1029) 
a 4924 5116 — 9 315 21 144 But 108 10 6 27 | 449 | 4050 
» 41922 5425 731 13 304 17 97 74 107 41 6 18 433 675 
» 1923 5427 591 5 232 14 71 107 121 2 1 10 411 64 | 
» 1924 5332 660 9 283 i) 109 85 109 32 2 13 407 71 
» 1925 5457 702 3 300 15 106 96 114 45 2 9 380 87 
Janvier — January .. 554 54 1 10 1 6, 12 41 1 0 1 31 7 
Février — February . 514 55 0 4 1 10 14 14 42 0 1 35 5 
Mars — March... 619 68 0 15 3 5 25 16 12 0 0 43 7 
Avril tee SAD aes 527 81 0 16 1 5 45 13 é 0 1 29 5 
Mai 5 WM Oy Boas a. 446 62 1 28 1 7 2 7 1 0 0 40 ie 
Juin = lid UM snags le. 447 77 0 59 4 10 1 7 6 0 1 37°) ee 
Juillet a= is aly sor ie 408 73 4 63 0 ) 3 4 4 1 1 30 14 
Aott — August... 355 40 0 32 0 14 1 4 0 0 0 32 ee 
Septembre — September . 290 30 0 26 0 15 1 3 0 0 0 24 6 
Octobre — October . . 336 4A 0 18 2 14 1 7 0 0 1 229 
Novembre — November. . 400 45 0 11 3 4 6 12 1 0 2 24 10 
Décembre — December . 561 76 0 18 2 10 15 19 1 1 a 33 7 
| 
ahs — Les données mensuelles sont provisoires; les totaux annuels sont corrigés. — Monthly data are provisional, the totals a 
corrected. = 


VILLES DE FRANCE — FRENCH TOWNS 


LILLE 
(Population: 200 952. R. 1921.) 


wee: Burnau_D’Hycitne. — Heattn Bureau. 
Par a ee Fs holed Pe DE 2 E 
S 3 aS B8 Be ze os Se 3 2s Co) ae ae Pa ge 
we S$ | os Sy |se9.°%) 88 ae a5 Ss ge Se | gas | sees 
Mois — Month Ele are be oe |oPs8s| He Be as Ee ae B , 5565 | 6s55 
$e | yee | S86 |eevee| Be | 28 | Sz | £2 | ge | HE | See2 | 2282 
Total 1919 3703 330 0 86 49 7 131 206 59 64 348 93 
a SS PAD) 3504 643 16 209 24 23 56 289 15 5 301 78 
» 1924 3362 496 6 ANS9I 7 J) 47 227 3 0 219 86 
Die aI ya 4027 547 39 Ae 42 6 90 346 30 0 433 3 
yee Los 3557 512 23 193 8 8 23 192 29 1 342 72 
» = 1924 3698 404 8 OF) 16 9 37 233 4 1 392 97 
ewe .925 3830 416 13 154 49 13 39 231 13 17 434 94 
Janvier — January 314 45 4 6 0 0 6 30 2 1 33 5 ua 
Février — February 305 32 0 9 0 4 v: 20 2 3 35 a4 
Mars — March 380 36 2 4 2 0 2 28 2 us a2 oa 4 
Avril — April 340 28 0 8 3 f} 3 of 2 3 4A. § 4 
Mai — May 330 34 1 16 2 1 2 14 2 0 50 te 
Juin — June 296 28 2 8 0 4 4, 21 0 1 37 9 
Juillet — July 258 25 1 a 0 il 2 15 1 1 26 7 
Aout — August 302 51 3 29 A 0 2 42 2 h 35 9 
Septembre — September 282 35 0 23 1 4 2 7 0 0 28 6 
Octobre — October 314 33 2 24 4 yi 0 10 0 0 20 ?, 
Novembre — November 307 35 1 10 3 0 0 18 0 1 30 9 
Décembre — December 402 34 0 13 4 2 14 20 0 it 3 8 


a 1919 1920 4924 4922 1923 1924 1925 
Méningite Cerebro-spinal 2 4 0 4 1 0 2 
cérébro-spinale meningitis 


; LYON 
| (Population : 561 600. R. 1921.) 


Surce « RAPPORT ANNUEL DU Bureau MunicipAL D’HyGiENg, 1922-1925. 


eee SS SS —— Ea 


. 2 ie 33 oD Bos 8 Bi a © nD yn 

Ss or 0’ os Seae 5 P= ins) > o yn | oo2 A 

7 eo | ac | se | a8 [ees8| $6 | B2 ) BE | gf | 22 | Se | 28 [eaue| Sees 

Mois — Month 3s res 25 Sa |%,%e| 33 3's Bo =e as bog ee |88es|845- 

Se) Sei blew a Hee. eee | o's Cer tape | 8s |. 28). Hees cee eee 

ie 2 ES es |a5Ss| as Be BS 5 Bs pa 3a |SaPS|S5s5 

| S3.| 33 Be Os |EBES 22 | 2a pe BAAS | A Sas 
| $ Bae 2 
| ae | ag : Genter 3 8 

Total 1919 9129 | 980 | 126 Bit 282 58 56 20 | 332] 609 h 5 | 1022} 266 

» 1920 8162 | 1304 83 13 | 379 22 78 39 | 189 | - 707 9 7 | 1053] 238 

» 1924 8561 | 1372 82 & | 845 26 | 130 23} 150.| 647 14 7 |. 1258 |. 346 

» 1922 8232 | 1139 | 144 Gale I86 13 | 4150 20 | 235 | 518 3 8 | 1133 | 357 

» 1923 8073 | 766 52 2). 281 7 84 27| 402 | 448 5 7 |.4082 | 9226 

| >, 1924 8665 | 764 39 2 | 488 40 7 147| 101 | 316 17 41 | 1045 | 236 

| » 1925 9013 | 802 53 14 | 183 45 57 21 | 180] 393 4 81-4468 |) 297 

Janvier — January 973 85 3 4 9 10 2 3 24 39 0 Pty: 145 14 

Féyrier — February 794 72 6 1 3 3 3 1 28 34 0 0 96 26 

Mars — March . 864 57 7 0 17 3 9 1 25 46 0 0} 102 31 

‘Avril — April. . 815 72 6 1 18 4 5 1 22 4A 0 Or 447 4B 

Mai —May.. 737 66 4 2 19 5 2 4 15 35 2 0 96 30 

Juin  — June . 688 72 4 3 25 4 9 0 5 37 4 0 86 25 

Juillet — July. . 675 3, hk 2 19° fr: 0 4 2 3 27 Os Hee Oe Foe 89 26 

‘Aout — August. 694 81 1 2 29 2 6 1 8 26 0 0 93 29 

; Septemb.— Septemb. 589 59 2 1 16 6 6 2 12 31 1 1 74 23 

| Octobre — October. 653 52 3 0 10 2 1 4 5 17 0 4 84 5 

-Novemb. — November 664 48 2 0 8 9 2 3 12 24 0 0 97 26 

Yécemb. — December | 870 61 11 1 10 ey 8 2 21 39 0 0 92 17 

—s 
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VILLES DE FRANCE (suite). — FRENCH TOWNS (continued). 
PARIS 
(Population : 2906472. R. 4921.) 
Sources: ANNUAIRE STATISTIQUE DE LA VILLE DE Paris, 1919-1924. 
BULLETIN DECADAIRE DE STATISTIQUE MUNICIPALE, 1925. ‘ 
—— 
fl 4 . 
ay as 2S D uw uy > 
$3 | 8.8 a| 2% |°s 8 e |£38e! 25 : gs eS (2263/2 
e8a% lgagilsood| S8q \se,82| BB Besslese.| ese | 28 | Bs 38 | $8 |Sessiee 
| S883 [Sae-\ses6| S82 |e28h08| So [SHaH|SSaS| SS. | BS | s8 | 2 | Be [Bessie 
Mois — Month Aws® ($oool/e258| 595 12 2>| 46 |SSeas|HGH5| =o | Ee as 23 | He |Sesalse 
eie |ACAS|(S845| 648 |Fonde He (SASslhoee!| Es | SF ee S Se |auao|s 
sO S aislc Bl ob Ee EN oe yet ases Be BS & =B= Ze §s |peea 2 
g ala S| SF (85 ss A |a2a-| 5 5 ale mn |ROM Sieg 
A= aia ; 
Total 1919 44936 3976 173 150 932 138 AQ 142 162 2270 1419 3414 104 6966 
» 4920 43082 5444 132 296 1331 R22 184 272 146 689 1366 313 97 6599 
» 1924 41955 4937 92 35 1529 164 92 217 190 145 1299 174 45 7078 
» 1922 40583 4075 98 143 942 134 93 145 24 517 1212 143 36 6884 
» 1.023 40325 4219 127 188 42410 136 123 139 194 169 1148 479 92 6730 
» 1924 41639 4061 tics 201 921 159 93 123 150 316 1108 338 49 7057 
» A925 42720 4182 30 223 1042 185 16 110 176 179 1209 671 90 6931 
Janvier — January 4Q14 425 7 32 68 18 2 6 17 48 144 63 8 597 
Février — February 3801 422 1 21 56 21 1 17 19 39 12 87 8 638 
Mars — March 4388 435 2 Q4 86 18 4 8 15 32 130 130 44 TA9 
Avril — April 3808 394 6 29 59 16 1 4 14 42 129 128 8 655 
Mai — May 3696 431 3 Pa) 92 22 0 11 20 5 65 84 18 644 
June — June 3160 322 1 20 94 17 0 11 a 2 75 35 9 553 
Juillet — July 3044 309 1 Ay, 94 17 0 J a) 1 12 17 10 519 
Aotit — August QT44 335 1 13 161 6 1 8 7 4 Bi us! 1 468 
Septembre — September 2857 266 2 8 122 10 Ot de sil 1 54 A'9 2 492. 
Octobre — October 3218 256 1 11 82 10 1 4 14 3 eet) 33 6 504 
Novembre — November 3322 Boe 1 9 61 41 3 4 12 6 OM 24 4 543 
Décembre — December 4468 335 4 10 67 19 1 11 13 me 189 47 5 599 
ee REE OS ERE OR ES LT TES 
1919 1920 1924 1922 1923 1924 1925 
Paludisme — Malaria 7 9 11 12 5 5 “| 
Typhus exanthématique -—- Typhus 0 1 1 0 OF 0 0 
Variole — Smallpox 32 1 1 1 0 1 0 
Note. Les données. sont provisoires. — Data are provisional. 
STRASBOURG — STRASBURG 
(Population : 166 750. H. 341. déce.1924.) 
Source: RAPPoRT DE L°OFFICE MUNICIPAL D’Hyeikne, 1919-1924. 
BULLETIN STATISTIQUE MENSUEL DE LA VILLE DE STRASBOURG, 1925. 
ss aa. 
8 A sley |e gas “ 5 ae 3 8 lee 
pbak loi atl ae. |pe88e2| Se | 32 |oee.| e885 | ef (Bae 23 | 8a | 85 oom 
Sais e |OuS Bam oersea| oa ie ei Eaton linea aa {sans SS 35 Sh Isaq 
, O°RS (Swarr | Dos |AbaSZo!| Hs ae |ptas| Bgo 2:9 is 2 Sie ses 8 Si, |S5605 
Mois — Month Ono 12°55/ 505 |HSuaeke as 2a |\2Seko pea Beh lator 35 ary =o Bee 
AaSaéa=s AcASs| 665 |SERREA| Ba om |Ross) So 6S |SES5| oe oS ir) SEs 
B93 |.o al Se |S°ass°| 85 | Ra | ae | fe] A lAShs] ga | & as |See 
2 3 5 cs = aI 58 OR |e 2y 
Total 1919 2817 276 15 39 of 40 7 4 144 10 274 1 5 388 
» 4920 QT45 480 20 123 16 7 18 4 56 3 147 29 5 310. 
» 1921 2758 473 IP 142 13 4% 20 6 54 20 432 10 5 289 
» 1922 2596 348 13 39 Wi 8 Alyy 4 80 44 4 Elie 0 1 258 
» 1923 2601 356 9 82 45 7 16 4 15 16 102 33 6: 304 
» 1924 QTd 323 10 47 16 9 5 1 46 3 107 1 3 310 
» 1925 2022 385 21 90 10 42 9 8 itl 3 73 42 o Beit 
Janvier — January 267 33 3 3 0 1 2 { 8 1 {4 0 0- 
Février — February 263 PAs) 2 1 4 4 1 4 3 0 11 0 4 
Mars — March 269 32 6 5 0 2 1 4 8 0 7 0 0 
Ayril — April 261) 36 z 4 0 2 4 0 2 0 4 0 0 
Mai — May R19 Q4 4 1 1 0's 0 0 1 0 4 0 0 ~ 25 
Juin — June 233 29 1 11 1 1 1 1 1 4 4 0 4 
Juillet — July 241 24 1 10 2 0 0 1 0 0 6 7 4 
Aott — August 210 43 0 21 4 0 1 0 A 0 1 4 0 
Septembre — September 204 36 3 13 1 3 0 2 0 i] 2 4 0. 
Octobre — October 229 35 0 11 4 0 2 0 0 0 4 4 2 
Novembre — November 222 pa) 4 6 1 0 0 4 1 0 9 7 0 
Décembre — December 305 35 1 4 1 2 0 0 2 0 10 22 0 


Ee sss. =e 


VILLES D’ITALIE — ITALIAN TOWNS. 


GENES — GENOA 
(Population : 335 000. E. 34. déc. 1925.) 


urces: STATISTICA DEL CAUSE DI MORTE, 1919-1923. 
. Botiettino MunicipaLe, 1924-1925. 


& mR a 3 ore alS¢ wa & 20 Dias. f Qe oF oan 
pe Be CS @ aw o28 SSleaneo Qa pie ome oa Dim cies © Daa eter nane 
eee | ni a>| Soa (SE_SHISa8E>| ES oee | ay oe os |28808| 68 | Saas | Sess 
Mois — Month B5o5 S4=- aoe ESSE: anaes Ss egas aie aS Sbe5¢ ae Sees | 255 
sgSS | R°s2| 288 |BESS5|ies%s) SE |EES2 | BSS | Se [Seeks] so | SEES | S255 
B93 | 2 a| Se \FPe ABIESAZE| 9A ae Bae S jessce| "| Beas | Pees 
= =a os oe oF Pog ae 3 ae) HRS 
Total 1919 | 5900 5410 7 291 128 29 5 aS, 151 905 20 Walp 215 
» 41920 | 5553 7595 33 294 201 22 3 92° | 2246 873 32 589 170 
» 41924 | 4730 604 20 233 163 15 2 D4 6 666 9 570 161 
» 1922 | 5048 614 19 243 170 8 6 84 55 799 42 570 148 
» 1923 | 4644 550 10 237 164 14 4 56 78 677 48 592 150 
» 1924 | 4644 494 14 192. 133 13 3 4A 46 690 37 564 107 
» 1925 | 4724 497 20 174 124 10 5 60 39 566 7 586 148 
anvier — January 424 48 0 A 2 4 2 4 8 74 0 Sy 13 
éyrier — February 373 Ad 0 13 10 0 0 1 3 48 0 54 8 
ars — March 458 32 vA 8 2 4 1 Fea 4 62 A 54 10 
\vril = — April 402 36 5 5 1 1 1 erie? 12 59 2 56 14 
fai — May | 378 Gh 4 9 7 2 0 2 2 ai) See! 4A 19 
Fuin — June 366 48 4 21 15 0 0) 6 4 3 0 54 17 
uillet — July 366 48 3 oul 24 0 0 7 0 22 4 4A 7 
Lout — August 332 4A 1 27 23 0 4 4 0 24 4 44 14 
sept. — Sept. 333. 39 0 24 47 0 0 a3 0 25 4 30 23 
Ietobre — October 337 36 1 45 11 1 0 9 0 24 0 43 16 
Nov. — Novy. 380 37 0 9 i 0 0 7 2 39 0 59 6 
Dec. — Dec. 578 4A 0 8 5 1 0 3 4 107 0 50 4 
| 
919 1920 1921 4922 19238 1924 1925 
Méningite Cerebro-spinal ; 
cérébro-spinale meningitis -. . .... 4 5 8 3 2 5 3 
| 
| MILAN 


| . (Population : 864790. E. 34. déc. 1924.) 


sures : STATISTICA DELLE CAUSE DI Morte, 1919-1923. 
ANNUARIO STORICO-STATISTICO, 1920- 1923. 
) Boxiiettino MunicipALe, 1924-1925. 


ch atalia #S| ke Dare ee ae 
Ss 3 So = ©; 2 Sas vo pea 3 n LD eh = Hota os 5 2e Pm tee 
Be aloaSy Sq, (.8 Slee 8-| 2E | 3S | 308 oe Wot |\oece| aa | 28 | aeereese SESE 
ee 88 -S|5a58| Sam lo SU 1° 8a Reo} ae ag. | 2 ast {Pe n's| SS ow Be [BESslsesea 
Wiois — Month |" 2S2\4.25| 533 [eeesies"Es| BS | 2 | 2f8| 22 | £2 |eeee) 33 | 28 | Ss BEESISES: 
é $835|8,5_| cae |Bensles~2s| BE | Be | Fae} EB | SE [eoes| 22 | se | se S358|s535 
eavle Boise \beselag G2)98 | OS (28 | Ba yo Sake) RA | ee FRAB|EBES 
A” AS BENS ve 

Total 1919 41829 | 855 hh 518 245 38 38 29 231 464 16 1498 7 16 1436 398 

1920 41516 | 1339 22 619 367 40 30 43 395 443 13 1637 25 8 1170 395 

» 1921 10135 | 1257 8 726 434 15 37 35 209 25 10 1167 vi 12 1050 373 

» 1922 10368 | 1150 25 562 343 26 37 33 170 200 6 1302 7 6 1038 331 

» 1923 9746 | 4145 40 664 402 20 4Q 18 194 42 12 1029 39 12 1144 324 

» 1924 10748 | 1168 34 545 346 30 hh 28 167 72 7 1264 5 6 {184 373 

» 1925 41627 | 1305 18 724 468 Q7 43 47 144 127 8 1529 41 10 1044 362 

| 5 5 

|Janvier — January 1137 105 1 23 13 Z 3 4 2 Q9 1 216 i! 0 85 23 
| Février — February 951 82 0 22 12 4 3 3 4 29 0 159 1 0 76 31 
Mars == — March 1094 92 h 22 9 3 5 n Q 24 2 174 2 3 98 27 
Avril — April 926 82 4 28 14 3 6 0 5 9 0 173 2 0 82 Q7, 
“Mai — May 917 | 104 3 34 16 2 6 1 t 2 1 115 1 2 94 29 
Jain — June 867 | 147 4 80 54 3 5 1 4 1 { 88 2 1 84 29 
\\Juilet — July 906 | 166 3 116 86 n h 3 7 1 1 67 1 3 15 40 
Aotit — August 914 | 196 0 160 128 3 2 Q 21 0 0 58 0 4. 74 34 
Septembre — September 792 | 112 { 95 63 3 4 { 22 1 1 BA 0 0°. 72 24 

| Octobre — October 867 93 0 62 36 0 4 0 24 3 0 79 0 0 90 33 
| Novembre — November 944 78 2 49 23 1 ye 1 24 7 1 92 0 0 81 47 
Décembre — December 1342 81 Q 30 14 Q 5 3 31 Q4 0 254 4 0 106 oA 


a= 


VILLES D’ITALIE (suite). — ITALIAN CITIES (continued). 


| 


ROME 
(Population : 726000. EH. 30. juin. 1925.) 


Sources: ANNUARIO STATISTICO, COMUNE DI Roma, 1941-1924. 
« CAPITOLIUM », RASSEGNA MENSILE D’ATTIVITA MUNICIPALE, 1925. 


rey 


Peri 2 


gs = | = =o af o- ¥ 
cs > ar on 5 B Bs) wo oa © aa am 5 SOT ay cose 
Mois — Month Sos ea dasa] sha | ee | eee ee eee eee oe dee a2 | Sg | 2855) 5=5s 
Assen | ss se | 38° | #8 Pe jee 8) 65 [Ssa8) 2a oe Be | S855] 5338 
3°93) #2 | $8 | faz | 85 | Sa |e e| 4 |s88e)| 82 | Boo) ae sere ee 
+ Oe aiglare, §|. 2 7 eat SS" | am a, | A ae 
A F ' 
| 4 
Total 1919 . | 11288 | 1086 35 794 47 44 143 735 20 | 1266 7 61 | 1439 574 
» 1920 . | 12098 | 1504 88 796 59 40 147 875 8 | 1813 123 188 | 1182 rey 
be 192A CON 6D 1 8 66 890 75 37 126 109 44 | 1706 179 a7 0 Mee 8 377 
Dee 1922 eae P2038 1593 60 886 aa | 49 126 432 24 1860 81 132" \- 1260 378 
yee 1923 eee tbe 1596 125 898 57 43 455 190 28 1601 284 244 4141 394 
no 1924 5) 42054 7) 4564 47 852 98 59 169 230 20 | 1567 7 154 | 1378 377 
Bo 1925 oy 4258781 bey 405 882 95 54 129 186 ASN SAT S7 269 185 | 1325 4 
Janvier — January 4185 137 3 38 2 9 10 29 3 204 5 17 114 2! 
Février — February 959 87 A 16 a 8 4 24 1 197 141 8 87 A 
Mars — March .. 1184 104 41 17 411 5 2 46 2 214 42 16 415 4 
Avril — April. . 1076 98 45 16 13 3 4 23 2 492 73 24 09 3 
Mai — May .. | 1033 118 42 28 10 2 1 4 3 145 53 26 122 A’ 
Juin — June. . 1080 236 2é 165 11 2 2 1 3 126 36 19 114 4 
Juillet — July . . | 1072 179 9 192 9 2 12 0 0 115 18 19 112 
Aout — August . 945 122 5 132 8 4 24 1 1 103 7 22 96 1 
Septemb. — Septemb. 836 99 5 81 10 3 16 5 2 85 2 5 108 3: 
Octobre — October. 911 104 5 90 7 2 24 2 0 84 3 9 128 7 
Novemb. — November 939 108 9 73 2 2 £9 3) 1 2 Ge 14 8 415 27 
Décemb,. — December | 1370 141 4 34 9 9 14 45 1 240 5 12:.ort 25 cd 
* Y compris la broncho-pneumonie. — Including broncho-pneumonia. & 
i 
_ 
5 
8 
. 
. 


TRIESTE 
(Population: 248 500. E. 34. déc. 1925.) 


bss 


— 


Sources: RIASSUNTO DEL MOVIMENTO DEMOGRAFICO NELL’ ANNO 1925 E CONFRONTO COLL’ ANNO 1924, 
MoVIMENTO DEMOGRAFICO DEL Municipio DI TRIESTE, 1925. 


“ae 


nm ci) 2 = = x 3 nel = DO pM 2 
o o-2 Z Co) oun o o Dn rs 2 
Mois — Month SoSs oo oo eBe ae See Bee as EE Ee ce gees “oe 
Ags) 8 |Boray! Be | BSS" | Bes aS 55 5g B= | g6358 | $8 
B°3 | Ss |EE Es| AB Be eh 5 se mm ad | S5a3 | oe 
= Og at ae A pads = Py Ay oo BONS |) Be z 
Se ae | eae 2 A 
eS (om) QA xk © 
Total 1949 4189 “) 143 4 24 88 61 147 AN! 13 721 
ye EPA 4399 21 295 Ne) 10 64 143 250 13 24 532 
yt O24 4184 7 354 7 18 55 7 208 10 8 558 
pre 1922 4059 69 431 16 » 26 40 202 75 8 537 
ELIS 3645 2 168 a2 45 33 aM 230 36 95 548 
» 4924 4477 3 164 4A 14 30 4A 184 103 76 683 4 
» 4925 3774 ays 132 Ae Fel 37 9 198 22 26 582 1 
Janvier — January Saou 0 4 7 2 4 2 29 0 7 52 
Février — February 318 2 5 1 1 2 2 29 0 4 4A 
Mars — March 403 7 3 2 2 2 2 23 z 6 63 
Avril — April 336 15 4 3 1 1 1 9 3 0 58 
Mai — May 299 3 5 0 0 1 0 18 8 2 48 
Juin — June 275 14 9 2 4 3 0 a 5 0 43 
Juillet — July 254 0 15 1 1 5 0 12 2 4 42 
Aout — August 274 4 37 0 2 4 0 9 1 4 37 
Septembre— September 281 2 37 0 0 A 0 2 0 0 38 
Octobre — October 294 4 7 3 0 8 0 4 1 2 55 
Novembre — November 273 3 3 0 0 5 0 10 0 0 59 
Décembre — December 379 1 3 0 4 1 2 28 0 0 43 
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VILLES D’'ITALIE (suite). — ITALIAN CITIES (continued). 


VENISE — VENICE 
(Population : 201100, HE. 31. janv. 1925.) 


: STATISTICA DEL CAUSE DI MORTE, 1919-1923. 
Bou.etTTiINno MENSILE DELL’ Urricio pi STATISTICA DEL COMUNE DI VENEZIA, 1924. 
RIvISTA MENSILE DELLA CITTA DI VENEZIA, 1925. 


, nes a & oy Oi) iS ® Os Pop2 | SoAw 
; NM 2 OSCE an Hesse gd oo 3 ont 3) Be Pa noaAE 
gaa gud” PE Ba BBs, CE 2gs Be S65 se gees asse 
Mois — Month Bg8é| S25.) Bee [Sees] Be | 288 | ee | 2B | 28 | SEEE| Bas. 
tape Fane) og 9 Hom o c= ey Ao = oo Ss anc8 Qrae 
6 =| g s| 3 a2°38 AG BE ‘s as ie Baas BEES 
Total OES reer 2411 381 13 134 6 23 101 99 11 210 98 
Dea beg 4920 eee 2688 578 22 170 14 40 89 119 10 269 88 
» TODA | i 2666 495 8 184 15 29 4 941 4 263 86 
» EG 2 teas 2826 568 73 202 16 18 45 87 2 254 84 
» PRE ee 12 2721 495 44 183 31 32 41 37 58 255 85 
» ©9 Je 3124 644 30 250 17 29 24 128 5 365 113 
_ » Ao « 3140 575 yas 214 18 26 28 86 24 oan 84 
anvier — January ue 349 62 5 13 3 3 9 43 ys 33 7 
évrier — February dae Vides 48 5 5 0 2 5 5 | 30 12 
lars = — March oe 314 50 2 9 1 1 3 41 1 29 8 
vril — April ay 233 43 4 5 3 2 4 13 4 Sthe . 10 
lai — May Sale 230 40 2 10 0 0 2 5 0 31 a 
uin — June “aa 215 85 3 45 1 3 0 6 0 29 7 
uillet eS wduly id” ah 275 63 2 32 4 1 4 he h 26 6 
out — August ae 236 59 1 48 0 4 0 3 6 30 9 
eptembre — September Ve: 226 47 2 34 4 7 0 3 0 20 5 
ictobre — October se 215 46 4 24 4 4 4 3 0 14 3 
lovembre -— November ao 228 35 1 13 3 2 4 6 3 25 5 
ecembre — December or | 342 47 0 6 f 0 5 44 3 34 5 
1919 1920 1924 1922) 1923 1924. 1925 
___ Fiévre puerpérale Puerperal fever . . . 1 0 4 2 5 A 0 
- Scarlatine |. Scarlet fever... .. 0 0 1 1 5 1 4 
t Paludisme MalariduweeiN is 6. 28 6 10 3 3 5 0 
VILLES DES PAYS-BAS — DUTCH TOWNS. 
: AMSTERDAM 
| & (Population : 718045. E. 4. janv. 1926.) 
be: Buntetin MENSUEL DE STATISTIQUE DE LA VILLE D’AMSTERDAM. 
ES a LA 
iB . 88 a a se) i B¢ a a | we 
| Sin — oS 2 ae Sage os OF of 2 a fo) 28 2 2 peat gona 
: gg48| Se | 22 |Pys8|Sae~| £2 | Ga | Be | ga | 22 | ef | 28 |aae8) S5e5 
eth sess) gs | Sh -|SSe8/ sags) ae | ab | #2 | #2 | 88 | Be | de 1 e888) ace" 
¥ “g°a| 28 | &2 jd #°|d265| 82 | ge | ES | °S | ge | 8° | 38 |Be8|a55e 
ie 2 S340 Gy leA | BS 25 | 2A Gna e) Eee 
‘a RS A A Ag Fs 
| 
ee Total 1919 . | 7984 | 729 96 65 54 52 9 Tia eisenjans56 |) 152 16 | 1037 | 223 
: > PA 7047 693 52 84 60 34 13 56 319 357 106 6 807 206 
. See ho24 6908 796 130 106 90 29 47 43 29 372 69 4 675 181 
ie » 1922 .| 7477 669 96 55 58 28 14 20 276 | 385 64 4) 583] 162 
ecm DeeO23  . 6403 538 50 49 64 24 6 42 58 296 32 5 567 130 
| = i DLA 62419 472 63 78 53 14 13 28 36 269 57 6 549 145 
i its eeagao, . 6463 486 39 86 63 23 16 22 42 276 79 12 514 182 
Ber — January 628 56 5 9 6 2 4 4 7 38 20 0 43 16 
Fvrier — February 522 27 0 2 0 8 1 0 10 32 8 4 39 9 
ws — March . 594 57 be 7 6 4 3 6 37 16 3 46 18 
— April. . 577 4A 5 4, 3 2 4 3 2 18 18 1 67 18 
—"May.. 552 50 10 12 10 0 1 0 2 28 4 0 34 i] 
— June .' 442 42 4 10 6 1 2 0 2 49) 2 0 26 19 
—dJuly.. 520 40 2 13 9 4 3 6 0 13 1 5 35 12 
it — August. 419 32 4 8 7 0 1 2 4 14 ‘f 0 38 45 
mb, — Septemb. 472 25 2 7 5 fi 0 2 0 10 0 1 36 13 
er — October. 497 30 1 2 4 0 4 4 1 17 0 0 40 45 
emb.— November 542 32 4 4 4 3 4 0 4 14 3 0 52 45 
a — December 698 54 4 8 6 1 0 1 40 38 6 1 55 15 
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VILLES DES PAYS-BAS (suite). — DUTCH TOWNS (continued). 


Sources: STATISTIEK VAN DE STERFTE NAAR DEN LEEFTIJD EN NAAR DE OORZAKEN VAN DEN Doon, 1919-1922. 
MAANDSCHRIFT VAN HET CENTRAAL BUREAU VOOR DE STATISTIEK, 1923-1925. 


Seas (a ee co) = am —— 
Bee | ay. |S Ne Be} | Se a: 2g 
ei is 2 OS Sse Soo 2 4 5 -- 
. — ° QT | eee pee) lca el a oo S | eee eee 
Mois — Month Be a S on San oo o's Pa i = Bais Rs Co iS my o 
SB" | 32 | 88 |ge84| 25 |oeo| #2 | 8 | $2 | oo oe 
ea) of | 32 lease 36 (282| 228 ].85 | 88 | 2S eee 
oO a 36 fq pe et ee oo mH =| > 3 ee: ee Paks oS 
$38 | 83 | FS |sos4| Be | see] 88 | ee | 22 | 68 | 88 |ss°lam 
ea |aq| SE lA 4 1648 12 gB)] Ba |] SE) ae | ee) eee 
a ee 
LA HAYE — THE HAGUE 
(Population: 398109. EH. 4. déc. 1925.) 
Total 1919 4237 417 38 56 11 24 ) 67 250 30 41 399t | 
» 1920 8698 79 AG 62 14 5 5] 102 204 25 5 328t 1 
| Pea | 3399 369 24 74 8 3 3) 19 162 24 2 285t 11 
Mee als ppp 3548 289 13 19 7 3 6 a1 A 2. PRE) 6 280 ‘s 
eos 3524 282 2D 46 6 5 2 50 180 10 2 299 i 
Peo? 38473 PASE il 29 9 1 9 57 4159 7 2 Doe * 
» 4 So5% 3520 200 7 31 11 y 6 395 1152 42 4 252 { 
Janvier—J anuary 297 op 0 0 2, 0 0 6 12 2 0 15 4 
Février—February 281 24 0 1 1 0 0 | 16 0 0 28 : 
Mars—March 324 25 2 3 vs 0 1 3 1) 0 1 17 rE 
Avril—April 294 16 0 3 1 0 1 4 41 5 0 27 y 
Mai—May 301 18 0 2 1 0 0 2 14 4 1 34 7 
Juin—June 277 49 1 3 4 0 0 4 13 8 0 18 | 
Juillet—July 246 23 Bs 3 1 0 0 0 6 10 0 18 1 
Aott—August 274 19 4 4 0 1 2 2 5 3 0 19 4 
Septembre—September 253 20 0 5 0 1 0 4 8 0 4 19 
Octobre—October 284 20 0 A 0 0 4 2 10 0 0 14 5 
Novembre—November 306 26 4 4 2 0 0 4 20 2 4 15 
Décembre—December 392 26 0 A 0 0 0 3 22 8 0 28 
Mupmree Se ee SSS eee 
1923 1924 1925 | 
Encéphalite léthargique — Encephalitis lethargica 0 3 a : 
Méningite cérébro-spinale — Cerebro-spinal meningitis 2 1 2 i, 
Poliomyélite aigué — Acute poliomyelitis 4 1 0 a 
ROTTERDAM F 
(Population: 554 559. EH. 4. déc. 1925.) 4 
Total 1919 6365 813 428 104 43 61 20 156 403 65 31 733t | > 4 
» 1920 5382 | 700 46 115 26 19 9 204 311 50 22 627t | 3: 
ye 4765 708 36 156 39 8 ‘) 82 212 45 ) 548T 4 
my el O22 4929 644 60 86 Ay 6 10 168 269 29 5 481 } li 
») ielg23 4452 5138 42 76 18 11 les ay!) 187 18 2 482 y 
» 1924 4323 | 466 32 64 22 2 6 29 | 186 13 10 451 ef. 
» 1995% 4461 | 407 25 66 26 14 14 87h) helt 37 29 431 | 
Janvier—January 369 30 3 6 3 0 1 0 7 10 2 38 4 
Février—February 350 39 1 4 6 0 3 5 18 7 4 35 | 
Mars—March 436 38 | 3 0 0 0 8 <4 8 0 41 % 
Avril—April 402 43 0 7 2 74 2 3 20 3 0 38 a: 
Mai—May 384 40 4 8 3 4 4 0 14 5 2 ‘1 
Juin—June 329 29 5 10 2 4 0 1 7 2 1 34 4 
Juillet—July 340 24 3 7 4 1 2 4 10 0 2 32 
Aott—August 289 24 3 6 1 3 3 1 6 1 2 * 24 
Septembre—September 315 18 5 5 2 3 0 2 13 0 3 25 
Octobre—October 378 30 0 5 1 Ze 1 3 13 0 3 51) 4 
Novembre—November 356 at 4 2 2 0 0 4 15 0 10 34 e, 
Décembre—December 503 60 2 6 3 1 1 12 37 1 3 38° a 
y 
: ’ 1923 4924 4925 
Encéphalite léthargique — Encephalitis lethargica 2 1 3 
Méningite cérébro-spinale -—  Cerebro-spinal meningitis 14 42 14 
Poliomyélite aigué — Acute poliomyelitis 1 4 4 if 
* Les données mensuelles sont provisoires, les totaux annuels sont corrigés. — Monthly data are provisional; annual totals are © 


t Tuberculose de Vappareil respiratoire. — Tuberculosis of the respiratory organs. 


VILLES DE POLOGNE 


CRACOVIE 
(Population : 196 283. 


— 179 — 


— POLISH TOWNS 


urces: ANNUAIRE STATISTIQUE DE LA REPUBLIQUE POLONAISE, 1922-1923. 
BULLETIN HEBDOMADAIRE DU MOUVEMENT DE LA POPULATION. 
BULLETIN MENSUEL DE STATISTIQUE MUNICIPALE. 


CRACOW 
E. 34. déc. 1925.) 


phus exanthématique — 


La ok 2 2a n 
wm re, ii gL oO = 0 es) Dy as 
2 gS 3] Sa oe 3S 8 2p 23 >> eyed a eae > |2omalge am 
eae |eis>| Seq |822,28| BS | BS [2Z8.) e8°] a8 foe=| FE | oe | 82 |Sa88|sese 
Mois — Month $528 [Sae~| doe |g sens] Sa | Be IBaBE| ESe| BS [Soo8| 88 | 2 | ae 12228 B= 5s 
aga jacss es8 A ote, | BE | 88 |BSs2|Bee| Se SEE] S8 | GS | se |SSeslesss 
ee o ° Re HO (aes Au Ce em Do aq (Nes ony 33 DQ gE ele: 
8 S B/S" [28 22 ral arate a nas a5 5° ae AS |ABABIERES 
Total 1919 3476 549 17 185 9 90 13 29 26 9 244 15 15 722 | 130 
» 4920 3890 778 4 316 24 267 14 43 112 6 297 42 55 534 129 
» 1921 3110 707 11 276 14 132 17 15 8 5) 272 4 59 445 95 
a- 4) 1922 2696 077 11 166 15 18 10 43 20 17 237 3 15 414 123 
» 1923 2784 635 10 190 7 16 14 26 9 12 227 20 6 430 | 120 
>» 1924 2936 560 12 153 14 19 2 19 18 5 249 0 14 544 119 
> 1925 2415 500 9 101 13 13 9 18 12 11 223 12 16 354 81 
Janvier — January 210 42 0 2 2 1 0 3 2 4 23 0 3 26 8 
Février — February 223 57 4 10 1 0 3 4 2 i 12 0 4 31 9 
ars — March 195 40 0 5 0 0 1 4 2 23 19 0 3 25 12 
Avril — April 196 35 1 6 0 2 1 0 1 0 24 0 0 32 14 
Mai — May 181 32 1 7 1 0 0 38 0 1 12 1 0 33 B) 
Juin — June 184 41 0 15 0 1 0 0 1 0 15 { 1 27 8 
Juillet — July 171 35 1 10 0 i 0 1 0 4 14 0 0 23 4 
ott — August 192 es) 1 18 0 1 1 24 0 2 12 0 1 20 4 
Septembre — September 206 42 2 14 3 4 1 4 mR 0 2 4 0 35 4 
Octobre — October 209 40 1 5 0 2 4 1 0 1 16 2 2 25 5) 
‘Novembre — November 209 40 0 5 3 0 0 1 0 0 20 3 2 35 3 
Décembre — December 239 51 4 4 3 0 1 4 2 2 39 4 0 39 5 
| 1919 1920 1924 L922 1923 1924 1925 
Variole — Smallpox 3 7 0 3 2 6 0 
Typhus exanthématique — Typhus 167 195 45 20 7 4 p? 
LEMBERG — LWOW 
(Population: 234 935. E. 34. déc. 1925.) 
Surce: BULLETIN MENSUEL DE STATISTIQUE MUNICIPALE. 
i 
) $ a je as e bs oom a | 
Satine ® |2u88 a8 | Su ae 34, 
| § Bleca,| g8 [Beer] of | 2, | SE | SE | of [B.82| 22 | Se | SE (RRzIBERE 
Mois Son jo oa! Su joase| BS 33 5 Cro ag lion tn| «Se S2 | B& |Ssanisess 
23 |etas| sé lewgs| BE =r as eg BS |eses EE ue | Se (eoeele et 
Hi « tO te . = $ra5 =i 30 Se 
Month 934 |S7s-| BE |PE2e| SE | BE | ch | ef | SB (ease) 22 | = | Be [eosalesas 
a gi? * | Se jess) 4 | 84 | Se |. oe a Gos ”g |BBASIESES 
a a= Fe hee a SI rs 
cS 
Total 1919 5865 633 29 82 14 67 10 29 19 20 661 12 22. | 1425 499 
» 1920 5461 783 10 163 28 268 3 69 92 o1 831 16 167 843 118 
my 1924 4160 600 3 131 17 79 2 62 5 29 497 14 110 676 135 | 
» 4922 4074 730 Aah aed 20 16 28 3 37 13 45 508 18 28 704 128 
» 1923 4054 704 13 455 1g) 10 6 22 9 26 395 19 34 746 447 
» 1924 3976 631 4 424 18 22 4 30 8 a2 487 4 44 658 4105 
» 4925 3724 539 23 113 27 Av) 0 44 2 50 435 17 57 44A 200 
| Janvier — January 340 48 1 2 1 0 0 2 0 7 37 0 | 3 43 16 
|| Féyrier = — February 273 45 0 9 1 0 0 Z 0 2 40 0 3 38 13 
| Mars — March 322 4A 0 3 4 1 0 0 0 10 38 0 3 48 9 
_ Avril — April 356 59 5 10 3 4 0 1 0 4 58 0 2 39 27 
| Mai — May 284 4&7 1 15 2 .0 0 0 0 0 34 0 6 45 24 
| Juin — June 296 36 2 10 2 4 0 0 0 4 18 0 6 42 20 
Juillet — July 295 52 2 10 0 0 0 2 0 4 36 0 1 37 24 
— Aout — August 267 54 7 15 0 1 0 1 1 2 25 1 7 21 16 
Septembre — September 294 50 0 16 1 7 0 0 0 6 29 1 7 24 18 
_ Octobre — October 313 43 2 ) 6 4 0 3 4 3 39 " 4 30 9 
| Novembre — November 292 28 2 6 3 2 0 0 0 A 30 A 5 pv: 5 
| Décembre — December 392 39 1 3 7 0 0 0 0 4 54 7 10 52 22 
4 % Ae HS) 1920 1921 4922 1923 1924 1925 
Vriole — Smallpox 2 6 3 1 0 0 0 
Typhus 291 372 69 95 12 10 4 
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VILLES DE POLOGNE (suite). — POLISH TOWNS (continued). 


LODZ 
(Population : 553650. EH. 34. déc. 1925.) 


Sources: ANNUAIRE STATISTIQUE DE LA VILLE DE Lopz, 1923-1924. 


RAPPORT MENSUEL DU SERVICE DE STATISTIQUE, 1925. —- MontTHity REPORTS FROM THE STATISTICAL SERVICE, 1925. 


el Oe . 
$= ae Gs ips > © SGu| oc SB |2opne 8 gal 
Mois — Month S2eelipid el som | oa a8 28 | 583 (bso) ag ja¢és| ge | &4 | Se |[86e5 5= 36 
ase SlloeRu| Zoo ad ~a a SP oO | i= Oe He |Sfeea] 33 Zo Ro |\SSeee|SRan 
SSssigsse| S88] Be ne He |B&Sa|ees | Se jgsse| 28 | ga S58 |8354leeaa 
eee A”| Se A 8 FA =3 re x Bs" Ai 75 |BRSZ|ESRS 
Reenter See 
Total 1919 9573 | 1659 | 102 48 136 10 18 84 89 17 928 | 185 88 
» 1920 9577 2164 58 54 223 6 21 198 273 38 1237 12 347 
» 1921 7619 1762 15 65 1417 17 12 236 3 39 767 44 4 
> 1922 7827 2263 21 40 97 18 Ate 125 49 noe 758 25 28 
» 1923 8499 | 2723 | 59 65 218 8 G7 yl "3G 23 42 1004 | 244 42 
» 1924 8238 2520 40 83 30 16 1 146 53 20 100 36 143 
» 1925 7589 2369 40 107 20 41 26 87 40 40 893 61 128 
Janvier — January 704 213 72 20 0 2 2 2 2 3 38 bef 24° 14 
Février — February 596 211 4 12 0 1 Q £2) 3 1 99 13 6 
Mars — March 634 201 4 8 1 4 3 8 4 1 96 4 10 
Avril — April 667 184 5 hal 4 2 3 2 4 6 98 S) 5 
Mai — May 613 243 3 3 1 0 3 6 9 2 78 3 6 
Juin — June 637 | 235 4 8 5 0 0 9 1 8 70 0 14 
Juillet — July 678 pias 7 4 6 0 7 9 1 4 60 5 13 
Aott — August 706 256 4 9 3 0 6 4 2 3) 58 3 13 
Septembre — September 653 192 2 7 3 1 4 20 3 4 58 1 18 
Octobre — October 542 147 2 10 0 2 1 10 z 2 46 4 16 
Novembre — November 546 133 1 5 0 1 4 8 2 2 50 2 6 
Décembre] — December 613 162 5 10 0 1 2 4 103 4 63 0 7 
1919 1920 1924 1922 1923 1924 1925 
Encephalite Encephalitis 
léthargique lethargique 0 0 0 4 6 5 4 
Variole Smallpox 1 2 2 if 2 0 0 
VARSOVIE — WARSAW 
(Population: 992 450 H. 1925.) 
Sources: ANNUAIRE STATISTIQUE DE LA VILLE DE VARSOVIE. 
BULLETIN MENSUEL DE STATISTIQUE MUNICIPALE. 
BULLETIN OFFICIEL POLONAIS. 
ee eee nee eee SK 
S = 5 a) 3 | Cok s 5 5 
2 3 c= oS Qa £s3ha 28 oe ° : 
givgleng=| 28 | $8 | 82 | gea8 | 33 | 288.1 Be | eo eee 
Mois — Month Soee Lease | WSe =F ae | aede | eo | Bape | Beg aS 83 
Ags_|Aoas| Be Sa, ae | 8888 | Be | mess] es BS a5 
Ss Fy 
Total 1919 18896 2809 100 63 412 — 62 34 143 198 
» 1920 19134 PREP? 93 84 384 P49 on 39 282 42 
er 924 ; 14114 3088 59 De 89 41 53 70 168 187 
» 4922 14622 3670 97 60 69 18 57 66 139 164 
i Loze 13554 3340 105 56 Pasha Da ois, 30 91 133 108 
» 1924 4 14173 3279 91 74 42 18 54 74 172 12 
oy 4 1925 13968 3447 441 89 19 9 28 51 140 254 
Janvier — January 4191 281 , 8 0 1 4 3 8 5 
Fevrier — February 1064 241 10 7 1 0 1 3 6 13 
Mars — March 4225 298 10 44 4 4 4 2 6 36 
Avril — April 1258 305 20 5 1 ‘N 3 3 8 46 
Mai — May 1168. 314 18 15 0 0 3 4 4 49 
Juin — June 1193 338 16 7 A 0 0 3 10 39 
Juillet — July 1126 305 6 4 0 2 % 4 22 22 
Aott — — August 1084 320 10 4 3 0 3 5 14 8 
Septembre — September 4412 260 10 5 4 4 3 3 24 8 
Octobre . — October 1106 245 9 9 4 ) 6 6 42 6 
Novembre — November 1101 222 7 4 1 1 4 7 13 8 
Décembre -— December 1343 318 18 13 0 2 1 Bia 13 14 
ee eee eee e renee eee ————————— 
; 4919 1920 4924 1922 1923 . 41924 
Fiévre récurrente Relapsing fever 3 6 2 5 0 0 


Variole Smallpox 20 38 152 A 4 4 


> Rapport DU D&PARTEMENT DE STATISTIQUE DE LA REPUBLIQUE TCHECOSLOVAQUE. — REPORT FROM THE STATISTICAL DEPARTMENT 
OF THE CZECHOSLOVAK REPUBLIC. 


ba ai 


3 5 = es 8 mn & E | 5 S oe 
. Die cee cd on SAGO 3 ope i = 8 Soin On B loo, 21S S45 m 
{ 28} Su2| 48 |82°R| 22 (BeBS| 82 | B& | 35 | of |S885) Ba | Se | Bb |SSo8/ 8588 
Boe on a Petey De B= 8 op ao ieee fam ad Sp Aim oo oo 22 te Bisa Shae 
Mois — Month Sot) os |, se (sss) ee labeel ee | s2 ) be | ag letos! 88 | 22 | Seoless5/s5e 
| agg) ge2| &8 [deas| SS (SS8s| Fb | ok | 28 | SE |S2S8) 22 | 82 | By sess|o838 
. am o a 5 g ES 5 
. b3/8 3] ce |g8ea| "A jasa=| # | BE | ge | 7 [PERF] Ae 4g |B5aS|B S86 
ATA ec iA as mm fy cS) : 
ee eee ee ee ee SS eee 
BRATISLAVE — BRATISLAVA 
2 (Population: 93 189. R. 45. fév. 1921.) 
be Total 1919 1934 223% 3 40 6 0 0 3 8 az 0 179 2 410 Si4 20 
- » 920 1794 3842 2 59 6 0 2 4 12 20 0 264 5 3 219 36 
» 1924 1697 332 6 67 5 0 3 3 15 sh 0 179 2 8 202 31 
> 1922 1849 367 al 66 6 4 1 8 20 A 3 239 3 14 262 ay 
» 1923 1786 284 0 23 10 9 4 C) 17 4 2 164 0 2 QA7 18 
» 1924 1775 325 4 25 8 0 a 1 13 0 2 142 0 vi 167 26 
: » 1925 1823 294 1 39 3 3 4 2 14 8 0 193 0 14 228 30 
4 
invier — January 148 34 0 2 0 0 0 0 0 0 0 19 0 3 18 z 
svrier — February 136 24 0 0 0 0 0 0 2 0 0 15 0 2 19 2 
ars — March 142 ri 4 0 0 0 0 2 4 1 0 12 0 2 22 2 
vril — April 179 19 0 1 0 1 0 0 0 7 0 24 0 0 24 a 
ai — May 176 29 0 5 0 u 0 0 4 0 0 16 0 2 27 a 
1in — June 150 Q4 0 4 0 0 0 0 4 0 0 £5 0 2 17 4 
lillet — July 157 30 0 5 0 0 0 0 0 0 0 18 0 4 21 2 
ott — August 155 24 0 4 0 0 4 0 2 0 0 13 0 0 16 3 
ptembre — September 149 33 0 i) 0 1 0 0 0 0 0 10 0 0 14 0 
bre — October Teo 23 0 8 0 0 0 0 5 0 0 14 0 0 14 4 
ovembre — November 146 20 0 3 4 0 0 0 2 0 0 15 0 2 24 3 
écembre -—- December 150 17 0 4 2 0 0 0 0 0 0 28 0 20 18 2 
| BRUNN — BRNO 
be (Population: 221 758. R. 15. fév. 1921.) 
me otal 1949 4034 465 7 129 9 0 12 17 35 40 0 375 9 2 909 106 
b > 1920 4173 705 15 160 26 47 17 53 38 70 4 379 9 2 738 1314 
i 1921 3508 604 2 153; £5 alps 18 17 60 3 RE 287 shel 2 520 400 
ra » 1922 3583 555 3 108 14 4 49 i 33 A 15 380 22 35 507 104 
< » 1923 3024 406 3 53 7 12 Hi) 21 24 D 8 209 0 34 360 4411 
\ » 1924 3333 456 3 41 Hf 13 7 13 31 3 5 261 4 ORS) 435 149 
iz » 1925 38412 443 2 Q7 2 14 AS 14 43 19 8 356 Wi 11 421 96 
mvier — January ~ 306 45 0 4 0 Q { 2 5 0 0 34 4 { 40 12 
vrier — February 287 4k 0 3 0 1 0 4 4 0 0 ae a) 0 35 10 
ws — March 337 43 0 1 1 1 0 4 4 2 2 40 5 0 57 16 
‘Til — April 402 51 0 4 0 0 f 1 4 13 0 te 0 2 44 re 
li. — May Be By 0 3 0 1 3 1 1 1 4 19 1 2 40 9 
in — June Q43 25 0 1 0 0 1 0 i 0 1 19 1 2 34 6 
Jillet — July — 270 35 0 1 0 2 Be 3 5 0 0 23 4 2 22 8 
at — August Q42 40 4 5 0 1 1 4 8 0 0 10 0 2 25 4 
otembre — September 260 on 4 2 0 0 0 0 6 0 1 19 0 0 Qi 4 
tobre — October - Zoe 34 0 2 0 3 0 0 a 0 0 17 0 0 23 9 
vembre — November 275 35 0 4 0 0 1 0 3 4 0 oil 0 0 37 6 
leembre —- December 286 32 0 3 4 0 3 1 Q 2 0 39 0 0 37 5 
% MORAVSKA OSTRAVA 
oe (Population: 113 709. R. 15. fév. 1921.) 
Total 1919 1962 304 1 84 4 0 3 3 5 48 0 188 a 2 558 79 
-, 1920 2002 398 5 106 14 13 7 3 44 135 1 193 8 4 427 93 
4924 1538 361 4 104 5 4 7 5 8 4 3 454 8 5 Pe 43 
1922 1356 302 10 68 8 2 5 0 9 8 0 140 1 7 Qt4 42 
1923 1304 Q47 4 54 13 3 2 4 13 2 | 2 89 5 35 226 29 
1924 1336 220 0 36 2 sc 4 0 4 6 | 0 123 1 38 219 26 
1925 1334 207 7 314 4 4 2 3 44 he | P 419 4 21 221 46 
_— January 120 18 0 3 0 1 0 0 0 0 0 8 0 4 48 4 
— February 144 41 0 0 2 0 0 0 1 0 0 10 4 5 44 3 
— March 13 We 30 0 4 0 0 0 4 0 0 4 8 0 4 23 6 
— April 124 18 0 3 0 0 0 0 0 2 1 16 0 z 19 3 
— May 132 AG ai 2 0 0 0 0 4 23 0 9 0 p2 34 5 
— June 99 45 0 z 0 0 2 0 1 0 0 8 0 4 415 6 
— July4 113 15 1 6 4 0 0 0 0 0 0 9 0 1 24 4 
— August 91 13 1 Q 0 0 0 Q 4 0 0 6 0 0 18 5 
— September 86 13 0 1 0 0 0 0 3 3 0 8 0 0 9 0 
— October 106 20 0 3 0 0 0 0 2 0 0 16 0 fl 13 4 
rembre — November 99 13 2 3 0 0 0 0 0 0 0 9 0 2 15 4 
Jieembre —- December 144 24 ” p 1 0 0 0 26 0 0 a2 3 2 25 2 
F PILSEN (PLZEN) 
(Population: 108 023. R. 15. fév.1921.) 
Total 1919 1785 176 2 | 38 6 0 8 1 43 18 2 106 0 0 424 50 
920 1558 282 1 53 5 4 3 44 38 8 4 98 11 0 269 26 
19214 1473 Q57 3 54 3 0 6 17 Pape 10 1 444 0 0 227 54 
1922 1578 267 1 54 5 1 5 10 42 LF 0 107 0 2 245 30 
1923 1453 224 pA 64 4 4 4 11 22 0 0 90 9 3 205 37 
1924 1563 235 ye 56 1 3 12 7 21 pe i 94 7 3 199 20 
1925 1493 166 2 31 4 5 9 6 16 8 4 83 0 i 227 33 
— January 153 28 4 4 0 0 1 1 2 0 0 11 0 4 17 6 
— February 127 241 0 4 1 4 2 0 1 a 0 15 0 1 18 2 
— March 134: 15 0 2 0 0 2 0 3 G 0 5 0 z 18 3 
— April 130 14 0 3 0 0 0 0 1 2 1 6 0 4 Q7 3 
— May 136 17 0 3 0 0 Z 2 0 0 0 Af 0 1 os 4 
— June 117 8 0 4 0 0 0 0 3 0 0 1 0 0 22 3 
— July 424 7 0 1 0 0 z 0 3 0 0 9 0 4 13 6 
— August 105 8 0 ql 0 2 04 3 1 0 0 3 0 0 9 1 
€ — September 113 9 0 2 1 0 0 0 0. 0 0 8 0 0 19 2 
— October 124 14 0 2 1 4 0 0 | 4 0 0 4 0 0 18 4 
— November 47 12 4 0 0 1 0 0 1 0 0 5 0 0 19 2 
122 13 0 5 { 0 0 Oculken@ 0 0 5 0 0 26 0 


December 


VILLES DE TCHECOSLOVAQUIE — CZECHOSLOVAKIAN TOWNS 


VILLES DE TCHECOSLOVAQUIE (suite) — CZECHOSLOVAKIAN TOWNS (continued). 


(Population ; 712 700. 


182 —_ 


PRAGUE 


BE. 4. janv. 1925.) 


Source: BULLETIN DU BUREAU DE STATISTIQUE DE LA VILLE DE PraGugE, 1919-1925. 
Bn EEE 
rf ! Hm Ae) 
Ks g e- 8] wo. Ss aes ie o,2 apes a Ss oe a Oo py oo 
= 2 |,208| 22. lee. zal 22 E888] 22 loge leSe.| of [BoZ8) Be | Ss | Be |SBES/8 
Soe lord Se ae f Og goth! ae HRoR BSS as Oa 2 bp ee on Se |Ssee5ls 
Mois — Month wae Dies e ges Bases = BPas aa 5 aee Seer os Seed ge aS ae gees B 
884 |RoaS| G28 |dends| BE SESS) GF RSS“|Rba"| Ge |PESS| 28 | ge | $e laaeala 
aA s| 3 5 oF SS cis PA jasg-| Ba am | BF Ay aS | ame le 
A A ee = 
Total 1919 6987 602 26 116 15 — 7 6 12 * 210 4 2938 6 vat 1416 
» 1920 a 6824 944 14 198 16 — 15 14 a1 4-278 0 324 be 4 4417 
» 1921 a 8202 1619 24 413 24 —_— 43 20 58 xoeoS 3. 338 15 413 1188 
» 1922 4 8428 1468 35 Q74 22 —_ 28 15 PA) = 58 8 416 68 “39 1237 
» 1923 a 7797 1104 30 158 17 14 32 13 35 48 8 286 35 54 971 
» 1924 a 8332 1104 31 153 43 9 40 10 16 At il 327 75 49 1029 
> 1925 b 8404 1067 27 161 66 12 45 18 Oh 95 1 314 35 50 1070 
Janvier — January Te WE 98 1 12 a 4 9 3 0 11 1 33 6 3 101 
Féyrier — February 619 78 3 8 7 0 38 2 pe 6 4 19 8 7 74 
Mars — March 897 121 7 13 9 1 4 4 1 23 f/ 53 10 12 444 
Avril — April 843 424 2 19 6 1 3 1 1 32 1 43 7 7 107 
Mai — May 708 96 6 13 3 4 0 2 1 9 1 31 4 9 98 
Juin — June 622 86 1 14 3 2 6 1 1 2 1 12 0 3 98 
Juillet — July 655 85 3 18 2 1 “i Pr 5 0 4 26 0 4 78 
Aott — August 576 67 4 13 1 0 4 2 1 1 4 17 0 2 76 
Septembre — September 605 aft 0 18 i 0 3 0 3 a 0 ue 0 3 710 
Octobre — October 669 89 4 19 10 1 3 2 3 5 2 17 0 0 90 
Novembre — November 669 55 4 7 4 0 3 4 4 wh 0 22 0 2 7% 
Décembre — December 804 94 1 7 7 4 0 4 i 4 ul 34 0 1 96 
a Population civile seulement. — Civilian population only. 
b Y compris les militaires. — Military included. 
* Y compris les décés dus 4 l’encéphalite léthargique. — Including deaths from encephalitis lethargica,. 
VILLES DE L’U.R.S.S. — CITIES OF U.S.S.R. 
KHARKOV — KHARKOF 
(Population: 360 600, E. 4. janv. 1925.) 
Source: RAPPORT DU COMMISSARIAT DU PEUPLE DE LA SANTE PUBLIQUE. — REPORT FROM PEOPLE’S COMMISSARIAT FOR PuBLic HEALTH. 
| 1925 ; a 
Total | Total | Total | Total | Total = 
Cause de déces — Cause of death | 1924 | 1922 | 1923 | 1924 | 1925 || Janv.| Févr. | Mars | Avril | Mai Juin | Juill. | Aotit | Sept. | Oct. | Nov. 
Jan. | Feb. |March| April} May | June | July | Aug. | Sept. | Oct. | Nov 
Déceés, Deaths, id 
toutes causes all causes 8934 | 7203 | 4493 | 4504 | 5080 417 335 346 429 464 482 473 418 398 427 407 | 
Déces, 0-1 an Deaths, 0-1 year 946 80 52 81 73 84 128 101 92 73 65 65 | 
Coqueluche Whoop.-cough _ — 25 13 35 0 2 3 7 7 3 6 2 Q 3 oF 
Diphtérie Diphtheria — a 20 21 38 0 al 2 1 3 1 3 9 1 5 6 | 
Dysenterie Dysentery — ~ = Q 43 Qh 0 1 0 i) 1 7 6 3 > 2 Ot 
Fieyre typhoide Enteric fever — = 65 84 104 2 0 2 3 6 5 44 20 17 13 18 | 
Grippe Influenza mS — 9 11 1'5 3 2 1 0 1 0 0 1 2 0 | 
Méningite Cerebro-spinal | 
cérébro-spinale meningitis — —— 7 4 7 0 0 1 1 4 1 0 0 0 0 
Scarlatine Scarlet fever a = 113 164 186 17 18 14 26 11 4 6 10 13 37 22 
Tuberculose Pulmonary a 
pulmonaire tuberculosis eae — 520 470 487 62 45 28 63 52 35 By 33 31 32. 30 : 
Tuberculose, Tuberculosis, + 
autres formes other forms ar ar 47 104 oh, 3 9 9 13 8 10 8 8 v 7 6 


OS” | =: 
mye 


R. 1923.) 


.. 


VILLES D’U.R.S.S. (suite) — TOWNS OF U.S.S.R. (continued). 


LENINGRAD 
(Population : 4 085 000. 


ree: RAPPORTS DU SERVICE STATISTIQUE DE LA VILLE ET DU GOUVERNEMENT DE LENINGRAD. — REPORTS FROM STATISTICAL OFFICE 


OF THE CITY AND GOVERNMENT OF LENINGRAD. 


3 nn oS Pa) o Co) 28 22 Pe gees 3 
. P . SSaR me lcs odS aR Eo S380 Eno Raw 
sriode de quatre semaines se terminant le:| 332% 3g 22 Sees os 3s fea aes 5 BES 
Four-week period ending: Saad aa Ae RAs Be a3 Beey | Ban. oS 
395 ae De be FH el Be Be Ss3q } e438 Se 
jou A RA is HAAS BSes ia 
Total Ono 69381 612 3597 255 1304 477 3944 378 56414 
» 1920 37479 168 2655 256 92 183 3733 377 4752 
» 4924 25689 144 1759 307 306 266 2801 391 767 
» 4922, 27650 172 1999 172 392 334 3484 464 1585 
» 1923 17482 104 321 103 240 231 2641 591 106 
» 1924. 19695 89 468 176 765 548 2545 659 46 
» 4925* 20024 104 333 254 663 836 2450 628 17 
Janvier — January 24. 4537 9 8 14 88 81 180 63 1 
Feévrier — February 21. 1392 5 6 15 79 47 207 D4 0 
Mars. — March 241. 4525 10 7 3 72 49 208 07 3 
Avril — April 18. 4593 4 45 3 82 88 245 45 4 
Mai — May Ue 1635 8 5 6 76 60 234 63 1 
Juin — June Sr 1681 7 15 9 63 49 209 08 0 
Juillet — July Fab 1655 14 32 14 44 62 184 49 3 
Aotit — August 8. 1774 13 77 22 42 29 49% 48 Z 
Septembre — September 5. 1589 5 116 35 18 49 135 47 A 
Octobre — October 3. 1396 4 42 53 12 77 134 A 0 
a > a » aL 1405 8 at 27 17 83 170 26 4! 
Novembre — November 28. 1334 13 5 25 28 72 158 44 0 
Décembre -— December 26. 1348 20 2 26 38 74 157 28 4 
1926 Janvier— January aa 408 2 0 5 14 28 48 ° 41 0 
AGES 1920 1921 1922 1923 1924 4925 
Variole — Smallpox . ae 2085 357 40 76 15 3 
_* Total pour l’année du calendrier. — Total for the calendar year. 
** Une semaine seulement. -— One week only. 
MOSCOU — MOSCOW 
(Population: 1 855 000 E. 1925.) 
Juce; RAPPORTS DU SERVICE STATISTIQUE DE LA VILLE ET DU GOUVERNEMENT DE Moscou. 
REPORTS FROM STATISTICAL OFFICE OF THE CITY AND GOVERNMENT OF Moscow. 
ww ~ os ‘ 
OH pe) ft o ten renee os . 
ss | <°| 88 | sf | ge | 32 | S28] SE | os | 22 | ae | 85 |2SEZ(ZE88| Ee | 2% 
; $- |S59de| 5h Se oe ee jaan | Ss ad oS Be B= |SSssieeus| ss a5 
Mois — Month B32 |3.,865| o4 BS ad ee ee) 2 > ag 2a Eee @. |S595|975= Ka eo 
° Sig =a as nn >e Pie S90 FS et an ao ae CERSIOZES > as 
e (ean Ss | 22 | Be | BE |) eee) BE | Sa | 22 |) B= | SR |Scsqi\ebeet Sek re 
Pete Ree eal tee l neee peea. | Se. lig 38 aS |GseS\Z5es| 8 c 
| Do e c= ao ‘ss 
\ AA Fy As AH 
eel otal. 4919 64318] 8170 239 350 | 1598 253 474 | 3754 565 || 2417 597 449° | 3729" | 809) 1122535) 1947 
l eee 1.92.0) 40633] 5572 86 188 | 1386 230 944 | 2746 187 852 241 621 | 4103 347 | 4536] 247 
my 19241 30055| 7434 oy 472 | 1443 187 729 | 2944 441.9 667 608 615 | 2517 374 718 230 
>» 41922 39990) 87314 152 207 11 624 240 939 |} 41428 144 734 699 769 | 3092 507 | 3283 170 
» 41923 22677) 7039 165 156 247 103 161 | 1816 209 460 430 696 | 2375 474 102 24 
» 1924 27083} 9189 134 310 302 42.9 241 |} 3046 207 444 | 1061 | 1508 | 2215 616 2} i) 
Drea 24795! 7479 187 284 146 156 207) (22495 208 435 756 | 1213 | 2234 687 26 il 
| 
Janvier — January 2567 676 24 63 4 16 12 63 22 3 225 207 207 aS 1 0 
Peyrier — February 2027 587 14 4A 4 12 8 65 19 34 109 137 186 62 0 0 
Mars — March 2185 641 24 39 3 12 14 76 24 61 90 ae 224 a 3 0 
Avril — April 2052 624 13 22 3 13 12 91 22 54 49) 106 217 65 5 1 
Mai — May 2143 685 15 23 9 41 15 186 17 50 70 90 223 61 4 0 
Juin — June 2048 | 726 15 16 37 10 15 285 29 18 37 64 164 66 1 0 
Juillet — July 2205 928 19 8 31 8 7 602 20 13 34 53 167 50 0 0 
| Aout — August 1923 676 18 ot 33 13 34 412 8 45 2 64 157 44 3 0 
Septembre — Sept. 4736 | 487 13 11 14 14 27 174 9 24 14 67 148 50. 2 0 
| Octobre — October 2036 | 544 17 15 4 14 31 126 1 33 25 105 157 46 4 0 
Novembre — Nov. 4900 | 487 44 21 2 16 23 60 14 26 28 106 169 46 2 0 
1973 | 454 7 18 2 20 15 53 10 30 A TR) i 9 A ene -2 47 2 0 


_ Décembre — Dec. 


— 184 Merle. Seeger oy ae 


BELGRADE 
(Population: 1441 740. R. 34. janv. 1921.) 


a 
Source: RAPPORT HEBDOMADAIRE SUR LE MOUVEMENT DES MALADIES INFECTIEUSES DANS LE ROYAUME DES SERBES, CROATES ET SLOVE 


1925 
Total 


iaus seés — C > of death : f 4 : ; 
IS ORES ake ¢ 1925 || Janv. | Févr. | Mars | Avril | Mai | Juin | Juill. | Aott | Sept. | Oct. | Nov. 


Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. | Nov. 
Charbon Anthrax 4 0 0 0 0 0 0 0 4 0 0 0 
Coqueluche Whooping-cough 0 0 0 0 0 0 0 0 0 0 0 0 
Diphtérie Diphtheria 0 0 0 0 0 0 0 0 0 0 0 0 
Dysenterie Dysentery 3 i) 0) 0 0 0 0 1 4 0 1 
Encéphalite Encephalitis 
léthargique lethargica 0 0) 0) 0 0 0 0) 0 0 0 0 0 
Erysipele Erysipelas . 0 0 0 0 0 0 0 0 4 0 0 
Fiévres typhoide Enteric 
et paratyphoide fever 19 4 0 2 0 1 0 1 4 1 3 5 
Rougeole Measles 1 0 0 0 0 1 0 0 0 0 0 0 
Scarlatine Scarlet fever 20 0 0 5 3 4 1 0 1 2 2 0 
Tétanos Tetanus ‘ 3 0 0 0 0 0 0) 0 0 0 2 
BRUXELLES * — BRUSSELS * 
(Population : 808 000. EH. 41. juin 1924.) 
Source: BULLETIN MENSUEL DE STATISTIQUE DEMOGRAPHIQUE ET MEDICALE, 1924-1925. 
n Ho Saar e a s | Boe | tren wines EEE MH : 
fam! = 4 & B Oo . > | ono 1 o a 
23,|Sa.|ae_|t.2°| 22 288| 82 | e2| S881 of Beesles. 2) eae ae 
Sem | Oe eh Seo | sas | Sa lSnae) Be bees tees ae (ae o|sacel og BY ls egq5 
Mois — Month Seas) ent | sos |e*s.| SS (SH as| ae | Seah | Hse! Bs a seslssos] we Gus 12'S oe 
Sesa| 0S") 529 |oxef| aa [Ssoq| BZ | Sas | ash | Ba Soea|Sseq| Be Re |SEES) 
Se") 8s" | ss (2°23| AS leses| ag-|"25 | Ese) 9S Ssegisese| a= | Ss laaea 
S) OF EAS Ors <a m4 =| >) 2.A4 
| AC ene a: a es. | 30 [MEAs mete 
fae er BI ar be ee ae 
Total 1924 10184 943 46 250 AT 6 10 34 23 87 20 663 17 2 963 
» 1925 8278 930 49 235 14 9 aD 35 28 80 14 688 62 6 923 
Janvier — January 888 99 il 19 2 1 1 3 1 17 2 73 2 1 Th: 
Février — February 646 89 8 16 0) 3 2 2 1 7 0 76 va 0 _ 66 
Mars — March 763 92 15 1 0 1 4 4 20 1 88 8 4 93 
Avril — April 712 73 2 15 4, 1 2 4 2 14 4 62 i) 2 104 
Mai — May 660 | 73 7 17 0 0 1 2 2 3 4 58 2 0 83 
Juin — June 574 50 1 16 1 0 0 2 1 2 3 34 17 0 70 
Juillet — July 578 75 4 24 0 2 2 0 5) 0 4 20 u 1 76 
Aout — August 560 81 4 28 1 0 0 3 5 0 1 26 1 0 65 
Septembre — September 609 49 6 16 1 4 1 5 4 2 1 30 0 0 66. 
Octobre — October 674 60 4 24 3 1 1 2 0 4 0 46 0 0 79 
Novembre — November 715 74 3 25 1 0 0 4 3 5 0 64 2 4 64 
Décembre — December 899 115 4 23 0 0 1 4 Qiieh 6 0 141 3 0 83 
* Agglomération bruxelloise. — Including suburbs. 
BUCAREST — BUCHAREST 
(Population: 800 000. E. 1922.) 
Source: BULLETIN OFFICIEL «ANALELE». — OFFictAL BULLETIN “ANALELE”, 
NT EES 7 RES REO TT 
1925 
Total | Total 
‘ounce de déces — CGause of Death ‘ : : ; : . . “ 
Cause de décés Louse 1924 | 1925 || Janv.| Févr. | Mars ; Avril] Mai | Juin | Juill. | Aoadt | Sept. | Oct. 
Jan. | Feb. |March| April | May | June} July | Aug. | Sept. | Oct. 
Coqueluche '  Whooping-cough 4 6 0 0 4 0 0 0 0 2 3 0 07 
Diphtérie Diphtheria 8 14 ih 0 4 0 0 0 2 3 4 4 1 
Dysenterie Dysentery 0 4 0 0 0 0 0 4 0 0 0 0 ne || 
Fiévre typhoide Typhoid fever 31 32 0 1 0 4 1 4 3 8 5 4 4 
Scarlatine Scarlet fever 31 19 0 2 4 2 4 4 | 3 0 2 2% 
Typhus exanth. Typhus 5 2 0 0 0 0 1 0 0 1 0 0 Oe 
Variole Smallpox 0 0 0 0 0 0 0 0 0 0 0 0 0 i 
Heer ae aaa 
. me 
/ ‘ he 


it ; ‘ : ‘ Re an 
han fi i * bi ure ae ; re > ie 


BUDAPEST 


(Population: 960 500. E. 24. déc. 1925.) 
urce: BUDAPEST SZEKESFOVAROS STADISZTIKAI TAIRFUZETEI. 


SS SS SSS SSS Sst SS sh sen 
ae aie Zo5|[= 38 25 | 2 E 
; soahe i) bpm Be hs 
4 Sedo ees Pes Sgsjsese| . | &5 | ss es |S 82| 28 of |kopalg8eu 
a_ | “9 | 22158 | 88 S57 /s8s-| 28 | a | 45) ef \Seae! ge | 83 | 88 |SS88\S88s 
Day P = A, DO = = a) = S = = | 
Mois — Month. Sa | Se | 88/28 | BE [BeSeleaSs|e8| $8) 6s] 88 |o8o8| ge | 84 | Be |3888/5SR8 
7 } oF Sa) 2a | am (SSSR |[obgd| 2a] ads | PE Re |SSSS] Ss 30 Be |SSShi Sake 
' Sen # a) = ee SRRIO ESS] am a | oo Os Das o > Oo os Sa |QSkatiqeee 
go | Sa 7 °Oo |POlbag Pssslagee Se hee wea |) Bole Fal se | a ae |pszs\sea4 
$3 | 33] 4 As|B=82/ FF | Fe | oe Sie athe oh * ae 
D © Do S op en Meh Rel Ba) ge pe * 
AA AA A AS fe a 
Et 
Total 1919 20887 | 3025 90° | 104 | 305 796 607 95 od | 120 286 “Se 1646 = Lae 4056 555 
» 1920 22053 | 3819 | 1417 | 170 | 203 1022 920 90 49)| 135 1459 —= 1964 300 388 3629 572 
Bien £994 18981 3149 ] 411 >) 428 — 1038 929 70 62 | 260 73 10 1677 288 470 2959 530 
Bee at O22 19054 | 3146 85 | 106 — 1068 soe 102 32.) 177 136 10 1613 295 238 3078 496 
Mee eS 18549 | 2846 | 205 70 | 249 1027 933 88 44 | 187 54 10 1309 138 126 34187 548 
» 1924 18644} 2511 149 60 | 168 780 669 115 45 | 148 114 13 1445 46 136 3292 524 
>») 1925 15869 | 2148 46 95 | 4125 424 387 84 56 | 106 60 10 1126 114 228 2360 438 
Janvier — January 1315 178 4 6 6 30 27 4 5 11 6 0 106 22 14 197 33 
Féyrier — February 1380 209 7 7 46 43 3 6 9 9 0 122 17 20 224 23 
Mars — March 1576 213 7 10 8 34 31 5 4 8 20 0 137 27 25 237 49 
Avril — April 1549 210 4 14 7 25 24 x 2 6 141 1 128 23 24 266 66 
Mai — May 1370 154 2 9 9 25 24 10 ze 4 3 1 82 10 ye 241 54 
Juin — June 1196 159 6 8 10 26 24 8 3 4 1 1 67 6 14 200 48 
Juillet — July 1220 179 4 7 19 57 50 4 2 7 0 3 79 f 19 199 25 | 
Aoit — August 1204 184 2 4 16 70 68 6 6 3) 0 2 53 2 14 158 39m 
Septembre — September 1156 170 1 o) 14 AQ 34 10 6 15 4 0 67 0 12 154 19 
Octobre — October 1202 174 4 7 23 33 34 7 11 18 2 1 62 1 20 {35 23 
Novembre — November 1213 172 4 11 5 25 22 Gl 4 7 4 0 81 i 23 164 24 
Décembre — December 1389 149 2 6 1 41 9 9 5 8 3 1 142 1 24 1914 39 
| : 1919 1920 1921 1922 1923 1924 1925 
yhus exanthématique — Typhus 119 7- 3 3 14 16 0 
‘iole — Smallpox 8 16 0 0 0 0 0 
: 
| COPENHAGUE — COPENHAGEN 


(Population : 580000. E. 4. juill. 1924.) 


wees: DovsAARSAGERNE 1 KencericeT Danmark, 1921-1923. \ 
BULLETIN HEBDOMADAIRE DE STATISTIQUE DEMOGRAPHIQUE ET MEDICALE DE LA VILLE DE CoPpENHAGUE, 1924-1925. 


* Me so) s be a3 5 lo 21s o wg 
2 am a & 1 SP a wn to re) a os parle > cS of se EY o o> ae aa 2 eae 
| §242\g-8>|Se55S890=| Seq leses| BS |S5,| 282] 28 [SSee| FE | se | 88 |SE2S/88S5 
| Mois — Month Sy sSissstleseaasas| Sos |4eSs| SE |Sa25| See] BS less) GE | &2 | Bs Beesleaes 
} Qe Aofe|sksacsaag OS) ines rates 2 mh O Oo] sak aa oa Bin so aa Eo oO 
. PAs APIFSE eek go] S99 Sens =O |os By 5 @ os OSgo St on gang anges 
| =a) o mo om = r= fen) AD a Q 24, ae SHO 2c i=5=| G no 30 s|/58s5 
1 8 rn ga n° SF iA rats 4 Ss g $3 Ay Ay HQ |HAMSI SES 
Re 
‘Total 1919 ~ 7172 | 954 560 103 88 73 £7 5 754 33 188 34 19 563 168 
| uk 1920 7754 1103 644 38 107 70 15 Sar OOF 13 1.33 74 30 525 151 
; » 1921 6321 845 ATT 3 119 oo 15 3 24 14 153 6 ad 526 126 
\ » 1922 6942 896 624 69 64 30 19 4 198 13 160 23 12 499 138 
» 1923 6495 808 546 75 98 26 14 3 72 ) 129 62 a 453 147 
» 1924 6976 833 613 13 100 29 At 6 102 20 137 37 6 589 153 
» 1925 6630 7410 561 29 93 29 11 5 46 22 138 45 5 517 1417 
{ 
— January 513 48 26 ee 5 3 0 0 4 3 12 4 0 Ah 14 
— February 520 61 53 2) 6 4 4 0 5 3 10 2 0 Ad 7 
— March 653 94 72 al 5 2 1 1 8 0 13 4 2 62 10 
— April 657 Wee 82 3 38 5 1 1 10 5 25 4 0 45 a 
— May 656 66 60 4 6 4 0 0 7 4 17 2 1 46 14 
—— eo Ue 533 49 38 0 7 3 3 0 2 1 9 3 0 45 14 
— July 558 63 34 5 20 0 0 1 0 2 6 3 4 38 15 
— August 423 48 19 2 241 1 0 0 0 0 5 2 0 34 5 
— September 451 42 26 2 7 1 4 2 2 4 4 4 0 35 6 
— October 490 36 31 1 3 2 4 0 0 1 12 10 0 34 9 
— November 524 514 40 2 3 2 1 0 3 2 14 8 1 54 : 
— December 80 3 7 5 2 0 5 0 14 11 0 45 
' SOFIA 
i (Population : 154000. R. 1920.) 
force : RAPporTs DU BUREAU DE STATISTIQUE. — REPORTS FROM THE BUREAU OF STATISTICS. 
\ 1925 
ie Total} Total | Total.| Total Période de quatre semaines se terminant: -—— Four-week period ending: 
“use de décés — Cause of death IE ae eee 2S en i eee) EN 8 es eee 


1922 | 1923 | 1924 | 1925 || Janv. | Févr. | Mars | Avril.| Mai | Juin | Juill. | Aoat | Sept. | Oct. | Nov. | Déc. | Dée. 


Jan. | Feb. |March| April | May | June | July. | Aug, | Sept. | Oct. | Nov. | Dec. | Dec. 
28 26 25 me 20 17 15 Aes 9 Ut 3 2 34 
écés, Deaths, 
‘an causes 5 sea Cents 3656 | 3271 | 3079 | 3344 207 223 Q274 474 291 250 224 245 258 210 197 240 251 
eat 
}deQaian up to 1 year 721 596 628 729 46 50. 78 88 67 50 59 74 71 35 34 32 AD 
_ iphtérie Diphtheria — 5 28 5953 29 0 2 1 5 4 1 1 1 3 2 4 3 5 
1 Encephalitis , 
lethargica 0 3 3 17 6 2 2 7 0 0 0 0 0 0 0 0 0 
Tysipéle Erysipelas : 
levre typhoide Enteric fever 8 20 24 18 1 1 0 3 4 2 1 1 0 4 4 3 0 
‘€ningite céré- Cerebro-spinal 
P bro-spinale * meningitis 1 4 3 38 1 9 5 0 a 2 2 3 2 y? 4 4 3 
Pneumonia — _— — 432 23 39 49 86 59 27 30 21 26 14 18 13 27 
Scarlet fever 86 99 oe 3 0 0 0 0 0 0 0 0 0 4! 0 2 0 
e Pulmonary e 
nonaire tuberculosis 753 48 82 70 68 44 51 47 43 34 41 46 
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OSLO 
(Population : 258700. E. 4. déc. 1923.) 


Sources: ANNUAIRE STATISTIQUE DE LA VILLE DE CHRISTIANIA (Osxo), 1919-1923. 
BuLLETIN HEBDOMADAIRE DE STATISTIQUE DEMOGRAPHIQUE ET MEDICALE, 1924-1925. 


Bog |. Sey reer clean wed ek 3 ee | Sepa | goa% 
Période de quatre semaines se terminant le: 383 guar $24 g2n58 BS Re ee Be as aBSE 
be ae Sass | 3°85 1 885 | essks|) 88 ne 35 Bee | Bae 
Four-week period ending: ASS. | AcaAs Sa 5 Rass Sy 5S 28 aaSS | 2238 
aS © 2 oF push AG im WW PAS Pose 
Pia 2 Te US eh ee ote eS ee 
| 
Total {O10 = oie. 3148 278 14 32 56 —_ 257 391 
» ERSPAUD ite Pee 3057 309 7 22 a9 == 332 426 
» 1924 Serie 2804 266 12 30 13 a ey 358 
» 4922 Soaie 3214 320 34 28 8 ==: 237 390 
» 1923 Fame corns 2973 205 10 16 7 = 241 362 
» LS PAAL aa ts eh 2753 184 2 AN) 5 22 203 369 
» 49210 Reich. 2812 149 5 22 5 7 228 353 
Janvier — January PAA. 235 9 2 4 dl 0 20 32 
Février — February Ph Be aren 232 ayy 4 4 1 3 27 36 
Mars —— March Dd ies 250 419 4 4 4 1 22 32 
Avril — April ya ee 224 20 0 0 0 1 23 32 
Mai — May AG Meee 208 8 0 3 0 1 15 20 
Juin — June 13 AD aN 216 8 4 2 0 0 15 24 
Juillet — July 116 enn 178 11 0 2 1 0 10 17 
Aott — August Oh ckeeeen 176 10 0 3 0 0 9 27 
Septembre -— September Dipeeein? Av4 9 0 3 4 0 9 26 
Octobre -— October Eee. 185 8 0 0 0 0 9 20 
» -— » Olgiead ines: 216 8 0 0 0 0 17 24 
Novembre -— November 28, ... 218 441 0 4 0 0 18 25 
Décembre -— December 26... . 234 8 0 4 0 4 25 32 
| 4926 Janvier—— January ja ey eS 69 3 0 al 0 0 9 6 
1919 1920 4921 1922 41923 1924 1925 
Erysipéle Erysipelas — — — soo = 7 
Fiévre typhoide Enteric fever 6 i) 5 8.- 5 2 
Méningite Cerebro-spinal 
cérébro-spinale meningitis — — — — —- 2 
Rougeole Measles 3 16 42 12 4 4 
Scarlatine - Scarlet fever 3 A 0 2 4 1 
* Une semaine seulement. — One week only. 
STOCKHOLM 
(Population : 438 896. R. 4.janv.1925.) 
Source : VECKOVERSIKT AV STOCKHOLMS SANITARA STATISTIK. 
ee SR ES FS EE CS LS EIT TS LE TS a 
a Olay fh © aye | 
wn a # po © ' Sa es) = cS 5 & s 1 } Co) B Ps () B 
$o8 | S,s\ce23| 28. |S 34] £6 | oge| 25 | of SERSIESSeSalSo05| S5 [Suse 
geag | Boo"! Ss8ad] sad |aeeek!] os neo rans Aa [men gloScooaes/Cooe| Se lBsagl 
Mois — Month $523 [Sag |Zezes| Zoe |Fe"S| BS | fas] Fe | SS |S oe/ESERES|ZhSe| Se pees 
S88— |Aza2|S84_5| 228 |2*85| SS |RER| 25 | SE SSREEREETSiS"<2) Be ah8s 
; Bee R gs A Be | “ See 3 S| & 
A SL 2 A a SS I SS 
Total 1919 5783 309 85 9 37 60 25 42 920 3 284 1 34 
» 41920 4830 383 74 14 39 50 20 £0 139 4 209 2 22 
» 1924 4661 379 78 6 46 19 18 4 32 6 207 0 8 
par 1929 4804 293 97 i5 38 44 15 4 174 6 213 0 9 
» 1923 4630 294 79 6 32 20 20 2 8 4 172 12 5 
» 1924 4737 276 85 7 25 Q7 24 2 74 3 150 2 5 
» 1925 4909 233 71 14 33 22 13 4 33 13 202 6 4 
Janvier — January 430 28 6 3 3 4 1 0 1 1 8 0 ¢2 
Féyrier © — February 388 22 9 0 2 { 0 4 0 4 20 0 0 
Mars — March 420 20 6 4 4 0 4 vit 2 0 24 1 0 
Avril — April 442 27 11 0 3 4 0 2 4 0 Qh 0 4 
Mai — May 486 26 8 0 3 2 2 0 16 4 34 0 0 
Juin — June 406 20 3 6 5 0 4 0 4 4 14 0 0 
Juillet — July 434 19 4 4 2 0 3 0 4 2 9 0 0 
Aotit — August 341 13 2 0 a 4 2 0 0 4 14 4 4 
Septembre — September 341 17 5 2 1 0 2 0 4 2 14 2 0 
Octobre — October 410 16 I 4 5 5 0 0 0 0 17 2 0 
Novembre — November] 365 42 8 0 5 4 4 0 2 1 13 0 0 
Décembre — December 476 13 5 0 1 4 0 0 a 0 20 0 0 
1919 1920 1924 1922 1923 1924 
Encéphalite léthargique Encephalitis lethar. — 16 9 7 44 2 


Rougeole Measles 37 44 13 0 20 19 
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SUISSE (26 villes) — SWITZERLAND (26 cities) 
(Population : 1106 500. E. 4. janv. 1924.) 
ees: MOUVEMENT DE LA POPULATION EN Suisse. — BuLuetin DES HipGENOSSISCHEN GESUNDHEITSAMTES, 
sree ee eee enn reer 
| oor ete | Stes da 2, | 2 
g 2 ret ae Sag os _ 228 oes 38 3 © 2 © 2 2 Pea geay 
ériode de quatre semaines | g2%2| Se SP | ange | BS oR ae, 5 a 28 oS Be |gaeo|Sage 
se terminant le: Soea| So | Sa |aSas| 2S mz ae ue Pre as Ea 8. |S8o5|5e56 
i ‘ DOnSO = So DAQs vp Ce i) =) Bes, ae 35 Ho Sage Bn be 
Four-week period ending: |ASa=| Ta SS | Sag] se hed an oe 2s che oS Sq |asas|sess 
ey ose (ea |beualra | Se lmpeee | ea. | "nae | Pa A Bee ogee 
Sete teas 5 2h | & = 
AS ax Ae Fe 
Total 1919 43072 \ 1024 52 156 415 — 24 52 15 — 30 42 1753 574 
». 1920 413262 | 1147 66 219 99 99 27 63 15 | 1248 82 48 | 1487 470 
ma 4924 42233 | 1054 18 204 83. 18 2) 55 20 104 22, 16 | 1166 378 
yo £9292 12361 908 49 84 4A p 24 36 14 355 5 4% 1334 4AT 
», 1923 10513 689 29 98 4A 27 23 38 10 128 26 me 4233 355 
» 1924 41275 709 23 88 49 49 25 16 14 383 10 6 | 1580 559 
» 1925 dS 704 4A 68 29 12 19 8 16 221 24 8 1124 363 
Janvier — Jan. 24 884 42 2 6 5 0 2 0 1 22 4 0 72 26 
Février — Febr. 21 979 76 3 6 2 0 2 0 0 37 2 2 76 30 
Mars  — March 21 971 58 3 f z y 0 0 1 46 1 0 105 33 
Avril — April .18 1041 66 7 8 1 3 2 0 0 59 4 4 100 38 
Mai — May 16 882 62 4 4 2 Zi 1 0 0 17 5 0 106 4.0 
Juin — June 13 824 58 4 7 3 0 2, 0 0 6 2 0 93 38 
Juillet — July 41 750 53 A 8 4 3 2 0 0 2 4 0 84 19 
‘Aott — August 8 709 36 A A 4 4 0 0 3 5 2 4 85 23 
ipept. — Sept. 5 VE) 53 A 7 1 0 4 1 0 5 0 2 70 24 
Octobre — October 3 764 49 2 5 2 4 2 4 0 0 0 0 82 17 
Octobre — Octob. 314 769 AA 0 A 0 0 2 | 4 5 2 4 70 19 
Novem.— Nov. 28 829 4A 1 5 5 0 3 4 4 5 ! 0 64 30 | 
Décem. — Decem. 26 989 53 3 2 4 0 0 4 2 14 0 1 95 23 
4926 Janvier — Jan. 2 244 13 0 1 0 0 0 0 4 1 0 0 18 6 
1919 1920 1924 1922 1923 1924 1925 
Wariolg»——emalipox +=... 220... 0 0 6 1 — 0 0 
* Une semaine seulement. — One week only. 
| 
/ TALLINN (Reval) 
(Population : 126557. R. 4. janv. 1926.) 
wree : RAPPoRTS DU BUREAU CENTRAL DE STATISTIQUE. — REPORTS FROM CENTRAL BUREAU OF STATISTICS. 


5 Se SS ES SE TEED 


1925 


Total | Total | Total | Total | Total 


\ 

fause de décts — Cause of death | 4991 | 4992 | 1923 | 1924 | 1925 || Janv. | Févr.| Mars | Avril | Mai | Juin | Juill. | Aott | Sept. | Oct. | Nov. | Dec. 
| Jan. | Feb. |March| April | May | June | July | Aug. | Sept. | Oct. Nov. | Dee. 
| Décés, Deaths, 
| _ toutes causes all causes 1463 | 1723 | 1564 | 1663 | 1647 166 143 LO 156 174 107 120 118 110 426 £39 144 

Déces Deaths 
' de0aian up to 1 year 138 174 143 149 120 15 10 5 141 17 9 9 14 5 4 15 6 
| Diphtérie Diphtheria 19 10 1 0 8 0 1 1 0 0 0 0 0 2 4 3 0 
| Fievres typh. et Enteric 
| _ paratyphoide fever 19 13 19 10 6 0 0 0 1 4) 0 0 3 1 0 0 0 
| Grippe Influenza 10 47 5 8 8 2 0 1 4 4 1 0 0 0 0 1 1 

Méningite céré- Cerebro-spinal 

__ bro-spinale meningitis 0 0 1 0 1 0 0 0 0 0 0 0 0 0 1 0 0 

‘Pneumonie Pneumonia 86 104 138 124 122 18 41 12 12 10 3 ?) i) 10 13 uly? 1 
| Tuberculose, Tuberculosis, 

toutes causes all forms 279 269 286 345 348 29 29 37 40 42 21 32 21 yard 26 | 22 27 
LS 
1922 1923 1924 4925 
Coqueluche — Whooping-cough . 10 8 0 4 
Scarlatine — Scarlet fever. ..... 11 12 16 4 
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VIENNE — VIENNA 
(Population : 1 869 850. E. aott 1925.) 


Source : Svatistiscue MirreEILuNGEN DER STADT WIEN. 


4 a as ES oo2 eas 5 as bs & lo WD 
nw es tue ho om oS | Lp |Hes5 oy — Dia > Pon cae eae Ges | co oF |n® Perl 
g242\oi2%| Soa |S22.28| 88 | 58 /eSeq| Ss [ehSs|Soae| 28 |SReE| 8S | $8 | 28 BEE 
Mois — Month |SoES(Sayu| Soe |S #8a5| SS | Ge |BeaS| BF [Sees |5e52| 23 |fo8| FE | 38] as [gees 
oes oo (o) F= ax 2 o Qo > | OoOR wot oy te FS [=| fe o Bo 
Peng Ss! se° |ES" Eso | Ag | EE ese | 8a (“2a |PBSS| 8 less] SB | B= | 28 |eaBe 
© 3s gO 28 Ae A= Sas ES Ay Ay ‘ 3 BAS | 
~~ o oO 
Total 1919 40932 —- 198 756 410 } 584 — — _ 170 bas _— 2904 | 124 53 
» 1920 34197 a 179 895 125 — — — _— 141 4119 — 3078 | 315 90 
2 we to2t 28297 _- 79 889 74 — —_ — —_— 121 99 —_ Q27T4| 4 42 
; a O22 30068 — 175 777 63 — — —_ _— 85 282 —_ 2909 8 40 
reedoe3 25480 | 3040 1:53 ALL 419 38 — — — 49 80 10 2019} 75 39 
» 1924 25552 | 2684 Q77 357 1414 Se 7 oo _ 75 841 20 2103 | 27 29 
= » 4925 22817 | 1640** 98 874 66 26 13 94 129 80 67 14 1985} 47 Ue 
Janvier — January 2163 225 149) Q7 17 2 4 9 13 1 15 4 Q44 9 44 
Février — February 1910 197 a 30 8 0 4 11 WP) 4 i 0 185 9 14 
Mars — March 2103 225 14 31 9 2 0 7 14 9 410 1 188 9 41 
Avril — April 2038 199 4 34 9 4 1 11 11 6 16 2 233 a 14 
Mai — May 1787 159 15 22 1 0 1 5 7 4 6 1 132 8 if 
. Juin — June 1689 134 6 25 1 4 4 7 14 6 1 4 114 3 5 
S Juillet — July 1692 167 5 42 1 3 0 13 9 4 2 0 124 0 7 
Aott — August 1514 156 3 36 4 5 1 6 8 Wil 2 2 105 0 2 
Septembre — September 1750 178 10 56 4 4 1 5 9 44 4 2 125 4 on 
Octobre — October 1815 — 6 26 3 3 0 5 12 slits) 4 2 147 0 ys 
Novembre — November 1974 — uf 22 2 4 2 Ye 13 0 3 2 fod 0 4 
Décembre — December 2382 — Q 25 10 1 1 5 10 3 3 0 240 {* 3 
* Y compris la pleurésie. — Including pleurisy. 
** Total pour neuf mois seulement. — Total for nine months only. 
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BLEAU INDIQUANT LES MALADIES A DECLARATION 
teed DANS DIFFERENTS PAYS DU MONDE 
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ss PARTS OF THE WORLD ie 


_ TABLE SHOWING NOTIFIABLE DISEASES IN VARIOUS _ 


hag Pa ‘ iz 


a MALADIES A DECLARATION OBLIGATOIRE DANS DIFFERENTS PAYS DU MONDE 


? EUROPE AFRIQUE — AFRICA 


nnn 


3 
a 

‘ 

a! 


Croats and Slo- 
venes 


Sweden 
African Protec- 


Wales 
Austria 
State 
Finland 
France 
torate 
Madagascar 
igeria 
Nyasaland 


MALADIES 


Kingdom of Serbs, 
South. Rhodesia 


Sierra Leone 


North. Ireland 
ka (Ter- Ta 


Italy 
Luxemburg 
Malta 
Netherlands 
Poland 
Switzerland 
Czechoslovakia 
Gold Coast 
Cyrenaica 
Egypt 
North. Rhodesia 


Kenya et le Pro- Kenya and East 
Mauritius 


Hungary 
Roumania 
U.S:SsR. 
Basutoland 
Ni 


Albania 
Germany 
Belgium 
Bulgaria 
Denmark 
Danzig 
Scotland 
Esthonia 
Irish Free 
Gibraltar 
Greece 
Latvia 
Lithuania 
Algeria 


tectorat africain 


de l’Est 
Madagascar 
Ile Maurice 


bes, Croates et 
Nigéria 


Slovenes 


Suéde 


de Galles 
Suisse 


Autriche 
lande 


Finlande 
France 
Territ.dela Sarre Saar Territory 


Angleterreet Pays England and 
Algérie 


Irlandedu Nord 
Royaume des Ser- 
Tchécoslovaquie 


Italie 
Bassoutoland 
Cote de Or 
Cyrénaique 
RhodésieduN. 
Rhodésie du S. 
Sierra-Léone 
‘|Tangany 


Luxembourg 


Danemark 
Malte 


Dantzig 
Ecosse 


Nyassaland 
Ouganda 


Allemagne 


Roumanie 
U.R.S.S. 


Egypte 


Belgique 
Bulgarie 
Espagne 
Esthonie 
—|Etat libre d’Ir- 
Gibraltar 
Grece 
Honegrie 
Lettonie 
Lithuanie 
Pologne 


Albanie 


— |Pays-Bas 


Actinomycose . 
Amygdalites. . 
Angine septique 
Ankylostomiase 
Béribéri . °° 
Bilharziose .. Pk 
Botulismeé . "ye es. x x 
Bronchite aigué ... 
Broncho-pneumonie 
Sharbon .. : 
Choléra asiatique 
Choléra nostras . . 
Conjonctivite purul. 
COTUCLUCHE 4. we eich as als G x18 x | SX 
Dem ewe Ate s > ey toe 
Diphterie: | Vee. he 5M 
Dysenterie ; ts 
Empoison. aliment. 
Empoison. par le plomb x“ 
Encéphalite létharg. . > CUS PX Spl 1X 
PIOberI-G Sie. lass 
HrysipGle Away. o. 2% aK ale x 
Fievre continue x x 
Fieyre ondulante. 
Wiévre des Mont. Roch. 
Fiévre des tranchées . S< x 
Fiévre hématurique 
Plevreaune ye... 
Fiévre puerpérale 
Fievre récurrente 
Fiéyre typhoide .. . 
Fiéyre bara pvide ‘ 
Filartose. <7. 
Gales) ji; Se es ia ade 
Granulome de 
Donovan . 
Grippew iui x x|x x 
Grippe a forme ‘galop. 
Grippe pulmonaire. . x 
Grippe septicémique 
Hématurie .. 
Hocquet épidémique . 4 
Leichmaniose ... . 
L@pre sen, 
Méningite cérébro- “spin. 
Mole hydabiforme . . 
Morsures animales . 
Morve .. 
Nécrose phosphorée 
Ophtalm. des nouv.-nés x 
Oreillons i 0). A 
(Paludismey sow. x 
Pédiculose. . . 
Pellagrem <2). 
Pemphigus d. nouv.- 168 
PCShSsen Uoratad. + | = xl x IxixixKixix 
ti. ee 
Pleurésie ... PRIA ER 
Pheumonie’. 95... 
Polioencéphalite 
Poliomyélite aigué. . 4 x x 
PicMiehi.|< Ree. sos x 
Rachitisme .. ae 
RAR EES CC ts ates x x1 x 
Rhumatisme artic. aigu 
Rougeole . . 4 x C 
Rubéole. 7. 3 ; 
Seatidui veges wee 4) Xe] X 1X) Gl KX oe pelx 
SCOPDMUES sale’) «lk é 
Septicémie ... . 
Spirochétoseict erohem. x x 
\Suette miliaire. 
AMS ic los Hane 5 - AG a 
RECAROS Marrs «5. x 
Trachome . 3 aa x x x 
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xX 


x xX 
x 
anes 
xX X 
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x 
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x -KXxX 
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xX XX 
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x 
x 
x 
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xX 
xX XX 


x| xX) xX 


«x 
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xX 
xXxxKxXxX xX Xx 
x XxX K x x 
Kk OX Kee xX x X 
ic Ele? x 
XXX xX xx x X 
oP Ge xX xx 
x XKXKX xx xx 
xx xX X x 
xX x 
xX xx 
xX X x 
ES CNT RS en eee 
XX XxX SECT Oe a 
KO EN x X x 
xxxX xX x 
xXxXXxX ee SOAS x 
x X x x 
xKXXxXX x Xe ees a 
xX XK xX xx 
XX xX X x 
x x 
x RF XK 
OS Nee, Kew x 
x x 
xxx x x x x x 
xxXxX RE SRO XS x x 
xX X xX X xx 
EK: XK x x X 
xX xX x 
xX xX xXx 
xxXxXXX xx xX 
x xX X x x 
XX XX RK OK Re OK 
x 
x x 
xx xX X De 
xX x x 
xX xX x 
x x x 
XX KKK xX xX xX 
Xx x 
x xX xX xX 
XXX x x 


xX XKXKXKX 
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x X 
x 
Xx 


XX 
xX 
xX 
x xX 
xX X 
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xxxX 
xX 
xX 
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xX 
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xX X 
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XX XK XK X 
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drichimosess <0. os: 
Trypanosomiase ... 
Tuberculose non pulm. C 
Tuberculose pulmon. x c 
Tubercul., toutes form. 
Typhus exanthémat. 
WaMcellcean wie Ad. sx 
Vianiolencs sive ce. Bel < 
Maladies vénériennes: 
Chancre mou F 
Gonorrhée ... . 
SVbilisr mewn. ove. | 
‘Mycose Be 
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c indique que la maladie doit étre déclarée, mais dans certaines conditions seulement. 


: a4 Ld SE peed Unis (48 Etats et le district de Colombie), nous signalons dans notre tableau le nombre total de ces entités administratives an 
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§ Villes maritimes seulement. 


ane naa que les informations recues le permettent, cette liste est exacte et complete. Si des omissions ou des erreurs sont relevées par nos correspondants n 
Pex plo r communiquer a la Section d*hygiéne les corrections nécessaires dont il sera tenu compte dans la prochaine publication. 
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towns only. 


AMERIQUE — AMERICA 


hat the disease is notifiable, but conditionally. 
nited States it is practicable to indicate merely the number of jurisdictions (48 States and t 


If mistakes or omissions are noted, it is requested that the corresponding cor- be 
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its of the information available, this list is thought to be correct and complete. 
be communicated to the Health Section for inclusion in a future publication. 


NOTIFIABLE DISEASES IN VARIOUS PARTS OF THE WORLD 
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DISEASE 


Actinomycosis 
Tonsilitis 

Septic sore throat 
Ankylostomiasis 
Beri-beri s 
Rilharziasis 
Botulism ~ 

Acute bronchitis 
Broncho pneumonia 
Anthrax 

Asiatic cholera 
Cholera nostras 


Purulent conjunctivitis . 


Whooping-cough 
Dengue 

Diphtheria 

Dysentery 

Food poisoning 

Lead poisoning 
Encephalitis lethargica 
Acute diarrhcea 
Erysipelas 

Continued fever 
Undulant fever 

Rocky Mountain fever 


Trench fever 
Blackwater fever 
Yellow fever 
Puerperal fever 
Relapsing fever 
Typhoid fever 
Paratyphoid fever 
Filariasis 
Scabies 
Infect. granulomaofthe 
pudenda 
Influenza 
Fulminant influenza 
Pneumonic influenza 
Septicemic influenza 
Hematuria 
Epidemic hiccoughs 
Leishmaniosis 
Leprosy 
Cerebro-spinal mening, 
Hydatids 
Bites of animals 
Glanders f 
Phosphoric necrosis 


Ophthalmia neonator, | ~ 


Mumps 

Malaria 

Pediculosis 

Pellagra 

Pemphigus neonatorum 

Plague 

Yaws 

Pleurisy 

Pneumonia 

Polioencephalitis 

Acute poliomyelitis 

Pyemia 

Rickets 

Rabies 

Acute articul, rheumat. 

Measles 

Rubeola 

Scarlet fever 

Scurvy 

Septicemia ; 

Spirochaetal jaundice 

Miliary fever 

Favus 

Tetanus 

Trachoma 

Trichinosis 

Trypanosomiasis 

Non-pulmon. tubercul. 

Pulmonary tuberculos, 

Tuberculosis, all form 

Typhus ‘ 

Chickenpox k 

Smallpox 

Venereal Diseases; 
Soft chancre 
Gonorrhea 
Syphilis 

Mycosis 


he District of Columbia) in which each disease is notifiable. w 
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B EPORT oN ee INTERNATIONAL CONFERENCE ON Cae PEN DARDISC ON OF Wun AND ) SEROLOGICAL Tusts, convened be tHe? ; re 
Health Committee of the League of Nations and held on December 42th to 14th, 1921, ‘at the British Ministry of 0 Ta 

Health, London. (French and English texts.) (C.533.M.378.1921.1IL) . » 1/6 $0, 30; i 

PORT ON THE SECOND INTERNATIONAL CONFERENCE ON THE STANDARDISATION OF ayy "AND tN Tests: ; : peat to) oie 
convened by the Health Committee of the League of Nations and held from November 20th-26th, 1922, at the”. Ne 


- Pasteur Institute, Paris. . . 4h $0725) aa 
EPORT. ON SEROLOGICAL Payesviniaiois “presented to the Second International Geaute rents on the Standardisation ; ust ppg eae 
-_. of Sera and Serological Tests, held at the Pasteur Institute in Paris in November 1922... ... 0°... Ni oad ay ae B fo $2 PG ee 
Report ON THE HUROPEAN Heat CONFERENCE held at Warsaw from March 20th- 28th, 1922 . sient H i 4: [G6 $0.50 9) 
YEPORT ON THE TECHNIGAL CONFERENCE FOR CONSIDERATION OF CERTAIN a es eg OF Bronocrcat STANDARDISATION, i Pa Sasahik 
Edinburgh, from July 19th-21st, 1923... . 4d. $0.05 nd 
VESTIGATIONS ON THE SrRoDIAGNOSIS OF. Sy¥PHILIs. iModort of the Technical Pabanione Conference held at Copen- 4 Meine 
'hagen, November 19th to December 3rd, 4923. (Two Annexes.) (C.5.M.5.1924.1II.) (G.H.148.) .. oy 3/6 $0. S00 be ee 
Tur SPANDARDISATION. OF DYSENTERY Srnum, by Kiyoshi Shiga, a Kawamura, and K. Tsuchiya, The ‘Kitasato Piet play aie 
_ Institute for Infectious Diseases, Tokyo: | “ ! ct ek 
ee, -Virst: Report. (Cc. 177, M49. 1924, PRE ee iN area art oT PGS ee barat Oe Cae a maui amir yaad aga SG SG 2 1 aan 
ie Second Report. (C. 177 (a). M. 49 (a). 1924. Hey. Ai ee ; at is) 467 $0. 20 eee 


Seconp INTERNATIONAL CONFERENCE ON THE BioLogicaL STANDARDISATION OF Gerrain Remepixs, convened by the eerie 
_ Health Committee of the League of Nations and held from August 34st to September 3rd, 1925, at Geneva. (C. 532. eh ; a ueeeiae 
 M. 188. 4925. U1.) (€. H. 350.) (English and French texts.) ... Af $0: 25: US ee 
THe BroLoGicAL STANDARDISATION OF, INSULIN, INCLUDING ReEporTS ON THE ‘PREPARATION OF THE Bere re iitel, iv be : vie 
2 Sa aha AND THE DEFINITION OF THE Untr. RUSSEL eA ert ee eileen peed ek gk a eagle eae AO os SOS aa 
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Punic HEALTH SERVICES IN GERMANY, by Dr. Gottiried Frey, Medical Director, -Refchsgesundheitsamnt, Berlin. | (6.820. i 


M. 309. 1923. III.) (G.H.140.). Bae Me 4 [oo FO BE oem 
Punic HEALTH SERVICES IN AUSTRIA, by Dr. Herman Schroetter, © 825. M. 314. 1923.) (C. H. 141. ) : ; ee A [3 $038 ie 
(ORGANISATION OF THE Pusiic HeattH Services IN THE Kincpom or tHE NETHERLANDS, by Dr. N, M. “Josephus” We acicy Pe ihe 
_  Jitta, President of the Health Council. (C.H.209.) . Gira 97." BO.20.) Ye 

usLic HEALTH SERVICES IN Hunéary, compiled from “Public Hygiene in Hungary” of Aladar de Fay, Under-Secre- : oe 

tary of State, by Alexander de Dobrovits, M.D., ‘Councillor of Section in the Royal pean Central Statistical oe 

Office. (C. H. 265.) See Seen 4 (Bee SOC BO 
ORGANISATION or THE Pusiic HEALTH SERVICES IN CzecHostovaxta, ‘by Hynek ie Pele, M.D., DP. H. (C. ‘H. 268. a pane) 2 [Ge 3. S060. 

PHY GIRNE PUBLIQUE DANS LA POPULATION RURALE DEL’ UKRAINE, par le D'S. A. Tomiline. (Résultats de l’enquéte sani- Be ae 

_ taire et démographique entreprise én 1923 parmi la population rurale de l’Ukraine (C. H. 279.) (In French only.) . . . 1/3 $0.30 
IDRGANISATION OF THE PuBLic HEALTH SERVICES IN Latvia, by Dr. H. J. Gazeneuve (CG. H. 283.) . . poe 1/9 S040 “ 
RGANISATION OF THE PuBLic HEALTH SERVICES IN THE KINGDOM OF THE SERBS, GROATS AND SLOVENES, by Dr. La Stampar, ae ; he 
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LEAGUE OF NATIONS 


. 
REPORT ON THE WORK OF THE HEALTH ORGANISATION 
presented to the Assembly by the Second Committee. 


(Rapporteur: M. Benjamin FERNANDEZ Y MEDINA (Delegate of Uruguay.) 


The report of the Health Organisation of the League and that of the Secretary-General 
have furnished us with a detailed account of the action taken by the Health Committee in pursuance 
of the recommendations of the Assembly with regard to the various proposals made last year. 
We have had one more opportunity of realising the efficiency of the Organisation’s work and the 
progress which has been made in this particular field of League activity, which is undoubtedly 
among the most interesting and the most generally appreciated by the public. 
Attention must first be drawn to the universality of the Health Organisation’s work: the 
Health Committee has succeeded during the last twelve months in establishing very close relations 
with the Health Administrations of the Far East. We are under an obligation, in the first 
instance, to the Japanese Government for all that it has done to facilitate the detailed study 
‘of its excellent health administration by a group of health officers appointed by the Health 
Administrations of Far Eastern countries, some of whom were the chiefs of those services. A 
wealth of information, a series of very careful investigations, together with the personal contact 
established with the Health Administrations of British India, the Philippines, New Zealand, 
Australia, Siam, French Indo-China, China, the Soviet Republic, the Far East and the Dutch 
Indies, will render possible a valuable system of collaboration in the solution of common problems. 
Our colleague His Highness the Maharaja of Kapurthala has already laid stress in the 
Assembly on the réle which the League can play in Asia in its struggle against plague, cholera 
and other diseases. 
| Our Health Committee has succeeded in establishing a permanent system of collaboration 
With its Japanese colleagues, whose work deserves wider recognition, through the intermediary 
of a Co-ordination Committee, which draws up monographs every year based upon the research 
work carried out in Japan. These monographs, which are included in our series of publications, 
will enable the doctors of the West to become acquainted with the progress of every description 
whieved in Japan. This admirable system of collaboration is further strengthened by the 
organisation of an exchange of Japanese and Western health experts and public health officials, 
‘0 whom our Health Organisation has given an opportunity of investigating certain problems 
pi special importance to the Administrations concerned. This investigation will be carried out 
both in Japan and in the countries of the West, and will last for a period of nine months. 
His Highness the Maharaja of Kapurthala also laid emphasis, in addressing the Assembly, 
ipon the rdle played by the Epidemiological Intelligence Bureau of Singapore, in whose work 
I the countries of the Far East co-operate. This first institution of the League of Nations 
jm the Far East serves both to satisfy the immediate needs of the Administrations of the Far 
ast, with which it co-operates in the struggle against epidemic diseases, and also to meet the 
equirements of the Health Administrations of all countries, whether Members of the League 
wr not, which are thus enabled for the first time to obtain direct information with regard to epide- 
Mics arising in the East. Last year at this period, 50 ports were in telegraphic communication 
vith the Singapore Bureau; this number has recently increased and now amounts to 108. 
_ The Second Committee was accordingly unanimous in accepting the Japanese delegation’s 
wroposal+, which was strongly supported by the proposal of the delegation of India, that an appro- 
wiation should be made in the League Budget for the expenses of the Bureau. The Committee 
ully realised the high importance of the work of the Bureau as the first League institution in the 
: far East, and the value of its activities not merely to the Health Departments of the countries 
o that part of the world but to all the States Members of the League. 


| _ The Advisory Committee of our Singapore Bureau is presided over by the head of the Health 


pabainistration of British India, while the Vice-Chairmen represent the Health Administrations 


. . =e 
. 1 This proposal has now been passed to the Fourth Committee. 
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of French Indo-China, Japan, the Dutch Indies, Siam and China. It enables the Health Con 
mittee — which has accepted the task with the consent of the Council — to initiate and co-ordinat 
investigations and research work bearing upon vaccination against cholera, the endemic centres 
of this terrible disease, and the measures to be taken to prevent the risk of the outbreak of an 
epidemic of pulmonary plague in Manchuria. It has also drawn our attention to the desirability 
of the League’s taking an interest in social hygiene problems in the countries of the Far East. 
The annual report gives full details of this work, which is singularly deserving of encouragement 
and peculiarly consonant with the ideas and policy of the League of Nations. # 
The success of the Singapore Bureau has been definitely established and already one can 
foresee the possibility of setting up other regional bureaux on the same lines, in order to facilitate 
the collection and distribution of epidemiological and general health intelligence. . 
No less successful results have been achieved in another part of the East, in Persia, thanks to 
the enquiry which was undertaken two years ago by the Health Committee, and to the subsequent 
steps which were taken. | 
It is not, however, only in the East that efforts have been made to encourage further collabora, 
tion between Health Services. An interchange was arranged among medical officers in the Colonial 
Services of Senegal, Gambia, Portuguese and French Guinea, the Ivory Coast, Togoland, the Gold 
Coast, Nigeria, Dahomey, Sierra Leone and South Africa, who visited the various colonies during 
several weeks in groups in order to investigate in the most detailed manner the working of the 
medical and public health services. 
This journey threw important new light on many subjects; the mutual exchange of theory and 
experience gained under particularly arduous conditions will make it possible to apply in othei 
countries the definite results obtained in most of the colonies which were visited. The dire 
benefit will accrue to the native inhabitants themselves. It should in particular be noted that 
what appears to have been most valuable to those taking part in the interchange is the examination 
of the results obtained by the schools for native male nurses and doctors, and by the treatment i 
hospitals, according to the common practice, of the sick of the native population. 
On the occasion of this interchange, efforts were made to obtain the views of the sanitary | 
medical administrations of the colonies as to the desirability of establishing an epidemiologica 
intelligence bureau in Western Africa in pursuance of the recommendation expressed by the las} 
ordinary session of the Assembly. oa 
This question is still under consideration by the Health Committee, which has decided tc 
carry out an experiment at Algiers and proposes to put forward definite recommendations at its 
October Session. = 
In Africa again the Health Organisation is engaged, through the intermediary of an inter: 
national commission composed of Belgian, British, French, German and Portuguese experts, m 
investigating a series of practical and theoretical problems with regard to the distribution anc 
prevention of sleeping-sickness in Equatorial Africa. You are all aware of the great econo 
and general importance of this research, and you will all be ready to say that you are To 
with keen sympathy the often dangerous work of these scientists in the tropical bush. by 
It is highly desirable that the Health Organisation should show similar activity in Le it 
America. We may recall with satisfaction the efforts which have been made to enable nal 
officers of Latin America to take part in the various investigations and interchanges. There i) 
also a new step to be recorded: a Brazilian specialist has been given the opportunity of investigatin) 
in Japan, for a period of nine months, the parasitic diseases prevalent among Japanese emigrant 
1o Brazil. The Japanese Government and the Health Committee are to be congratulated upon th 
proof which they have given of the practical application of the system of interchanges ani 


individual fellowships. 
The number of experts of Latin-American countries who take part in the work of th 
specialists in child-welfare questions and the campaign against infant mortality will soon b 
attached to the group of experts which the Health Committee, in accordance with the recomaina | 
appointed for the study of this problem of prime importance to all countries. ‘ | 
Infant mortality, important though it is, is only one of many problems which together mak 
proposal made by M. Veverka, delegate of Czechoslovakia, who is asking the Council to reques 
the Committee to embody in its programme the study of physical training including school hygien¢ 
to undertake a comparative investigation and to co-ordinate the researches and enquiries carrie 
out in different countries. | 
to the question of physical training, and succeeded in having a recommendation made to the Healt 
Committee that it should consider the desirability of investigating this question. The proposal 
countries evidently take in all such questions. It will undoubtedly be a useful step to hold | 
meeting in Latin America of experts representing these countries, who will, the Committee h pes 
exhaustive study of the question. The Assembly will doubtless be delighted to see this id 
carried out. > 
tion of leaving to the Health Committee freedom to study the possibility and advisability of givil 
effect to the same, it being understood that such investigations will entail no expenditure beyom 


technical commissions of the Health Organisation is increasing year by year. We trust tha. 
tion presented by the Netherlands delegation to the last ordinary session of the Assembly, ha 
up the question of child welfare. The Committee therefore displayed the keenest interest init 
and to consider whether there are any special problems in connection with which it would be ‘ 

As long ago as 1924, Dr. Caballero, delegate of Paraguay, drew the attention of the Assembl. 
of the Cuban and Paraguayan delegations bear witness to the interest which the Latin-America’ 
take part in the work of the body of experts appointed by the Health Committee to ne 

The Second Committee, in adopting the various resolutions proposed, does so with the inter 
what is provided for in normal budgetary credits, 


RESOLUTION. 


“The Assembly: 


“ Having taken note of the reports dealing with the work of the Health Organisation (docu- 
ients A.6.1926., A.6 (a) .1926 and A.17.1926.), notes with satisfaction the growth and increasing 
sefulness of that work with its tendency to universality; 


“ Expresses its gratification at the work undertaken and the results obtained by the Health 
committee and its organs as well as by the various experts entrusted with special missions, and 
fishes to express its sympathetic interest with the scientists of the International Commission 
n Sleeping-Sickness who are conducting their sometimes dangerous enquiry in Equatorial 
frica. 


“The Assembly notes with satisfaction the close collaboration established with the sanitary 
nd medical authorities of Japan as a result of the interchange and the conferences held in that 
ountry; and with the sanitary administrations of other Far-Eastern countries, through the inter- 
1ediary of the Advisory Council of the Epidemiological Intelligence Bureau of the League at 
ingapore ; 


“Notes in particular the plan of research work and special enquiries into health problems 
f the Far East in which the administrations of British India, China, the Dutch Indies, French 
ndo-China, Japan, the Philippine Islands and Siam have promised their assistance ; 


“And requests the Council to refer the resolutions proposed by the Cuban *, Czechoslovak? 
nd Uruguayan delegations to the Health Committee for consideration.” 


. 

1 “The Second Committee, in conformity with the resolution: of the Fifth and Sixth Ordinary Sessions of the Assembly 
a the subject of infant mortality and the protection of children, requests the Council to ask the Health Committee to 
onsider to what extent it could, at a suitable time, enlarge its scheme of international enquiry to include other problems 
| eugenics. ” 

2 “ The Second Committee, considering the importance of physical culture as a means for preventing disease and 
| view of the interest which numerous countries take in that question, asks the Council to instruct the Health Committee 
yeonsider the inclusion in the programme of its work of the international investigation of physical culture, including 
tholastic hygiene, and to decide what special problems may necessitate a comparative study and a co-ordination cf 
ational research work and national enquiries. ”’ 


_ 8 “The Second Committee, having taken note that the International Eccnomic Conference’s plan of enquiry is 
» include an examination cf the problems of nutrition (document A. 24. 1926. II), points out the interest which would 
tach to the supplementing of this enquiry by a study of the problem from the standpoint of race improvement. This 
udy should take into account the wors of the Health Organisation regarding infant mortality, as well as the reports 
y the fapanese Institute of Research into Nutrition Problems comprised in the publications of the Health Committee. ” 


} 


: 
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ciété et aux délégués a la septiéme } 
ession ordinaire de l’Assemblée. ] iD 


TRAVAUX DE L’ORGANISATION 
D’HYGIENE 


Résolution adoptée par 1’Assemblée le 24 septembre 1926 (aprés-midi) 


sur la proposition de la deuxieme Commission. 


L’ Assemblée, 


Ayant pris connaissance des rapports relatifs a l’ceuvre del’ Organisation d’hygiéne (Docu- 

nents ye, 1920, A. 6(@). 1926-et A, 17. 1926) constate avec satisfaction que son action devient 
‘oujours plus grande et plus utile et tend a devenir universelle, 
Se félicite des efforts poursuivis et des résultats obtenus par le Comité d’hygiéne et ses organes, 
umsi que par les diverses personnalités chargées de missions spéciales et assure sa sympathie et 
son intérét aux savants, membres de la Commission internationale de la maladie du sommeil, 
Tul poursuivent des travaux parfois dangereux, en Afrique équatoriale; 

Elle se réjouit de la collaboration intime établie avec les autorités sanitaires et médicales 
ju Japon, comme suite a l’échange et aux conférences qui ont eu lieu dans ce pays, ainsi qu’avec 
es administrations sanitaires d’autres pays d’Extréme-Orient, grace a l’intermédiaire du Comité 
sonsultatif du Bureau de renseignements épidémiologiques de la Société a Singapour ; 

Reléve particuliérement le programme des recherches et des enquétes spéciales sur les pro- 
olémes d’hygiéne de |’Extréme-Orient auxquelles ont promis leur concours les administrations de 
a Chine, des Iles Philippines, des Indes britanniques, des Indes néerlandaises, de l’ Indochine, du 
Japon et du Siam; 

Et prie le Conseil de renvoyer a l’examen du Comité d’ pyereus les résolutions soumises par 
es délégations de Cuba, de la Tchécoslovaquie? et de l’Uruguay®. 


| 1 La deuxiéme Commission, conformément aux résolutions des cinquieme et sixiéme sessions ordinaires de |’ Assem- 
)lée sur la mortalité infantile et la protection de l’enfance, prie le Ccnseil d’inviter le Comité d’hygiéne 4 examiner dans 
‘uelle mesure il pourrait, au moment opportun, étendre aux autres problémes de l’eugénisme son plan d’études inter- 
ationales. 3 

2 La deuxiéme Commission, considérant l’importance de l’éducation physique comme moyen de prévenir les mala- 
ies et considérant l’intérét que porte1t de nombreux pays a cette question, prie le Conseil d’inviter le Comité d’hygiéne 
| examiner l’cpportunité d’inclure dans le programme de ses travaux l'étude internationale de l'éducation physique, y 
ompris Vhygiéne scolaire, et & examiner quels sont les problémes particuliers qui peuvent nécessiter une étude comparative 
t une coordination de recherches et d’enquétes nationales. 

8 La deuxiéme Commission, en constatant que le plan d’étude de la Conférence économiq ie internationale comprend 
étude du probléme de l’alimentation (document A. 24. 1926. II), attire l’attention sur l’intérét qu’il y aurait 4 suppléer 
cette enquéte par une étude du probléme au point de vue de l’amélioration de la race. Cette étude tiendrait compte 
otamment des travaux de l’Organisation d’hygiéne relatifs 4 la mortalité infantile, ainsi que des travaux de |’ Institut 
hponais de recherches sur le probléme de |’alimentation inclus dans la documentation du Comité d’hygiéne. 


' 
| 
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‘SEVENTH ORDINARY SESSION OF THE ASSEMBLY OF THE LEAGUE 
my | OF NATIONS. 


WORK OF THE HEALTH ORGANISATIOD 


Resolution adopted by the Assembly at its meeting held on 
September 24th, 1926 (afternoon). 


(Adopted on the proposal of the Second Committee.) 


The Assembly: 


Having taken note of the reports dealing with the work of the Health Organisation (do ct 
ments A.6.1926., A.6 (a) .1926 and A.17.1926.), notes with satisfaction the growth andi increasit 
usefulness of that work with its tendency to universality ; 


Expresses its gratification at the work undertaken and the results obtained by the Healt 
Committee and its organs as well as by the various experts entrusted with special missions, al 
wishes to express its sympathetic interest with the scientists of the International Commission 
on Sleeping-Sickness who are conducting their sometimes dangerous enquiry in Pq 
Africa. 3 


The Assembly notes with satisfaction the close collaboration established with the sanit ary 
and medical authorities of Japan as a result of the interchange and the conferences held in thi 
country; and with the sanitary administrations of other Far-Eastern countries, through the inte 
mediary of the Advisory Council of the Epidemiological Intelligence Bureau of the League § 
Singapore; 


Notes, in particular, the plan of research work and special enquiries into health probill 1S 
of the Far East in which the administrations of British India, China, the Dutch Indies, Frenc 
Indo-China, Japan, the Philippine Islands and Siam have promised their assistance ; 4 


And requests the Council to refer the resolutions proposed by the Cuban+, Czechoslov ak? 
and Uruguayan ® delegations to ane Health Committee for consideration. 


1 The Second Committee, in conformity with the resolutions adopted by the Assembly at its fifth and sixth ordinary 
sessions on the subject of infant mortality and the protection of children, requests the Council to ask the Health 
Committee to consider to what extent it could, at a suitable time, enlarge its scheme of international enquiry to in 
other problems of eugenics. 


* The Second Committee, considering the importance of physical culture as a means for preventing disease a .d 
in view of the interest. which numerous countries take in that question, asks the Council to instruct the Health Commit 
to consider the inclusion in the programme of its work of the international investigation of physical culture, including 
scholastic hygiene, and to decide what special problems may necessitate a comparative study and a co-ordination of 
national research work and national enquiries. H . 


8 The Second Committee, having taken note that the International Economic Conference’s plan of enquir y is 
to include an examination cf the problem of nutrition (document A. 24. 1926. II), points out the interest which 
attach to the supplementing of this enquiry by a study of the problem from the standpoint of race improvement. 
study should take into account the wor« of the Health Organisation regarding infant mortality, as well as the Ss 
by the Japanese Institute of Research into Nutrition Problems comprised in the publications of the Health Committee 
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*TIEME SESSION ORDINAIRE DE L’ASSEMBLEE DE LA SOCIETE DES NATIONS 


 TRAVAUX DE LORGANISATION D'HYGIENE = 


‘s) r a a . vii 
Deuxiéme résolution adoptée par l’Assemblée le 24 septembre 1926: (apres -midi) Sal 
: a LD Aber Adio AI Hane 7 
sur la proposition de la deuxiéme Commission}. . 

¥. L’ Assemblée, i LIN ee ee . fa ce 


' Considérant l’importance de I’ceuvre accomplie par le Bureau des renseignements épidémiolo- 
jues de Singapour, premiére institution de la Société des Nations en Extréme-Orient, considérant, 
cautre part, l’utilité de son action non seulement pour les pays d’Extréme-Orient mais aussi pour - 

cautres Etats Membres de la Société, 
bi Décide d’inscrire un crédit au budget de la Société pour les dépenses de ce Bureau pour |’exer- 


€ 1927. 


1 Voir document A. 112. 1926. III. 
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WORK OF THE HEALTH ORGANISATION 


a 


1 


cond Resolution adopted by the Assembly at its meeting held on September 24th, 1926 
rs ; (afternoon) 


(Adopted on the proposal of the Second Committee) 1. 


iew of the importance of the work of the Singapore Bureau of Epidemiological Intelligence 

first institution of the League of Nations in the Far East, and in view of the utility of its 
ot only for the Far-Eastern countries but also for other States Members of the League, 
Decides that provision for the expenses of the Bureau should be made in the Budget of the 
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Report of Permanent Standards Co at 


( Geneva, October 1ith~13th, 1926.) 


s t data rF a 
y vt 


Way on ee. 
ut that, in aéeordanive with the 


LANA Chee 8 


y. -Anti-Diphtheritic Serum. — Dr. Madsen. 


2. Anti-Tetanic Serum. — A proposal was presented to the Commission by the Conference 
bf Laboratories, which have participated since 1922 in the studies carried on to establish an inter- 
yational unit of anti-tetanic serum. On the recommendation of the Conference it was decided 
to define the new international unit as follows: 


« 


“The unit is to be determined with a standard serum in such a way that its relation 
to the American unit is exactly 2 international to 1 American unit. 
+ “ This resolution is the consequence of the proposals made to the Second International 
_ Serological Conference of 1922 by Professors Louis Martin and W. Kolle, and of the investiga- 
tions carried out in the several laboratories since that date.” 


Dr. McCoy, Director of the Hygienic Laboratory at Washington, declared he had no authority 
40 approve the new unit for the United States of America, but he could see no objection to American 
producers of anti-tetanic serum for export indicating on the labels the content of serum in terms 
of the new unit, as well as of the American unit. 

ie the different institutes represented at the Conference will establish a standard conforming 
0 the definition of the new international unit. In order to ensure that the sera used as standards 
vy the different States have identical titre, the State Serum Institute of Denmark, which 
‘or this purpose acts as a central laboratory for the Health Committee of the League of 
Nations, will arrange for comparative studies of such sera to be carried out every year and will 
‘eceive periodically samples of sera in order to carry out experimentally comparisons with such 
era. The Commission took note of the fact that the Institute of Experimental Therapy of 
Srankfort-on-Main, after having prepared a standard serum, will continue to furnish this serum 
‘0 all Institutes which make the request. 


3. Anti-Dysenteric Serum. — The conference of Directors of Institutes who have parti- 
sipated in the study of anti-dysenteric serum, namely Professors Louis MARTIN, T. MADSEN, KOLLE, 
dirszreLD, DoERR and Doctors TsuRuMI, O’BriEN, Dumas and Douctas, made a proposal with 
egard to the continuation of the experiments which had been undertaken as a result of the work 
of the Committee for the study of anti-dysenteric serum. The Commission adopted the resolution, 
vhich was presented in the following terms: 


“ The method of assay for anti-dysenteric serum proposed by the State Serum 
Institute at Copenhagen, on the basis of the work carried out by the Committee for 
Investigation of Anti-Dysenteric Serum (President, Professor Shiga), constitutes a real 
advance on former methods. 

“ It is desirable to continue the trials by taking as standard the serum of the Copenhagen 
Institute. The Copenhagen Institute will send to each laboratory, every two months for 
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as 40 | 25 (A.) + 50 (F.) 50 (A.) 10/26 + 750 (F.) 700 (A.) 11/26, Imp, Kundig. 
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e ‘every two months for a yea: 4 to Copen 
actly assayed according to this method, with a view to confirm 
ace Bag gyal 5 SCG OGRE Ne 
are in agreement, it will be possible to adopt a definitive | 
of the standard serum of Copenhagen. Only then will it be po 
stigation of the therapeutic potency of sera of different origins.” ; 


OR Os Pg ncerned will send, 
anti-dysenteri 
tion of the re 

bd haere wil 
national u 
to make a 


The Com Li 
technique for 1 
be continued 


i led to outline for all the Institutes participating in this study a de 
“the provisional unit which was adopted and for the studies which v 
year 1927 (see Annex 1). . +: 


Secoccus Serum. — The Commission is not in a position to recomme 
fandardisation of anti-meningococcus serum, since no new fact has come 
ternational Serological Conference of 1922, which decided that none of t 
“could be recognised by all the experts as being certain enough to be utilis 
Pestablishing a precise measure of the anti-body content or of the therapeu 


tion of anti-meningococcic sera may be carried out by the determination 6} 
pecific anti-bodies by the method of complement-fixation or by the method 6: 


ae 
+ 


eumococcic Serum. — The problem of the standardisation of anti-pneumo 
‘not yet reached a stage which permits the adoption of recommendations from 
the inte nal point of view. The Commission does not desire to propose new studies, , 
no new observations have been added to those which are included in the Report of the Secont 
International Serological Conference held in 1922. i 


| 


6. Scarlet Fever. — The Commission, after a discussion on the new specific methods j 
the diagnosis, treatment and immunisation of scarlet fever, and recognising, on the one hai 
the importance of the problem and, on the other, the difficulty entailed in an attempt to maki 
definite recommendations at the present time, decided to entrust to the American, British an 
Polish Institutes, in collaboration with the Copenhagen Institute, the study of these metho 
and requests its members to present a report at a subsequent session. 


7. Tuberculin. — The Conference, having heard the communication of Dr. Tsur 
concerning the work of Professor Calmette, decides to initiate a comparison between the exis 
standards (Frankfort, Japan, Paris) for human and bovine tuberculin. 


8. Dr. Madsen commented briefly on the present investigations of the tests for s 
and on the work of the Smallpox and Vaccination Commission with regard to the standardise 
of vaccine lymph. | 


9. Dr. Dale presented a short note on the progress made in the international standa 
tion of therapeutic substances by biological methods (Annex 2). 


10. Professor Kolle extended an invitation to the Commission to hold its next sess 
at Frankfort. ae 


Members present: 
Permanent Standardisation Commission. 


President: Professor MADSEN. 
» DALE. 
» KOLLE. 
» Louis MARTIN. 
Dr. McCoy. 


‘Tetanus Conference. 


Professor Louis MARTIN. 


» KOLLE. 
» MADSEN. 
Dr. McCoy. 
» TSURUMI. 


Dysentery € onference. 


Professor KOLLE. 

» DOERR. 
Dr. DOUGLAS. 
» DUMAS. 
Professor HIRSZFELD. 

» Louis MARTIN. 

» MADSEN. 
Dr. O’BRIEN. 
» TSURUMI. 


act; en ey de ACR a 
Ravtictpating insti; itutes will receive. an Sagyils contain all 
y standard serum (Copenhagen) in glycerinated saline (: 

al saline), and one ampoule of standard toxin. | 

f this toxin, an emulsion is made as follows: 

The requisite amount of toxin is weighed out and added tot 

1e glass beads are poured in, and the bottle vigorously shaken unt: 

; formed with no visible particles. After 45 minutes at 37° C. the 
pit necessary, may be kept in the ice-box until the following dal 

king is repeated. rane: 

_ After the toxin ampoule has been once opened, it should be kept iam 

ric acid anhydrid. a 

_ After the mixtures of serum and toxin are made, the small tube 

haken, kept for 45 minutes at 37° C. and again shaken before injection’ 

Doses of 0.5 c.c. each are injected into the tail veins of mice (15 to 26 gr. Peet 

e to be kept under observation for seven days. Mice dying within 18 houtSahig  laner be included i 

n the results, but should be indicated in the report. ag | + ie a 


ent solution of the ‘ 
glycerin, one- ecg i" 


yiantity of saline, } 
neous suspension ye 
is shaken again | fy” 
the testing, the Ce 


| | Example: ail 


see to doses of the toxin-antitoxin mixture (5 c.c.) is made. 
Test dose of Toxin — 0.33 mg. 


(zr) An emulsion of the test toxin is made so that 0.33 mg. is contained in 0.7 <m 


(2) 1 dose ro doses b 
ae ‘i 
ie ELUM See egy PaO 0.02) C:C: 0.2 C.C4 / 
: 4 AES Es Sed eS ah ee PO Ns cee Ee REO R TN. - 
te FLOR TRLI oo Nh kar Uk Orme... He.) yi | 
ON ee ae 3.8 c.c. aS 
Be Se ARE ak oR Na RR Reels EE SIE GR Bes URE Fo ES ESR ANGE CD Dei priees eee mire Oren Pane soe | ee Ky; 
f i) 
Of this, 0.5 c.c. is injected intravenously. é ee 


| _ Six mice shall be used on each occasion that the serum is tested. The results may be 
) Be ded in tables similar to the sample attached. i 


: 4 


, SERUM Date of Titration. hy 


am Toxin : | ae: 


Injection Volume 0.5 cm. 


Date of death 


Serum Number of | Number of Hex, Center bei, we Jeu y —____—— 
Sasis living dead living Ss rst pid 3rd 4th 5th | 6th 7th 
<18T | day | day | day | day | day | day | day 


a ee a) a | enn! Gann 


———. | —______. | —_ | —— ——_———_ J —_—_—__—. 


——$———— | —_— —.__,, | —— J ——— |] — | — | | 


Dosis neutralysata. 
non-newtralisata. 
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ENT Mawes CnrMrscton ON PROGRESS MADE WITH THE iireneee } 


Noe ae Prenat OF reac SuBsTaNces BY Brotocicat METHODS, PRESENTED 
STANDARDISATIO: _ 


Dr, DATE.) Os 2k m8 
_ of the fe eport of the Conference which met at Geneva in September 2 1925 


Re tes’ been ade i in the following directions. 
we 


~* 


hits, a9 al 
Pi aane rel on 
mal andard, adopted by the Conference, has been distributed to the appropriate re 
ee number of different countries, and its use now may be said to be world-wide, 
sulin has everywhere the same meaning. An account of the method of prepar 
anit Gf the international tests on the basis of which its unit value was settled, and 
ot se ford eos the value of insulin preparations by company with the stande rd 


r, Insulin. 


ie — wpe The in inter re 


Pituitary S — 


It was anticipated that no central supply of the standard substance would be required, 

~ trials had shown that different makers, following the same routine in different laboratories 
countries, could produce samples of indistinguishable activity. Nevertheless, applications | 
been made from different countries for samples of a central standard, and I have now obtai 
quantity of some 50 grammes of the posterior lobe substance, extracted and dried ee 
yw to the U.S.P. method, and shall be able to meet requests of this kind. H 


| Digitalis, ele. 


The work on the three samples of digitalis powders, distributed for. inde e 
different centres, is now practically complete. The results. show that the different bi 
methods available (frog, cat, etc.) give results sufficiently concordant with one another 
with the clinical trials carried out with the same three digitalis powders, to justify the conch 
m that the biological methods in use give a true and practical measure of the potency of these 
> rations. The preparation of the standard digitalis powder by Professor Magnus is nowcom 
and it is now being packed for distribution. A report showing the applicability of th 
Mmethods to strephanthus preparations, with g. strophanthin as a standard, ri sane recelv 
Dr. Burn and Dr, Trevan. 


Sain. etc. 2 Sel Rees bal fie 


\Samples of one of the standards which Professor Kolle is preparing — that of Neo-sal 
been received and have been distributed for trial and report to several countri 
rd material prepared for the sulpharsenol (sulphars-phenamine) products has been r 
from Professor fo til and will be distributed similarly for international trial, with the s 


» Scheme for comparing a series of cod-liver oils for their content of Vitam A ay the 
test on the one hand and a suggested colour-reaction on the other has been carried out. 
Poulsson furnished a series of samples of cod-liver oil, and the tests on these by four inde} 
biol experts, and by the colour-reaction, are nearing completion. 480 
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| INTRODUCTION 


Cholera in Japan is always an exotic disease. Trade-ships from- 
Shina and India have been the carriers of cholera to our ports and, 
n spite of vigilant surveillance, the disease has invaded Japan 
rom time to time, occasioning much loss of life anda large expenditure 
f£ money. Fortunately, however, the climate of Japan is not favour- 
ible for the cholera vibrio. Its virulence is highest in the summer 
md becomes attenuated in the autumn. Only rarely does the vibrio 
urvive through the winter. The homes of cholera, where enormous 
iumbers of lives are lost yearly, are near our door, so constant watch 
as to be kept against the invasion of the disease. 

These facts have stimulated the study and establishment of various 
yreventive measures, which, step by step, have attained the present 
‘ficiency. Concurrently, many bacteriologists have undertaken 
‘esearch concerning the cholera vibrio, and many valuable results 
ave been obtained, notably with regard to culture methods, the 
itudy of variations and types of the vibrio, and improvements in the 
reparation of preventive vaccines. Some of the results of these 
nvestigations have been reported in a foreign language, but a far 
greater part of the literature is in Japanese and therefore inaccessible 
‘oO most Western investigators. 

It was on the invitation of the Health Organisation of the League 
af Nations that we undertook this work of compilation. The amount 
of published work on cholera in Japan is enormous, but we believe 
we have summarised almost all the more important contributions to 
che subject. References to the literature have been noted in each 
>ase, 


STUDIES OF 
CHOLERA IN JAPAN 


Ghanler I. 


CULTURE MEDIA FOR CHOLERA. 


1. ALKALINITY. 


The alkalinity of culture media for cholera has been studied with 
te object of facilitating the isolation of the cholera vibrio. The 
\brio is found almost in pure culture in the feces of cholera patients. 
‘is is due to the special faculty of cholera vibrios of thriving in alka- 
he media. Oshida, in 1909, taking advantage of this fact, prepared 
te following medium: 


eee co ae. IT. 000 C.c. 

o> 2 5 SSS ga ee 25 gm. 

Biepio s Meat Extract . .. . 7.5 ¢m. 
| Pecmimchioride :-.-. >... 5 gm. 
memienc, (Witte). f . 40 gm. 


_ After the above mixture has been completely dissolved, its reaction 
imade neutral to litmus with sodium carbonate. It is next clarified 
ith two eggs, and then made alkaline by the addition of 10 gm. of 
ptassium hydroxide and sterilised. The medium is divided in Petri 
shes, The plates are then incubated for a day to remove gas from 
te medium. Oshida reported that this medium is very favourable 
fr the growth of cholera vibrios, but not favourable for other organisms. 

Tn 1912, Ohno reported that not all strains of the cholera vibrio 
trive well in alkaline medium. Some strains grow better in a neutral 
tedium or even ina weakly acid medium. Therefore he recommended 


tat peptone water of three different strengths of reactions be pre- 
fred ; 


| Per cent 

| Mum etinacid peptone water... . 2. . +... 0.3 

Normal alkaline peptone water .....-.-.-.-- 0.5 
Normal alkaline peptone water ....-.------: 1.3 


| Phenolphthalein was used as the indicator. 


ei.) ae ae 


Nakadate, in 1920, studied these media with a strain of choler 
vibrio isolated from a patient in Eiko, Manchuria. He reported thai 
when alkalinity of a phenolphthalein neutral 2 °/o peptone wate 
is increased with crystal sodium carbonate, the growth of the vibri 
is most favourable at 0.6 per cent alkalinity; with degrees of alkalinit 
in excess of this, the growth is poor; and above 1.5 per cent alkalinit 
there is no growth. He also stated that there is a variation in th 
alkaline resistibility of strains of cholera vibrios in different epidemic: 

Matsuo, in 1924, attempted to find the optimum alkalinity « 
peptone water for isolation of cholera vibrios by carefully determir 
ing the H ionconcentration. His results show that the range of growt 
of the cholera vibrio is from PH 4.5 to 11.3, while that of the colo 
bacilliis from PH 3.0to 10.8. The cholera vibrio thrives very well in 
medium with PH of from 9 to 10, but at this H ion concentration th 
growth of colon bacilli is greatly hindered. He therefore recommende 
a peptone water having PH of from g to Io. 

Ando and Yoshioka also studied the influence of H ion concen 
tration on the growth of the cholera vibrio, and they found certai 
differences with different strains and media. As a rule, however 
the optimum H ion concentration is only slightly higher than tha 
for other organisms. The best growth is obtained with media havin 
PH of from 7.8 to 8.1. Cholera vibrios, however, grow comparativel 
well in media with stronger alkalinity than other organisms. Th 
range of PH favourable to the growth of the vibrio in bouillon is 6.0 t 
9.0, and in peptone water 5.5 to 9.0. For rapid growth in pepton 
water a H ion concentration of 7.8 to 8.1 is the best and it should no 
be over 8.5. For incubation of 18 to 24 hours, the peptone wate 
should have PH of 8.5 to 9.0 to prevent the growth of other organisms 

The most favourable H ion concentration for the growth of th 
vibrio is also influenced by the kind of media employed. — For instance 
the limits of growth in glucose peptone water are from 4.95 to 5.4 
and in bouillon from 5.3 to 5.7, and in peptone water from 5.0 to 5.2 
Thus the cholera vibrio grows in peptone water with a lower H io1 
concentration than in bouillon. The limit of growth of colon orga 
nisms is below 5.0. Thus the resistance of cholera vibrios to acid 1 
weak. During the growth of cholera in a medium, acidity is imerease 
at first and then alkalinity is increased up to about PH 9.0. 

Kojima, in 1923, found that, in media containing cane sugar, th 
optimum growth of cholera is obtained in media having a H ion con 
centration of from 7.0 to 8.0; growth is somewhat hindered at PH 8. 
and prevented at PH 8.8. A PH of 6.4 similarly prevents the growt! 
and a PH of 5.6 exercises a sterilising action. He recommended weal 
alkaline media for use in connection with bactericidal tests for choler 
in test-tubes. 

Sakuma, in 1922, recommended the addition of 3 to 4 per cen 
of 10 %/, sodium carbonate to litmus neutral agar medium. - 


a 
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2. PEPTONES IN MEDIA. 


~ Tsuzuki and Miyazaki, in 1903, found that the growth of cholera 
ibrios varies according to the variety of peptones employed. They 
ompared peptone Carl Rohde, peptone Gehe and peptone Witte and 
ound peptone Carl Rohde to be most favourable to the growth of 
holera. Teruuchi and Hida, since 1912, have prepared peptone 
thich they have found to be better than Witte or Gehe peptones. 
_ The method of preparation of Teruuchi and Hida’s peptone is as 
ollows: Casein 100 gm. is dissolved in 1 litre of 0.8 > dehy- 
‘rated sodium carbonate, and 5 to 10 gm. of pancreatin and a small 
juantity of chloroform added. The mixture is incubated for three 
0 five days, during which period it is stirred from time to time, and a 
ample is taken out every day for test by the tryptophan reaction. 
WVhenthe reaction reaches its maximum and the presence of tylosin is 
lemonstrated, the mixture is heated to 80° C. and filtered. The solution 
3 neutralised with weak hydrochloric acid and evaporated to powder 
inder a low temperature. When 4 to 5 per cent of peptone thus pre- 
vared is used in media, the growth of cholera is very favourable. 
\n alkalinity of 0.3 per cent of dehydrated sodium carbonate is the 
yest, but 1.2 to 1.5 percent alkalinity also ensures a fair growth. The 
yeptone which is prepared by the hy drochloric-acid-pepsin- digestion 
nethod is rather sensitive to alkalinity and with 0.5 per cent dehydrated 
odium carbonate the cholera vibrio would hardly grow. The authors 
ecommended therefore the use of trypsin-digested peptone for cholera 
nedia of high alkalinity. Trypsin-digested peptone is extensively used 
n bacteriological work in Japan under the name of Teruuchi’s peptone. 
_ Kabeshima, in 1922, compared Teruuchi’s peptone with others and 
ound that the growth of cholera in media with Teruuchi’s peptone is 
lot appreciably better than with other peptones, but the appearance 
if the indol reaction is more rapid and distinct. He maintained that 
he growth of cholera is not dependent on the kinds of peptone used 
yut on the reaction of the medium. Media of neutral reaction or 
vith an alkalinity up to 5 degrees with phenolphthalein yield the 
yest growth. Cholera grows well in a strongly alkaline peptone water 
uch as 50 degrees with phenolphthalein, in which other ordinary bacteria 
lo not grow. Therefore such a medium should be used in tests with 
ces of convalescent patients and incubated for 18 hours. Where 
ces contain a large number of cholera vibrios, the peptone water 
hould be weakly alkaline or neutral and incubated only for 6 hours. 
| 
| 3. SERUM oR Bioop MEDIA. 

Dieudonné’s medium and Esch’s medium have been studied in 


Japan, Tokunaga, in 1911, reported that Esch’s medium does not 
ufficiently suppress the growth of organisms other than cholera. For 


Las 


this purpose Dieudonné’s medium is better. He also found that 
sodium hydroxide can be used instead of potassium and he prepared 
a sodium-hydroxide-serum agar medium. Experiences with this 
medium showed it to be an improvement on Dieudonné’s, and, since 
this medium is transparent, the characteristics of cholera colonies 
can be observed. He also reported another medium as being far 
superior to Dieudonné’s. Defibrinated blood is added in equal 
amount to 93 per cent alcohol, and then filtered through paper. The 
filtrate is compressed to remove as much water as possible and dried 
at 55° C. to powder form. Of this powder 15 parts, 15 parts of normal 
sodium hydroxide and I5 parts of water are mixed and sterilised for 
30 minutes. Of this mixture 3 parts are then mixed with 7 parts of 
ordinary agar medium, and plates are made. 

Kabeshima, in 1912, studied media containing hemoglobin, and 
compared their efficiency with the media of Dieudonné, Pilon, Esch, 
Oshida, Ottolenghi and others. He prepared the following medium : 
To 80 c.c. of 3 °/o agar medium are added 10 c.c. of 25 %%/o crystal 
sodium carbonate solution and boiled for 30 minutes; the mixture 
is then cooled to 60° C,, when 3 gm. of Pfeiffer’s hemoglobin extract 
in 10 c.c. of salt solution are added. The mixture is poured into 
Petri dishes. The medium may be used immediately. 

This plate is transparent and brownish and it has an aromatic 
odour. The growth of the cholera vibrio on this medium is excellent; 
the colonies become visible within 10 hours and in 18 hours they 
have diameters of from 2.5 to 3.5 mm. and in 48 hours they are as 
large as 6 mm. in diameter. On the other hand, coli, typhoid, para- 
typhoid, dysentery, pyocianeus, alkaligenes organisms show no visible 
growth in 24 hours, and at the end of 48 hours alkaligenes alone 
appears in the form of minute colonies. Cocci may grow within 
24 hours, but they are easily differentiated by the characteristics of 
the colonies. 

A comparison of Kabeshima’s medium with other selective media 
shows that Dieudonné’s medium cannot be used for 24 hours after 
its preparation, and when it is kept for a time its free alkaline is 
decreased, and consequently its suppressive action for the growth of 
other organisms is diminished. In Pilon’s medium, sodium carbonateis 
substituted for the potassium in Dieudonné’s medium. It has dark 
brownish particles, which interfere with the examination of the colonies, 
and there is a gradual decrease in the amount of free alkaline. Esch’s 
and Ottolenghi’s media have only a weak suppressive action for the 
growth of other bacteria. Ohshida’s medium does not give a sulfi- 
ciently good growth of cholera. On the other hand, Kabeshima’s 
medium is easy to prepare and can be kept for a comparatively long 
time; it gives a very good growth of cholera vibrios, and at the same 
time it has marked suppressive action on other bacteria. For these 
reasons, it is suitable to use for the isolation of cholera vibrios when 
these are co-existent with a large number of other bacteria. j 

Kabeshima’s medium can not only be used in laboratories 


iatisfactorily, but also gives good results in the examination of feces of 
sholera patients. According to Kabeshima’s report, results of the 
somparison of various media for the growth of cholera are as follows : 


1. Ordinary agar medium (examination of feces from 76 cholera 
yatients) : 


Per cent 
Meemtivesstowth. of cholera. .. . .. 2.5. 90.8 
MieeativesprOwth of cholera. ......... 9.2 
Growth of cholera vibrios only . . : 14.5 
Mixed growth of various organisms with cholera YOu 


2. Dieudonné’s medium (examined with feces from 68 cholera 
yatients) : 


Per cent 
Mueivencrowth Of cholera. ©. . .. ... =. 100 
Growth of cholera vibrios only. . . Nee a 78.0 
Mixed growth of various organisms with cholera 22.0 


3. Kabeshima’s medium (examined with feces from 112 cholera 
atients) : 


x Per cent 
emeeerowin ol Choléta. . =... ...... . . 100.0 
Growth of cholera vibrios only . : O357 
Mixed growth of various organisms with cholera 6.3 


_ Kabeshima’s medium greatly facilitated the work of Takano in his 
study of the relationship of fish to cholera. Nakamoto also reported 
Xabeshima’s medium to be the best of all the selective cholera media. 
Jther work in Japan all confirmed Kabeshima’s experiments with his 
nedium. 

Kabeshima, in 1916, prepared his medium with hemoglobin extracts 
nade in Japan i in the following proportion: In 1 litre of neutral broth 
\war 3 per cent Teruuchi’s or Shiono’s peptone is dissolved; 100 c.c. of 
8 °/, crystal sodium carbonate solution is then added. The mixture is 
oiled for 10 minutes and then cooled to 45° C., when 50 gm. of Shinoda’s 
vemoglobin extract dissolved in 100 c.c. of salt solution are added. 
Uhe medium thus prepared is divided into Petri dishes in suitable 
‘mounts. The cholera grown on this medium can be used for diagnostic 
igelutination tests. 


! 


4. MEDIA FOR COLOURING THE COLONIES. 


_ Yoshida, in 1911, noticed that colonies of cholera on Endo medium 
sradually become deeply scarlet in three to four days. Taking advan- 
age of this fact, he devised the following medium : 


| 3°%/oordinary agar medium .....:.. 4I1,000 C.Cc. 
| 10 % sodium carbonate. . . Sie 3OrAO &C.Cs 
Saturated alcoholic solution of fuchsin: eae if st.c: 

Pure glucose. . . eee ea SO> AO’ CW, 


10 % sodium sulphite sOritiguw Spvin Psy. 25 ce, 


The colonies of cholera and other vibrios are coloured scarlet on tl 
medium, but other organisms in feces are not coloured. 

Ito (1914), taking advantage of the fact that the cholera vib 
changes starch into sugar and then produces acid, while colon organisr 
do not have any such action, devised the following starch medium: 


Water. 2 woe So. on rr 
Starch Sf 2) 2) oy Vea ee IO 
Peptone:,...) 2°." 2[..) «Ue eee ee 30 g. 
malt nc fo 2) o ee 5 2 
Agar a" 8 A 30 g. 
Saturated alcoholic solution of fuchelat Paes 5c 
10 % sodium sulphite solution: 292 25 C.¢. 
10 % crystal sodium carbonate solution art 30 CG 


On this medium the colonies of cholera become visible in 12 hou 
and are bright scarlet; in 20 hours the colonies have a diameter of abo 
2 mm. and are surrounded with a clear zone. The colon bacilli don 
thrive very well and the colonies are greyish white, without any cle: 
zone aroundthem. Differentiation between cholera and the other vibriy 
on this medium is not possible. The cholera vibrio grown on th 
medium is the same as regards motility and agglutinability as that grow 
on ordinary agarmedium. Cane sugar may be substituted for starch ar 
litmus for fuchsin. 

Kodama (1921), having ascertained the fact that the cholera vibr 
produces a large amount of diastase ferment, attempted to prepa’ 
a medium in which the property might be turned to good accoun 
Other vibrios also produce the ferment, as do anthrax, colon, subtil 
bacilli in a small amount. On the other hand, typhoid, paratypho: 
bacilli, dysentery B., staphylococci and yeasts do not produce diasta: 
ferment. Therefore a culture of cholera in peptone water with starc 
may be readily tested with Lugol’s solution for changes in the starcl 
he Hee substances were contained in his medium : 


. Starch-litmus agar medium : 


3 % neutral agar medium (Witte pepiones . OO 
e o SOdiuimecarbonatG.w., anen. aa . ae QVC as 
Starci. ee ae 3 g. 
A 60-fold dilution of litmus solution DJ 15 Ge 
2. Starch-fuchsin agar medium : 
3% neutral agar medium . ; .. .°. 2 oe 
i (je SOdium «Carbonate, on - 5 2 °C 
Saturated alcoholic solution of fuchsin ‘tar 0. 1G 
20 % sodium sulphite solution ...... 2.5 Cis 
tare '+ erie jc Pvt) aay et aiet Mel cee 3 g. 
3. Starch-fuchsin in serum agar medium : 
hessecond anedinin.; 2. Gah gad ea 2 parts. 
ACS told dilution sol.wox. seria yuan ees I part. 


_ Culture experiments with these media showed that within 10 to 
15 hours there appear two distinct types of colonies : one is large, with 
irregular margins and stained deep red (diameter : 0.3 to 0.7 cm.), and 
the other is small and round (diameter : 0.2 to 0.3 cm.), either stained 
entirely red or with red spots in centre on a white background. The 
third medium gave the best results. 

According to Arai (1912), there are certain cocci which change 

Kodama’s medium. A few of the staphylococcus group and some of the 
diplococcus group have such an action. Care must therefore be taken 
in the isolation of cholera from feces. 
_ The characteristic of Kodama’s second medium is the substitution 
of starch for the lactose of Endo’s medium. Oguchi and Tachibana 
recommend that it be made strongly alkaline for the isolation of cholera 
vibrios. 

Yamada (1919) utilised bean juice as sold on the market. Agar 
3 per cent is added to the bean juice and dissolved and strained through 
gauze; I per cent peptone and 0.5 per cent sodium chloride are then added. 
To 100 c.c. of the above mixture are added 0.5 c.c. of saturated alcoholic 
Sommion of fuchsin, 2.5 c.c. of I0 %, sodium sulphite, I c.c. of 
sodium carbonate and theresulting solution is sterilised for 30 minutes 
on three consecutive days, after which plates are made. The colonies 
of cholera and the other vibrios are scarlet in colour, while the colonies 
of the colon bacillus are un-coloured. 

Fuha made a new medium, taking advantage of the fact that cholera 
has a specific reaction for Wollschwarz-Gruber. Its preparation is as 
follows : Ordinary agar 2 per cent is dissolved and cooled to 60° C. 
(there is a risk of discoloration at high temperature); then 3 c.c. of 
1 °/, Wollschwarz, and § c.c. of 5 °/o sodium carbonate are added and 
well mixed. Plates are then made. The medium is of a greenish 
colour and is transparent. The cholera vibrio grows well on this 
medium; by taking the stain from the medium, it forms specific 
colonies, which can be easily differentiated from the colonies of other 
intestinal organisms. At first the colonies are light rose-coloured, 
subsequently changing to deep purple. The colour of the medium 
around the colonies gradually fades. Colonies of organisms other than 
cholera are greyish white and small, and the colour of the medium around 
them is not changed. The growth of cholera on this medium is good 
and the organism has motility and agglutinability similar to that grown 
on ordinary agar media. 

Nagami prepared a medium using brom-thymol blue. To litmus 
neutral ordinary agar medium is added 0.002 per cent of brom-thymol 
dlue; it is then made alkaline with potassium hydroxide. Of potassium 
hydroxide 0.25 per cent is added when the Koch steriliser is used, and 
9.3 per cent when the autoclave is employed. The above medium is 
made into plates for the culture of the cholera vibrio. The colonies of 
cholera have sharp margins and are coloured green. ‘The colonies of the 
other vibrios have irregular margins and are yellowish in colour. 

Koran (1922) prepared a special medium which takes advantage 


of the albumin-splitting action of cholera. Teruuchi’s peptone 3 gn 
salto.5 gm. and agar 3 gm. are dissolved in 1 litre. Then casein 
nutrose 0.5 gm. and 10°/) sodium carbonate 2 c.c. are dissolved in 10 c. 
of water and sterilised and added to the first mixture. Finally, 0.1¢. 
of a saturated alcoholic solution of fuchsin is added. Cholera gro’ 
well on this medium in the form of light-red, round, elevated coloni 
with a clear zone around them. They can be easily differentiated fre 
colonies of other organisms. The agglutinability of the cholera vib: 
grown on this medium is not changed. 


There are a few other media to which reference may be made. 

Inamatsu (1912) boiled 3,000 gm. of bean curd residue in 1 litre 
water, after which it was filtered. Of agar 20 gm. are next dissolved ai 
40 gm. of peptone and 5 gm. of salt are then added. The reaction 
made neutral and then 3 gm. of crystal sodium carbonate are addec 
the medium is placed in test-tubes. Cholera grows on this medium ju 
as well as on ordinary agar medium, and the growth of other organisn 
is inhibited. 

Toyoshima (1914) took advantage of the fact that cholera groy 
well in ox bile and substituted it for broth in preparing a strongly alk. 
line agar medium. Cholera grows in large colonies greyish white | 
colour, with a moist surface. Around the colonies are discoloured zone 
The growth of other organisms than the vibrio is inhibited. 

litoyo prepared a medium with fish; almost any kind of fish may t 
used, Of fresh fish 50 gm. are cut into small pieces and boiled in 1 lit 
of water, with 5 gm. of salt, for I hour, and then filtered. The filtra 
is divided into test-tubes and used like peptone water. The vibri 
grow very well within 6 to 7 hours. Other organisms are inhibite 
Since fresh fish is easily obtainable in Japan, this medium may be us¢ 
economically instead of peptone water. : 

Thus numerous cholera media have been prepared by many inve 
tigators; in practice, each has its advantage and disadvantage. Marum 
in 1917, compared various media employed for the bacteriologic: 
diagnosis of cholera. His conclusions in short were as follows : 

If the media of Dieudonné, Pilon, Esch, Oshida, Inamatsu af 
Kabeshima be compared, it will be found that : 

1. The most convenient for preparation, storage and use is Oshida’ 
after which come the media of Inamatsu, Kabeshima and Esch in th 
order named. 

2. The medium which gives the best growth of cholera is Kabeshima 
medium and then Pilon and Dieudonné media. 

3. The growth of other organisms is inhibited most effectively ot 
Dieudonné’s medium; then come the media of Pilon and Kabeshima 

4. The most suitable medium for studies of morphology and immt 
nological reactions, taking organisms directly from the colonies, is tha 
of Esch, and then that of Kabeshima, Dieudonné and Pilon in the orde 
mentioned. 


ic 
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ally, Marumo recommended Dieudonné’s medium as the best 
e medium for the growth of cholera. To make bacterial suspen- 

1 the colonies, peptone water should be used in the place of 

n. 

and Kagawa (1921) recommended the use of the selective 

such as Dieudonné’s, in addition to peptone water when the 

‘ of cholera vibrios in the feces of patients is very limited. 
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Chapter II. 


EXAMINATION OF THE CHOLERA VIBRIO. 
1. MoRPHOLOGY. 


Shibayama (1902) observed an altered form of the cholera vibr 
in old culture. He continued replanting a cholera culture on agar med 
at intervals of from several weeks to three or four months, and after 
few replantings he found markedly altered cholera organisms. Morph 
logically, they were slender, with a round unstained part, and som 
times there were distinct branchings. These altered forms are set 
in fresh culture and are not the so-called degenerative forms. The: 
organisms do not reassume the form of normal cholera vibrios either t 
repeated cultures or by animal passages. They also show some decrea: 
in virulence and become difficult of cultivation. Fir 

Ohno (1902) found that morphological changes of the cholera vibr 
were dependent on the reaction of the medium on which it was cultivate 
and the relation of the morphological changes and the reaction varie 
with different strains. According to his observation, the cholera vibr: 
may assume a rod shape, a slender vibrio form with a diminished curv 
a thick comma-like form or cuboidal forms. A single strain may dev: 
lop different forms on different media. As a whole, however, in ac 
media the vibrio assumes a more or less rod-like shape, and with an inetea: 
of the alkalinity it becomes cuboidal in form. Yet the degree of acidit 
or alkalinity necessary to produce such changes differs with differer 
strains. Thus, in order to have the typical comma form of cholera, tl 
most suitable medium for that particular strain must be selected. 
an unsuitable medium be used, the cholera organism may be overlooke 
on account of its atypical form. But cholera has a property of becomin 
casily adapted to a medium and, if a strain be repeatedly transplante 
in the same kind of medium, the organism assumes the typical form ‘ 
cholera. 

Yamada (1902) studied the morphological changes of the choler 
vibrio in cultures and in the feces of cholera patients, and found marke 
differences. If the feces of a cholera patient be examined directly und 
a microscope, various morphological forms will be seen. Thus thet 
are large or small forms, thick or thin, with markedly different degree ¢ 
curves, and, besides the typical comma forms, there are red shapes wit 
slight curving or tubercle-bacillus-like forms, and kidney-like or cocco! 
forms, In the beginning of cultivation on fresh medium, altered form 
are frequently seen. Consequently, it is difficult to make a diagnos: 


by morphology alone. 


Amako (1902) studied cholera strains during the epidemic of 1902, 
ind reported that cholera vibrios are found almost in pure culture in the 
jice-water stool of serious cases, but the morphology is not constant. 
(he forms noted could be divided into five groups. The organism of the 
irst group is I.5 to 2.5 microns long and 0.7 to I micron thick, and the 
niddle is slightly thicker than the ends, which are obtuse, with the nor- 
nal curving. Sometimes semi-ring forms or with very little curving 
nay be seen. The organism of the second group has a rod shape with 
very slight curving. When this is cultivated, it assumes the typical 
ribrio form. The organism of the third group is kidney-shape or coccoid 
n form. When this is cultivated, the typical form is produced. The 
‘rganism of the fourth group is very slender, with only slight curving. 
Che last form is a small and short vibrio. Cholera grown in peptone 
vater has a typical cholera form. On other media, such as agar slant, 
elatin, bouillon, milk, potato, yolk of egg, ascitich fluid, the changes in 
orm are slight within the first 24 hours, but, when cultivation is con- 
inued for a longer time, altered forms are produced. The temperature 
if incubation has some influence on the atypical formation. 

Repetition of cultivation, especially in liquid media, produces marked 
Iteration of form. Chain forms and thread-like forms are often seen. 
“here is one flagella and motility is very active, but the freshness of 
ulture, the reaction of medium and the temperature of incubation have 
. marked influence. 

_ Polar bodies are demonstrable in all cholera vibrios by staining. 
thibayama mentioned such polar bodies in his report and also noted 
vell-marked degeneration forms in old cultures. Minamizaki (1917) 
tudied this question in detail. Hestained the cholera vibrio by Neisser’s 
aethod for one minute and washed with water and then stained with 
sismarck brown for half a minute. Cholera vibrios have polar bodies 
imilar to those of diphtheria. Examination of an 18- to 20- hour culture 
f 31 strains by Neisser’s method showed that 7 strains did not show 
uch polar bodies. Further studies of these 7 strains showed that 
strains lost their polar bodies within one to two days of cultivation, 
nd 2 strains lost theirs on the sixth day and the remaining strain 
El Tor strain) lost it on the eighth day. The disappearance of the polar 
odies is related to the kind of medium employed. They are kept 
hd in bouillon and gelatin and shortest in whey, milk and glycerin 
ouillon. 
_ Kabeshima studied the motility of cholera vibrios during the 
pidemic of 1925. 


2. METHODS OF EXAMINATION *. 
It was Professor Kitasato who, in 1885, isolated the cholera vibrio 
or the first time in Japan at the time of an epidemic in Nagasaki. Since 
qen, bacteriological examinations have been made extensively. It 


1 For rules adopted by the State Institut: for Infectious Diseases for the bacteriologica 
agnosis of cholera, see Appendix, page 111. 


will be recalled that bacteriological technique was introduced into Jape 
by Professor Kitasato on his return to Japan, when the Institute f 
Infectious Diseases was established. 

As regards the standard bacteriological methods of examinatio: 
the instructions issued by the Government Institute for Infectio 
Diseases are produced elsewhere in this monograph. Several studi 
concerning these bacteriological methods have been carried out hb 
Japanese investigators. 

As early as 1898, Koba recognised the value of agglutination in tl 
diagnosis of cholera. There are, however, other bacteria than chole: 
which are agglutinated by acholera immune serum. But those choler: 
like organisms which react with a cholera immune serum react al: 
with other immune serums, such as a diphtheria immune serum. A 
any rate, the cholera vibrio is agglutinated by cholera serum and tl 
reaction is specific. He maintained that the amount of the serum use 
in Pfeiffer’s test should not exceed 0.01 c.c.; when quantities in exce: 
of 0.05 c.c. be used, the results become inaccurate. 

Shibayama and Sumikawa, at the time of the epidemic of 190 
collected 33 strains of cholera and studied their morphology, cultur 
characteristics, toxicity, agglutinin reaction and Pfeiffer’s phenomeno 
They found marked morphological variations and differences of ch 
racteristics in the colonies on gelatin plates, attributable to tl 
influence of temperature and difference of toxicity to guinea-pi 
amounting to one-half to one-tenth of the lethal dose. They als 
reported that, in agglutination reactions, the new strains reacted wil 
the serum of the stock strains, while the stock strains are not agglut 
nated by the serum of the new strains. But Pfeiffer’s phenomer 
are mutually positive. Thus the authors have shown in their repo 
that the agglutinogen of cholera is not single. 

Kanehara (1903) studied the preparation of the cholera immu! 
serum for diagnostic purposes, and concluded that the agglutin 
reaction of the cholera vibrio is specific, and for diagnostic purpos' 
immunised rabbit serum is the best. Occasionally a positive agglutini 
reaction of cholera-like vibrios with cholera immune serum makes th 
differentiation difficult. If, however, immune serums be prepared wit 
each organism, and cross tests made, specific relations are demonstrabl 
Vibrios are agglutinated by the normal serum of horses, oxen, shee; 
dogs, rabbits, guinea-pigs and man, in this order of strength of reactio! 
Thus the sera of sheep, oxen and horses give fairly strong agglutin 
reactions with the cholera-vibrio group of organisms. Again the abo 
animals were immunised and the agglutinin titres were compared. 1! 
production of agglutinins in the sera of man, guinea-pigs and rabbi 
was much more marked than in sheep and dogs. Therefore in the pr 
paration of diagnostic cholera serum, the rabbit is the best animal | 
use. As to the method of immunisation, a cholera strain of stro! 
virulency should be selected and intravenous injection is the be 
method, Injections should not be too frequent: if frequently repeat¢ 
the agglutinin titre is increased, but at the same time the group reactic 


or non-pathogenic vibrios is also increased, so that differentiation 
vecomes difficult. 

_ The present methods of rapid and accurate diagnosis of cholera 
ibrios were attained by constant improvements in media, in theselection 
if the immune serum, and in the technique of immune reactions. A 
ew of the more important reports will be referred to here. 

Tsujiya (1915) devised a method of testing the agglutinin reaction 
ind bactericidal phenomena at one and the same time. The following 
naterials were used : (1) Inactivated cholera immune serum; (2) fresh 
1ormal serum of rabbit or guinea-pig; (3) solution of bouillon (2 parts) 
ind peptone water (8 parts); (4) suspension of the cholera vibrio. The 
oregoing materials are mixed as shown in the following table. 


Test-tube oa Fresh Bouillon Suspension Results 
Number airy Serum Peptone of Vibrio (Positive) 
| ; 
| eee ee Tec. Onctmcse: Onde .C:c Tenec@: Clear 
°° ) ) ios I Turbid 
So Ee L ) 0.5 I Agglutinateé 
» 0 - O.1 14 I Turbid 
a es, O25 (e) 1.25 I Agelutinatec 
(4 2S 0. O1 O 1.49 I Agglutinated 


_ The above test-tubes are placed in 37° C. for two hours and the results 
ire read. When all the test-tubes are turbid, the result is negative; 
n other words, the organism is not a cholera vibrio. A cholera serum 
iaying an agglutinin titre of over 3,000 should be used. 
_ Izawa (1917) repeated Tsujiya’s test and testified to the accuracy 
of the method. If patient’s feces contain an almost pure culture of 
vholera, it can be used directly; even in peptone water cultures a dia- 
ynosis can be made in seven to eight hours. The test can also be made 
py collecting a few colonies from off an agar medium. 
| Toyoshima and Yamanouchi maintained that, since the organism 
which has been altered, as shown by agglutinin reaction and the comple- 
nent-fixation test, by culture in a medium containing immune serum, 
still gives a positive Pfeiffer’s phenomenon with the serum made with 
the original organism, the bactericidal test is the most accurate and 
dependable test for the diagnosis of the cholera vibrio. 
Kabeshima, in his later studies, has demonstrated the existence of 
‘ypical and atypical types of cholera vibrio. For example, the type 
af the organism prevalent during the epidemic of 1919 to 1920 corres- 
ponded with the atypical type found in the epidemic in Formosa. It 
‘s beyond doubt that there are variation types of cholera in natural 
*pidemics of the disease. It is therefore of practical importance to deter 
mine whether or not agglutinin tests with immune serum, prepared with 
strains of cholera selected by different men at random, is sufficient 
‘or diagnosis. Kabeshima (1922), considering that typical as well as 
atypical types of cholera vibrio are capable of causing an epidemic, 
urges that, in the diagnosis of the cholera vibrio, the type should also 
be determined at the same time. Furthermore, in diagnosis, the serum 
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of both types or a serum prepared with both types should be used i 
agglutinin tests or for Pfeiffer’s reaction. 

There is an interesting historical episode concerning variations i 
cholera vibrios. During the epidemic of 1902, there arose a heate 
dispute over a strain of vibrio isolated from a suspected cholera patien 
named Takeuchi. The Institute for Infectious Diseases, then represente 
by Professor Kitasato, regarded the Takeuchi strain as true choler: 
whereas the Hygiene Department of the Imperial University, repre 
sented by Professor Ogata, controverted this assertion. The reason 
for the dispute were as follows : the Takeuchi vibrio is thick and shor 
and the ends are sharp; liquefaction of gelatin and serum media is ver 
marked; growth in liquid media is atypical; the indol reaction is weak 
milk is coagulated; it has little toxicity, and does not agglutinate o 
give Pfeiffer’s reaction with serum prepared with stock strains of th 
cholera vibrio. On the other hand, workers in the Institute for Infectiou 
Diseases maintained that the immunological reactions were positive. 

Ishiwara (1903) collected fourteen strains of the so-called choler 
vibrio from Kyushu, Bakan and Okayama and endeavoured to find mor 
concrete reasons for the allegation that the Takeuchi strain was no 
true cholera. He carried out a comparative study of the Takeuch 
strain, true cholera strains and other vibrios, and he reported that, sinc 
the strains of cholera he had collected from various places had the sam 
characteristics as those of the Takeuchi strain, they were not the tru 
Koch’s cholera vibrio. Therefore he affirmed that the epidemic of 190: 
was not an epidemic of true cholera. He also maintained that, sinc: 
normal horse serum frequently and normal rabbit serum occasionall; 
agglutinate the vibrio, it is dangerous to make a diagnosis of choleré 
by agglutination reactions. 

Futaki also studied the Takeuchi strain and found the morpholo 
gical and cultural characteristics to be the same as Ishiwara had reported 
its virulence soon after isolation was strong, but gradually decreasec 
after repeated culture on agar medium. As to the immunologica 
reactions, the Takeuchi strain gave positive agglutination reactions anc 
Pfeiffer’s tests with the cholera immune horse serum prepared by th 
Institute, but with immune rabbit serum prepared with the stock strain: 
of the Institute or of the University the results were negative. He 
concluded that the discrepancy of opinion on the immunological reaction: 
was due to the difference of the serum used, horse serum being used by 
the Institute and rabbit serum by the University workers. 

In accordance with the bacteriological knowledge of the time, the 
cultural characteristics were considered to be very important and varia- 
tion of the organisms was not taken into consideration. Furthermore, 
the technique used in immunological tests was not accurate and the 
singleness of agglutinin was generally believed. It was natural, therefore, 
that difficulty should arise in the diagnosis of atypical strains of cholera. 

The appearance of the Takeuchi strain suggested the existence o! 
variation forms of the cholera vibrio in nature. Kabeshima’s latet 
studies on the variations of bacteria were suggested by this episode. 
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14) classified the stock strains of cholera in the Department 
iene of the Tokyo Imperial University into the University type 
cles type. It was correct to consider the Takeuchi strain 
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Chapter III. 


TYPES AND VARIATIONS OF CHOLERA VIBRIOS. 


It was Kitashima and Ramson (1898) who for the first time attempted 
to change the characteristics of cholera vibrios artificially. They 
cultivated the vibrio in ordinary bouillon containing I per cent of cholera 
immune horse serum and, after it had been subcultured twenty times, 
the organism was planted on ordinary agar medium. The organism 
grown on this medium~had characteristics different from the original 
strain. It was only slowly agglutinated, and the agglutinability of the 
organism recovered from the abdominal cavity of a guinea-pig killed by 
an injection with the organism was marked, but not as much as that of 
the original strain. If this changed organism be injected into the abdo- 
minal cavity together with an immune serum, no agglutination takes 
place. Thus Kitashima demonstrated the possibility of producing an 
immune fast strain of cholera. In 1902, Shibayama noticed that a strain 
of cholera he collected agglutinated with the sera of the stock strains, 
but the serum which was prepared by the new strain did not agglutinate 
the stock strains. He also noticed that the colonies of this new strain 
on slant agar medium were of two kinds: (1) thick colonies, of which 
the organisms were thick and short; and (2) thin colonies, the vibrios 
iof which were slender and long. 

__ Fukushima (1913), in a study of cholera carriers, injected the cholera 
vibrio into the gall-bladder of a rabbit. The organism, which remained 
in the gall-bladder for 105 days, had undergone marked changes in 
biological characteristics. Thus : 

' 1. The organism in peptone water grew at the bottom of the tube, 
the upper part of which was transparent. 

2. Examination of a hanging-drop specimen showed the vibrios 
massed together and there was little, if any, movement. 

_ 3. The colonies on agar medium were hard and not easily suspended 
in salt solution homogeneously. 

4. Liquefaction gelatin was slight. 

5. A suspension of the organisms exhibited pseudo-agglutination. 
6. The virulence was weak; 4 mgm. of the organism would not killa 
guinea-pig of 200 gm. 

_ 7. The changed strain was agglutinated easily with a serum pre- 
pared with it, but sera prepared with other strains did not agelutinate 
the organism completely. 

__ In extreme cases the changed organism became entirely different 
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from other strains immunologically, but there were many intermedia’ 
forms. This change takes place by progressive steps and the vibr 
in different stages of variation can be isolated from the rabbit’s gal 
bladder. 

Shimazu and Nishiki (1914) cultivated the cholera vibrio in bouillo 
containing cholera immune serum and complement (fresh guinea-p’ 
serum). After more than twenty subcultures, a strongly immune fa: 
strain of cholera is obtained. This new strain resists the action « 
bacteriolysin both in the test-tube and in the animal body. Agelutin: 
bility is decreased, but virulence for an experimental animal is nc 
diminished. The form of the organism is slender and the colonies a1 
small. Such resistance against the action of bacteriolysin may be pri 
duced by animal passage; it may be lost by repeated subcultivation, 

Takano studied a strain of cholera vibrio obtained from Singapor 
in 1915. He found many abnormal forms in the strain. It had a ter 
dency towards pseudo-agglutination, and its virulence was low. | 
was agglutinated by the sera prepared with itself as well with the othe 
strains, but the serum prepared with this organism would not agglutinat 
other strains. In these respects this strain was similar to that produce 
' by Fukushima in the rabbit’s gall-bladder. Takano also repeated th 
experiments of Kitashima with regard to cultivation in bouillon contain 
ing immune serum. He confirmed the observation that the choler 
vibrio isa very variable organism. It undergoes variation in the anima 
body as well as in the test-tube, and it is easily conceivable that in natur 
there must be similar variations of type. 

Toyoshima (1918) cultivated a non-pathogenic vibrio in choler: 
immune serum, in a filtrate of a cholera culture and in symbiosis witl 
cholera. The organism cultivated in this way acquired agelutinabilit 
with cholera immune serum. If such an organism is used for the prepa 
ration of immune serum, the serum agglutinates the true cholera vibrio 
This explains the fact that there are non-pathogenic strains isolatec 
from cholera patients which are agglutinated with cholera immune serum 

The El Tor vibrio has been reported in Europe as being distinc 
from the ordinary cholera vibrio. Kabeshima (1913) obtained thi 
vibrio from the German Sanitary Bureau and compared it with othe 
cholera vibrios. He found that the El Tor vibrio could not be diffe 
rentiated from the typical cholera vibrio by immunological reactions 
The virulence of the El Tor vibrio can be increased by animal passages 
and he was able to killa guinea-pig of 200 gm. with 1/1,000,000 mgm. O! 
a culture of this vibrio. The El Tor strain has marked hemolytic action, 
but among the ordinary cholera strains there are some which have 
marked hemolytic actions. Watanabe found no difference in the hamo- 
lysins of the El Tor and true cholera strains. 

Ohta found that, if cholera immune guinea-pig serum of low titre be 
used, cholera vibrios can be divided into two types; this differentiation 
is difficult when immune serum of high titre is used. He explained this 
by the fact that cholera has a common antigen and a non-common 
antigen, In the preparation of an immune serum of high titre, the common 
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ntigen is more active than the other and consequently the cholera 
annot be divided into types. This common antigen can be isolated 
y washing cholera with distilled water. The common antigen is not 
st by animal passages or by cultivation on special media. Such 
acts indicate the presence of a principal and accessory antigen in the 
holera vibrio. 

_ Matsuzaki (1921) repeatedly cultivated a non-pathogenic vibrio in 
ouillon with cholera immune serum. Ageglutinability of the vibrio 
vas at first reduced, but was increased later, and spontaneous ageluti- 
ation was very marked. The vibrio cultivated in bouillon with normal 
2rum also exhibited marked spontaneous agglutination. Thus changes 
1 the agglutinability of vibrios are easily produced. 

Tawara (1925) found that, in the isolation of cholera from cholera 

atients, two types of colonies — thick and thin— could be observed from 
ae beginning. The organisms of both types of colony are typical of 
holera, biologically as well as immunologically. During a period of two 
nd a-half years his strains were subcultured over thirty times, and re- 
uined the same characteristics. The vibrios of the thick colonies were 
iarkedly more motile than the others. Shibayama had previously 
oted two types of colonies of the cholera vibrio. 
_ Kabeshima obtained in 1922 a very interesting strain of cholera 
ibriofrom Shanghai. After the third subculture, he found five colonies, 
yur of which did not agglutinate with cholera immune serum, while 
ae remaining colony agglutinated well. This last colony was composed 
{ typical cholera vibrios, whose virulence was considerable. When the 
ther non-ageglutinable vibrios were subcultured, both agglutinable and 
on-agglutinable forms appeared. The agglutinable vibrio was typical 
holera. Once more the non-agglutinable vibrio was subcultured and 
milar results were obtained; the process could be continued indefi- 
itely. The non-agglutinable vibrio was not virulent for laboratory 
nimals : in fact, it was entirely unlike true cholera, but if it be used 
or the production of immune serum in rabbits, cholera immune serum 
obtained, and guinea-pigs immunised with this organism would be 
rotected against cholera. Such a strain is evidently a variation type 
£ cholera. 

Nobechi examined 88 stock cultures of cholera and found two non- 
lotile strains. The organisms of these two strains have no motility 
nd no flagella, but in all other respects they are typical cholera vibrios 
1orphologically, culturally, biologically and immunologically. They 
‘ere readily agglutinated with cholera immune serum, and their viru- 
nce was similar to that of the ordinary cholera vibrio. The immobility 
{ the organisms could not be in any way influenced by repeated cultures 
f animal passages. It was certainly a new type, which was named 
licrospira Comma Schroter, var. immobilis Nobechi (1923), or Vibrio 
aolere Buchner, var. immobilis Nobechi (1923). 

_ Kabeshima (1913) recognised the existence of atypical forms of 
rolera. In 1912, he collected 195 new strains, which had been isolated 
om cholera patients in Formosa and Japan, and 19 laboratory strains 
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from institutes in Europe. He made extensive studies with these strair 
and discovered several new facts. Thus : 

1. Cholera vibrios can be classified into two types according to the 
agglutination reactions, namely, typical and atypical types. 

2. The typical type is agglutinated highly with homologous serun 
but only weakly with serum of the atypical type, and the atypic: 
type is agglutinated with homologous serum, but only weakly with th 
serum of the typical type. 

3. The strain of the cholera epidemic in Japan in 1912 belonged t 
the typical type and that of the cholera epidemic in Formosa in the sam 
year was the atypical type. . 

4. When an immune serum prepared by the typical type (Japan 
is absorbed by the organisms of the typical type, the agglutinins ar 
entirely lost, but when it is absorbed by the atypical type (Formosa 
only the agglutinins for the atypical type are lost. Similarly, whe 
the serum prepared by the atypical type is absorbed by the atypice 
type, the entire agglutinins are lost, but with the typical type onl 
the agglutinins for the typical type are absorbed. 

5. Thus, cholera vibrios have at least two’ distinct agglutinogens 
The principal agglutinogen is responsible for the homologous agglutini: 
reaction and the accessory agglutinogen for the heterologous agelutini 
reaction. 

6. The complement fixation and bacteriocidal action in test-tube 
have similar relations as the agglutinin reactions. 

7. In the test for resistance against infection, a guinea-pig immunisec 
with the typical type is protected from a lethal dose of all cholera vibrios 
A guinea-pig immunised with the atypical type is only protected fron 
a lethal dose of the atypical type but not of the typical type. : 

8. When the El Tor IV (this strain corresponds to the typical type 
is cultivated in bouillon containing homologous serum, its character: 
are changed and after ten subcultivations, it resembles the atypica 
type. 
g. Similarly, when the atypical type was repeatedly subcultured ir 
bouillon containing homologous serum, its character was changed anc 
it resembled the typical type. 

10. When the cholera vibrio is cultivated in bouillon containins 
homologous serum, the organisms becomes inagglutinable, but it acquire: 
a spontaneous agglutinability. This is due to the loss of specific recep 
tors, and at the same time new receptors which are common to many 
strains are formed. 

11. If cholera vibrios are cultivated in bouillon containing hetero: 
logous serum, the organisms become inagelutinable to that serum, but 
agglutinability to the homologous serum is kept in many cases. 

12. If the atypical type is injected into the rabbit’s gall-bladder, the 
organism is changed to the typical type; and in the same way, if the 
typical type is kept in the rabbit’s gall-bladder, it develops the charac: 
teristics of the atypical type. 

Based on these facts, Kabeshima denied the single-strain theory, 
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thich had been held by European investigators. Since then, Japanese 
avestigators have accepted the view of Kabeshima, and the existence 
f variation forms has been taken into consideration in immunological 
iagnosis. 

Nakadake (1920) confirmed the reduction of agglutinability of 
holera vibrios when cultivated in bouillon containing homologous serum. 
fe noticed that a serum prepared by his new strain obtained in Eiko, 
fanchuria, did not agglutinate the laboratory strains. Agglutinins 
1 this serum were almost entirely absorbed by heterologous cholera 
trains. The guinea-pigs immunised with his strain were protected 
rom infection by the strain, but the resistance of the animals for the 
iboratory strains was rather weak. Guinea-pigs immunised with the 
iboratory strains were protected from infection by the homologous as 
vell as heterologous strains. There were also quantitative differences 
1 complement fixations between the new and oldstrains. He concluded 
hat, since there are marked differences in agglutinability and in anti- 
enic action of cholera vibrios, suitable antigens must be used in the 
reparation of diagnostic immune serum and such antigens should 
ontain representative strains, 

Yamanouchi (1921) found a vibrio, isolated from a cholera patient, 
thich was virulent to guinea-pigs but was not agglutinated by cholera 
mmune serum. In order to explain these facts, he made various expe- 
iments. When the cholera vibrio is cultivated in bouillon containing 
holera immune serum, its agglutinability is lost. An immune serum 
3 prepared with this changed organism, and, when the changedorganism 
s cultivated in this serum, the organism regains its original characters. 
fthe cholera vibrio be left in the intestinal canal of a cholera-immune 
nimal, its agglutinability is changed by the action of immune bodies in the 
nimal. Consequently, if cholera organisms be kept in the bodies of 
onvalescent cholera patients, or in those of patients who have received 
reventive inoculations, the agglutinability of such organisms might be 
ltered and they might not be agglutinated by an ordinary diagnostic 
holera immune serum. In such cases, a negative agglutination reaction 
rith a suspected vibrio does not necessarily indicate the absence of the 
holera vibrio. Therefore, Pfeiffer’s test, together with other tests, 
hould be carried out in such cases. 

Oda (1921) studied strains of cholera isolated during the epidemic 
f 1919 to 1920, and concluded that immunologically cholera should be 
ivided into two types. He confirmed Kabeshima’s work concerning 
he classification of the cholera vibrio. Oda’s new strains belonged to 
Sabeshima’s atypical type, and its immune serum agglutinated the 
omologous organisms but not otherstrains. The serum prepared by the 
ypical type agglutinated all the strains in about the same degree. 

_ The cholera vibrio has thus complex immunological properties, 
nd, in the preparation of therapeutic and diagnostic serums, bothtypes 
f organisms should be used as antigen. 

_ Kabeshima maintained that the cholera epidemic of 1921 was caused 
'y the typical type. Y. Watanabe, Kawai and H. Watanabe also 


noticed that the strains of cholera of the 1921 epidemic were somewh: 
different as regards agglutinin reactions from the strains of the previoi 
epidemic; and they accepted Kabeshima’s theory of the existence of cor 
mon and non-common receptors, and they classified their strains in 
three types. They were also able to distinguish thermolabile and therm 
stable receptors. These differences are clearly seen in different strai 
of cholera. Thus Kabeshima’s two-type theory has been complicated k 
their findings. But all these findings indicate that polyvalent seru 
prepared with representative strains should be used for the diagnosis | 
cholera, and that monovalent serum is dangerous for diagnosis in an ef 
demic. But even with a changed vibrio, accurate diagnosis can be mac 
when Pfeiffer’s test is used. 

Shiiba and Ushijima were able to differentiate strains obtained : 
Chosen, Kanagawa and Mojifrom the strain taken in Nagasaki. _ Nobec! 
collected strains of cholera during the epidemic of 1921 to 1922, an 
found an intermediate form in addition to the typical and atypical typ 
of Kabeshima. The characteristics of the intermediate form are th: 
the agglutinin reaction, Neisser-Wechsberg reaction, Pfeiffer’s phen 
menon and resistance test are between those of the typical and atypic 
types. For instance, the organism of the intermediate type is agglut 
nated equally well with the sera of typical and atypical types. At th 
same time, the serum of the intermediate type agglutinates both typic: 
and atypical organisms equally well. The intermediate type is not 
mixture of the other two types. It is a fixed type, and cultivation « 
it for a long time does not alter its characteristics. According to hin 
the epidemic in Japan in the early summer of 1921 was caused by th 
typical type, and that of autumn was caused by the atypical type, whil 
strains obtained from Shanghai in the epidemic of the same year wet 
found to be of the intermediate form. The epidemic of 1922 was cause 
by the intermediate type according to a study of strains collected frot 
various places at different seasons. 

Inouye and Kakihara (1926) made a comparison of 40 strains © 
cholera collected during the recent epidemic with various types ‘ 
cholera, and they found that the new strains all belonged to a varie 
atypical type. They prepared immune serum with the new strains of 192! 
and agglutinin absorption tests were made. When 1925 strains an 
other atypical types were used for absorption all agglutinins were absorbec 
But if the intermediate type was used, the agglutinins for the typic 
and the intermediate types were absorbed, but agglutinins for th 
atypical type remained. If the typical type was used for absorptior 
all the agglutinins for the typical type were absorbed and the agglutinin 
for the atypical type remained almost intact, while a little of those fo 
the intermediate type remained. Similar results were obtained 1! 
experiments with the sera of the typical and intermediate types. Th 
agglutinogens of these various types consist of species-specific agglutl 
nogens and type-specific agglutinogens. The former is common t0 al 
cholera strains, and is thermostable, while the latter is specific for eac: 
type and is thermolabile. 
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These experiments confirm the theory hitherto held in Japan of a 
omplex receptor of cholera. It is important to classify cholera vibrios 
y immunological reactions not only for the scientific interest but also 
or practical purposes, Kabeshima divided cholera vibrios into two 
ypes, Watanabe and others into three types, Nobechi also into three 
ypes, Inouye and Kakihara into three types. Kabeshima called his 
_ypes typical and atypical, Nobechi added the intermediate type, while 
nouye and Kakihara called them the first, second and third types. 
ince cholera is an organism which undergoes biological variations very 
asily, it is conceivable that various mutation forms exist in nature. It 
lay be that further research will demonstrate the existence of still 
irther types or varieties, but the above classification is likely to be 
yund sufficient for practical purposes. 
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Chapter IV. 


CHOLERA-LIKE VIBRIOS. 


Atthe time of the cholera epidemic in Tokio in rg02, a patient, by na 
Takeuchi, was admitted into the Komagome Isolation Hospital as a c 
of cholera and died on thefollowing day. The comma bacillus isolat 
from this patient was reported by Ogata and Ishiwara not to be a typi 
cholera vibrio. This report caused heated discussions among the Sci 
tists. Shibayama was foremost in insisting that the Takeuchi strain v 
a true cholera vibrio. Only the gist of the pros and cons of the cont 
versy can be mentioned here; it is of interest to the study of the hist 
of the progress of the bacteriological diagnosis of cholera in Japan. 1 
opponents of the thesis that the Takeuchi strain was cholera said that : 

1. Morphologically, it is too thick and large and the ends are | 
sharp. 

2. The growth characteristics of the organism on gelatin plate : 
not like those of true cholera. The colonies on agar plate also differ. 

3, Liquefaction of serum medium is extremely rapid. 

4. The form of liquefaction of gelatin is also different. 

5. The relation of growth to temperature is also different. 

6. The chemical changes in liquid medium planted with this organi 
are different from those caused by true cholera. 

7, The toxic action of the organism to animals is slight. 

8. Pfeiffer’s phenomenon and agglutination tests made with 
cholera serum are all negative. 

At that time, chief stress was laid on morphological and cultu 
characteristics for the purpose of differentiation and many points w' 
debated which, with present knowledge, would not give rise to a 
divergent opinions. 

In 1898, during a cholera epidemic, Koba isolated four strains 
comma vibrios from a suspected cholera patient. The first vibrio V 
identical with the true cholera vibrio in morphology, cultural char: 
teristics, immunological reactions and animal tests. The second vib 
was agglutinated with a cholera immune serum, but other reactic 
were not specific. The third vibrio was larger than the cholera vib 
and had one to three flagella on one or both ends. The cultural char: 
teristics on gelatin and the morphology of the fourth vibrio were son 
what atypical. 

Asakawa and Matsuda, in 1900, isolated from the faeces of a norm 
person an organism which closely resembled a cholera vibrio, but it‘ 


ot react with cholera immune serum. It had some infectivity for 
yatrows and pigeons. It was, however, different from Metchnikoff’s 
‘brio in immunological reactions. 

Imamura, in 1902, described a vibrio, isolated from the feces of a 
salthy person, which morphologically closely resembled the cholera 
‘brio. It possessed infectivity for animals, but gave no cholera red 
action and liquefaction of gelatin was very rapid. 

Matsuo, in 1908, described a vibrio isolated from sea-water in Kobe. 
resembles the cholera vibrio morphologically and is often met with 
_sea-water. It has no toxicity for guinea-pigs, but one-fifth platinum 
‘opful of the organism kills mice. It can be differentiated from 
aolera by immunological reactions. 

Sukegawa, in 1912, isolated over 80 strains of non-cholera vibrios, 
hich were encountered while examining the feces of 8,000 seamen 
uring an epidemic. He studied the characteristics of these vibrios 
ad found their cultural and immunological characteristics to be so irre- 
alar that they could not be classified in any way. All were different 
iom cholera with regard to immunological reactions. One strain of 
is many vibrios, however, agglutinated with a serum obtained by im- 
junising an animal with a certain cholera strain which had been kept 
ir experiments. This strain, however, did not agglutinate with any 
ther cholera immune serum. It gave Pfeiffer’s phenomenon with true 
aolera immune serum. ‘Therefore this strain must have been a varia- 
bn of the cholera vibrio. 

Amaya, in 1920, argued that, since there are certain differences in 

te strength of agglutinin reactions in cholera immune serum and cer- 
lin strains of the vibrio, and since non-pathogenic vibrios may be agglu- 
faated by cholera immune serum, therefore, in carrying out agglutinin 
tactions, horse serum must be avoided, for it gives a strong reaction, 
ad rabbit serum should be used instead. When the group reaction is 
‘tong, the absorption of agglutinins or reduction of the agglutinability 
( the vibrio by heating the organism should be resorted to. Still, 
tese methods are not absolute. Therefore animal tests in some cases 
lust be carried out. 
_ Eguchi, in 1921, isolated from the feces of a suspected cholera 
jitient a strain of bacillus belonging to the colon group. This organism 
jas strongly agglutinated with the cholera immune serum and the serum 
( this patient during convalescence. Moreover, its toxicity for 
aimals was considerable. Since this organism was excreted in relation 
‘th certain well-defined symptoms, he maintained that this organism 
‘as the etiological factor of the cholera-like disease from which the 
litient suffered. 
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Chapter V. 


AGGLUTINATION REACTIONS. 


The theoretical study of agglutination reactions early aroused the 
nterest of immunologists in Japan. Saito (1903) studied the agglutt- 
yation reactions of cholera in various conditions and he found that 
welutinability of the organism is most marked with a one-day culture, 
vfter which it is gradually lost. After four to five weeks of cultivation, 
lowever, it becomes more easily agglutinable. The most favourable per- 
sentage of salt in the solution for the test is 0.6 concentrations over I per 
‘ent are unsuitable. If the solution does not contain salt, the organism 
s not agglutinated. When the salt content of a medium is over 5 per 
‘ent, growth is inhibited, but below that percentage the growth is 
influenced, The cholera vibrio grows in a salt-free medium, but the 
igglutination reaction of such organisms is sluggish. The cholera vibrio 
zrown on a medium containing 0.2 to 0.5 per cent of salt is most agglu- 
jnable. To obtain distinct reaction, the suspension of organism 
nust be as thin as possible. The temperature of culture has very little 
nfluence on agglutination. There is hardly any difference in aggluti- 
ration of organisms grown at 42°C. and at 15° C. respectively. The 
‘eaction takes place equally well at all temperatures between 35° C. 
ind 60°C. The reaction isslow below 35°C. The agglutinin is more 
-hermostable than the agglutinable substances. Water vibrios exhibit 
i group reaction with the cholera immune serum and sometimes the 
-eaction is higher than when a homologous serum is used, but there is a 
listinct specific relation between the agglutinin and the agglutinable 
substance. Such specificity can be demonstrated by absorption experi- 
ee Saito denied that chrysoidin specifically agglutinates the cholera 
vibrio. 

It has been generally considered that the agglutinogen of cholera 
s single and that agglutinability is not changed by subjection to tem- 
seratures between 160° and170° C. Investigators in Japan have demon- 
trated the existence of many variations and of thermostable and thermo- 
abile constituents in the agglutinogen. Watanabe (1921) experimented 
vith 20 strains of cholera and found that the agglutinability was de- 
sreased by heating the organism at 72° C. for one hour and in the 
najority of cases was lost by an exposure to 80° C, for one hour. If the 
organism be heated for one hour, some strains regain their agglutinability ; 
thers do not, but the agglutinin reaction of those strains which regain it 
S$ not so strong as before the heating and the clumps are small. The 
*xplanation of these phenomena is that the cholera organism has 


thermostable and thermolabile receptors and that an mmune serv 
contains agglutinin for each receptor. This is true for all types of chole 
strains, but the proportion of these receptors one to the other varies wi 
different types of the vibrio. 

It has frequently been shown that the agglutinability of the chole 
vibrio cultured on a medium containing cholera immune serum is din 
nished. Yamaguchi (1921), after having ascertained that the agglu 
nability of the organism, cultured on a medium containing an immu 
serum, remains comparatively stable, prepared an immune serum wWi 
such a strain. Then the organism was repeatedly cultured on a mediu 
containing the serum thus prepared. The agglutinability of the org 
nism with the homologous serum -was greatly decreased and final 
entirely lost, but its agglutinability with the serum of the original stra 
was somewhat strengthened. Itthus appears that the agglutinabili 
of cholera is very easily altered. Furthermore, the fact that sor 
cholera organisms which have passed through an animal’s intestines don 
agglutinate with serum prepared with typical cholera vibrios shows t 
insufficiency of the agglutination test alone in determining the natu 
of the organism. In such cases Pfeiffer’s test should be carried out. 

Miyake cultivated cholera repeatedly on a medium containing carbol 
acid, and found that the agglutinability of the organism was decrease 
After five subcultivations this decrease was first noted and it reached i 
maximum after 39 subcultures. This altered organism had lost i 
flagella and was consequently non-motile and had become rod-shape 
The immune serum prepared with the carbolised strain agglutinat 
the homologous organism but the ordinary strains only slightly. Wh« 
an immune serum prepared with the normal cholera vibrio is absorbe 
with the carbolised cholera strains the agglutinin for that organism 
completely absorbed, but not that for ordinary cholera. These fac 
seem to indicate that cholera possesses two agglutinogens, one in the boc 
of the organism and the other in the cell membrane and in the flagell 
The latter is absent in the carbolised cholera strain. gy 

Inouye (1921) demonstrated the existence of two agglutinogenis | 
another manner. According to him, cholera which has been cultivate 
at 37°C. contains agglutinogens A and B, and agglutinins A and B a! 
formed by the immunisation of an animal. If, however, cholera t 
cultivated at 45° C. it has no agglutinogen A, and consequently 1 
agglutinin A is developed in the process of immunisation. ; 

Changes in the agglutinability of cholera that can be produced artil 
cially may take place in nature as well. Friedberger and others ont 
maintained that since 6-hour to 8-hour cultures of cholera newly isolate 
from patients may exhibit spontaneous agglutination in physiological sa 
solution, Pfeiffer’s test should be carried out in such cases for purpos 
of identification. 

Kabeshima (1913) studied 6-hour to 8-hour cultures of 83 newl 
isolated strains of cholera, but never once encountered spontaneou 
agglutination. Shibayama’s experience at the Bacteriological Lab« 
ratory of the Metropolitan Police Station was similar : there we 


.* 


0 spontaneous agglutination among over 300 newly isolated strains. 
ponmtaneous agglutination does occur but it is very rare, and the agglu- 
nation reaction is very important because a rapid diagnosis of cholera 

essential. But.many studies in Japan have shown that the agglu- 
nation of cholera is very variable. Those strains which have been re- 
eatedly cultured or grown in media containing immune serum may show 
tarked agglutination in salt solution during the process of making a 
ispension. When dealing with such a strain the percentage of salt in the 
plution should be from 0.1 to 0.2 or formalin may be added to the 
aspension, or the organism grown on a suitable medium, such as 
vabeshima’s medium, may be used. Those strains which exhibit spon- 
aneous agglutination as a result of repeated culture may possess a normal 
ower of combining with agglutinins, but those which have acquired this 
toperty by growth on media containing immune serum media have 
0 power to combine with agglutinins. 
_ Fukushima (1914) found that the cholera vibrio acquired the property 
{spontaneous agglutination after it had been some time in a rabbit’s gall- 
ladder. He:further studied the relationship of pseudo-agelutination 
ith media, time of cultivation, concentration of salt and heating. A 
seudo-agelutination in the beginning is not difficult to differentiate from 
‘ue agglutination, but when complete it is difficult. Pseudo-agglu- 
nability is influenced but not determined by the media employed. It 
oes not disappear after repeated cultivation. It does not take place 
t low concentrations of saline. The property is destroyed by heating 
: 80° C. for 5 minutes; heating at 100° C. for over 4 hours does not bring 
ack the reaction, Ordinary agglutinability, though lost or weakened 
y heating at 75° to 100° C. for 5 minutes, is regained by heating ae 100°C. 
‘tT 30 minutes. When an immune agglutination test is made with an 
‘ganism ‘which exhibits pseudo-agglutination, the concentration of 
lt should be low, and, if the pseudo-agglutinability be destroyed by 
eating for a long time, an immune serum prepared with heated cholera 
‘brio should be used. 

There are some organisms other than cholera which are agglutinated 
ly cholera immune serum. 
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Chapter VI. 


CHOLERA VACCINES, 


I, (a). MetHops oF VACCINATION. 


Japan has been frequently invaded by cholera, with the result that 
preventive measures have been studied attentively. At the time of the 
epidemic of 1896, Tamura, of the Kitasato Institute, began to study 
cholera vaccine.. A suspension of organisms killed by heat was injected 
into animals and his own body. During the epidemic of 1902 in Kobe, 
prophylactic inoculation of cholera vaccine was carried out on a large 
scale. Out ofa population of 1,778,320 inthe Hyogo prefecture, 77,907 were 
inoculated. The vaccine was prepared according to Colle’s method and 
I ¢.c. of it was the dose for one injection. The reactions were very mild. 
The highest fever was 38° C. and chills or shiverings were rarely observed; 
some local tenderness developed five to six hours after the injection but 
neither swelling nor redness was marked and they disappeared in three 
days. Very occasionally there were urticarial eruptions. Polyuria was 
noted, and slight diarrhoea on the day following inoculation occurred in 
10 per cent of the persons vaccinated. Nausea and vomiting were very 
rare, 
| Of 1,183 cholera cases among those uninoculated, 882 died, a case 
mortality rate of 74.5 per cent. Of the 43 patients among those who had 
been inoculated, 17 died, a mortality rate of 39.5 per cent. The immu- 
nity conferred was not absolute, but the rate of infection and the case 
mortality rate were both greatly decreased. Better results might have 
been obtained by an increase in the dose of the vaccine. 

_ Since then, cholera vaccines have been used at each epidemic. The 
vaccine is still prepared by Colle’s method. The cholera vibrio, grown 
on an agar medium, is suspended in physiological salt solution and heated 
at 60° C. for 30 minutes, and diluted so that I c.c. contains 2 mgm. of the 
organism. Two injections of I c.c. and 2 c.c. are given at an interval 
of seven days. The vaccine contains 0.5 per cent of carbolic acid. 

_ In 1916, Takano suggested that a sensitised vaccine might give better 
results. This has since been supplied by the Kitasato Institute. Sen- 
Sitised vaccines prepared with the living organism were first used for the 
prevention of typhoid fever. - Practical difficulties necessitated the 
abandonment of the use of the living organism. A comparison of the 
results obtained by vaccines of sensitised dead organisms and heated 
organisms respectively showed that the former produced less reaction 
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but the production of antibodies was greater. Since then, this form 
vaccine has been more generally used. Experiences with sensitis 
typhoid vaccine suggested a sensitised cholera vaccine. The advanta 
of sensitised cholera vaccine is that it produces less reaction; cons 
quently a larger dose can:be injected if necessary, and the intery 
between the two injections can be made shorter. 

The method of preparation of sensitised cholera vaccine as describ 
by Takano (1916) is as follows : a 20-hours agar culture I gm. is suspend 
in 2 c.c. of a cholera immune horse serum (bactericidal titre of at lea 
0.0001 c.c.) diluted four times with the salt solution; the mixture is tht 
incubated for 2 hours, during which it isshaken from time to time. Thx 
the suspension is centrifuged at very high speed and the organism 
washed twice with salt solution. The organism thus sensitised is su 
pended in physiological salt solution containing 0.5 per cent of carbol 
acid. Of such a suspension I c.c. contains 2 mgm. of the organism. T! 
cholera vaccine thus prepared is placed in an incubator overnight. Ch 
lera organisms are killed by 0.5 9/9 carbolic acid if placed in an incubat 
at 37° C., but culture tests are carefully made to verify the death of tl 
organism and the absence of other contaminating bacteria. An essenti 
part of this process is to prevent the death of the cholera vibrio until tl 
sensitisation is complete. If dead cholera vibrios were to be used, tl 
antigen would be largely set free in the medium and lost in the proce 
of washing, so that the antigenic power of the vaccine would be great! 
reduced. . 

Takano determined the nitrogen content of vaccines prepared 1 
various ways. The results were as follows : 


Vaccines. Amount used. Nitrogen Content 

Heated: vaccine? )..% ge ees eee ste Sees, eee 100 c.¢. 5.18 mgm. 
Precipitates of heated organism (centrifuged). . .... . 100 C.c. 3.50 mgm, 
Precipitates of living suspension (centrifuged)... .... 100 c.c. 4.48 mgm. 
Seénsitised vaccines as Pete, vies shee te acces Se eae 100 c.c. 4.76 mgm. 
Sensitised vaccine (sensitised 24 hours) ......... 100 c.c. 4.06 mgm. 
Sensitised-vaccine (sensitised after beme killed by carbolic 

Acid): Sih fi. Lear see salen si a, eae ede Sam Soles Me Canc 100 c.c. 3-64 mgm. 


The following reasons are ‘given by Takano and Yabe for recon 
mending the use of sensitised vaccine : 

I, Suspensions of cholera killed by the addition of carbolic acid aft 
sensitisation and cholera suspensions in carbolised salt solution adde 
after the organism has been heated have about equal powers of producin 
bacteriolysin. The production of agglutinins is higher with the heate 
vaccine, but there is no difference in the resistance to infection produce 
by the two vaccines. 

2. In the process of washing, some of the elements of the organis! 
may be lost, but the amount of antigen so lost is very little. The ant 
genic power of the organisms in heated and sensitised vaccines respec 
tively is about the same. 

3. Sensitised vaccine has the following practical advantages : H 
local and general reactions are milder * consequently, the dose may D 


aereased, and, since the absorption is rapid, the interval between the 
ajection may be shortened, with the result that the production of a high 
legree of immunity can be rapidly obtained. 

This sensitised vaccine, which has been in use since 1916, has been 
nore readily accepted by the general public and, in spite of heated dis- 
ussion as to its relative. effectiveness, even the opponents of its use 
aust admit that it has done much to popularise prophylactic inocula- 
ions. Controversies concerning. the effectiveness of different vaccines 
which are discussed elsewhere) led to the study of certain immunolo- 
‘ical aspects of cholera, which has thrown much light upon the subject. 
<oyama and Yanagisawa (1922) reported that, if the sensitised vaccine 
ie kept in a suitable place, it keeps its antigenic power for thirteen months 
vithout any alteration. A two-year-old vaccine is still capable of confer- 
ing resistance against infection, but this property may be lost after 
hree years of storage. After three years of storage, the production of 
gelutinin was reduced to a-half : the production of bacteriolysins was 
educed after two years of storage. Sensitised vaccines can certainly be 
tored for more than one year without any appreciable deterioration. 
_ A new method of preparation of sensitised vaccine was proposed by 
Miura in 1919, but has not been generally adopted. Miura’s method is 
s follows : After the sensitised organism has been washed, it is placed 
oa Glocken exsiccator with chlorcalcium and kept im vacuo for 48 hours. 
The resultant dry powder is kept in ampoule until required for use. The 
ntigenic power of such a dried vaccine is retained for a long time without 
leterioration. 

After the use of sentitised vaccine had been proposed, Ichikawa (1916) 
irged the superiority of a carbolised vaccine. He maintained that, in 
rder to popularise the prophylactic inoculation of cholera vaccine, the 
aost important consideration is to minimise the reaction. His vaccine 
vas prepared with this object and sold as a cholera vaccine without 
eaction. The preparation is very simple. The living cholera is sus- 
vended in 0.5 °/, carbolised physiological salt solution, and 2 to 
.5 mgm. of the organism is injected in two or three divided doses. He 
hus vaccinated 500 employees of the Osaka Momoyama Hospital during 
NM epidemic. There was no case of cholera among those who were 
noculated, but there were two cases among the few who had not been 
noculated. This was very striking and could not be regarded as a coinci- 
lence. There are reasons to believe that the carbolised vaccine possesses 
aost antigenic power. 

Although Ichikawa maintained that carbolised vaccine produces the 
east reaction, later studies by many other observers have shown just 
he contrary to be the case. 

_ Kawaai (1922) made animal experiments with a hydrochloric acid 
vaccine, but it has not been used in practice. The organism was killed 
vith hydrochloric acid and the suspension was neutralised with sodium 
tydroxide. It was said that antibody production was about the same 
‘s with the heated vaccine. 

 Torigata stated that his so-called Impedin phenomenon is also 


characteristic of the cholera vibrio. Uyeda (1922), studying under Tor 
gata’s direction, maintained the best cholera vaccine to be their so-calle 
Koctoantigen. It is prepared by boiling cholera 15 to 30 minutes t 
destroy the Impedin. The supernatant fluid,af ter centrifuging, is usec 
Filtration through a porcelain filter results in a loss of antigen by absorr 
tion, This vaccine has not yet been used on any considerable scale, 


1. (b). CoMPARISON OF VARIOUS VACCINES. 


The relative prophylactic value of cholera vaccines prepared by dii 
ferent methods has been discussed by many investigators, and for 
time this subject became the centre of interest among bacteriologist 
in Japan. Brief summaries of the reports will be made in the chronc 
logical order of their appearance. 

Yabe (1916) found that, in the preparation of the sensitised vacein« 
the amount of the immune serum used was of importance, and, in judg 
ing the effectiveness of the vaccine, careful consideration should b 
given to the amount of vaccine injected in proportion to the body weigh 
of the animal; he stated that the formation of immunity must be teste 
by the degree of resistance against the infection by the injection of livin 
organisms. Moreover, the amount of specific bactericidal substance 
in the serum of animals which received the injection of the vaccin 
should be measured. He experimented with 82 guinea-pigs and wit! 
strains of different degrees of virulence. For the infection tests, he use 
two to eight times the minimum lethal doses, and the amount of th 
organisms in the dose of vaccine used was between 1 and 4 mgm, Th 
results of his experiments indicated that, immunologically, there wa 
no difference between the heated and sensitised vaccines, After th 
inoculation of animals with these two varieties of vaccine, the produc 
tion of bacteriolysin on the third, fifth and seventh days was measured 
in this respect also he found no difference between the two vaccines excep 
that the body weight of the animal was markedly reduced after an injectio1 
of heated vaccine. The conclusion reached was that sensitised vaccin 
can be injected in larger quantities and at shorter intervals, as the reactio! 
is very mild and the process of sensitisation destroys none of the antigeni 
power, : 

Yabe vaccinated a number of students in the Higher Normal Schoo 
with the sensitised vaccine and observed the reactions. Of 400 student 
thus vaccinated, none exhibited a rise of temperature over 37° Cae 
a control, 100 students were inoculated with heated vaccine. Of thi 
number, the temperature of 20 students rose above 37° C.iand of 5 aboy 
38.5°C. Thus by a human experiment, the advantages of a sensitisec 
vaccine were demonstraten. 

Matsui (1916) maintained that, as the local and general reaction: 
following the injection of sensitised vaccine are very mild, vaccinatior 
would not interfere with the normal occupation of persons vaccinated and: 
larger quantity could be injected at one dose, The injection of 3 mgm 


| the vaccine produces antibody formation within 72 hours, and conse 
nently the negative phase would also be shortened. 

Tsugane (1916) inoculated 412 students in the Okura Commercial 
thool. A certain amount of pain, swelling and redness followed the 
jjection. There was slight or moderate fever, headache and general 
jalaise in 45 per cent; 7 per cent of these had a rise of temperature above 
yo C., with abdominal pains and diarrhoea, and were confined to bed. 
ine of these cases developed serious heart-failure symptoms. Tsugane 
meluded that, even with sensitised vaccine, a considerable reaction 
tay be produced dependent upon the state of health of the subject. 

_ Futaki (1916) recommended Colle’s method of heating in the prepa- 
ition of cholera vaccine, and said that some reaction following injection 
‘a vaccine is unavoidable and can be neglected. He considered sen- 
ttised vaccine to be on its trial and experience insufficient; moreover, 
4e scientific basis for such a preparation was questionable. 

_Ishiwara compared the reactions produced by the injection of the 
imsitised vaccine-of the Kitasato Institute and of the heated vaccine of 
1e Government Institute on two groups of people under similar condi- 
fons. According to his observations, there were no general reactions 
i 61 per cent of those vaccinated with the heated vaccine and in 47 per 
ént of those vaccinated with the sensitised vaccine. There were marked 
vactions in 12 per cent of those injected with heated vaccine, as compared 
ith 17 per cent in the case of sensitised vaccine. The local reactions, 
ich as reddening and swelling, were also less marked when heated 
‘ccine was used. Asecond injection of heated vaccine could also be 
administered after an interval of 48 hours. Thus in every respect the 
bated vaccine was superior. 

_ Ishiwara’s study was carried out on vaccines sold by the drug-stores 
ad he did not take into consideration the strains of cholera used in their 
janufacture, their quantity and immunological efficiency — a fact which 
‘mewhat vitiates his results. At the same time, Takano stated at a 
‘ientific meeting that, during cholera epidemics, when the demand 
ir vaccines iu enormous, it is not rare to find among the vaccines sold 
“ry weak snspensions of cholera organisms. If one desires to make 
accurate csmparison of the effectiveness of various vaccines, they 
sould be prepored from the same strain of the organism under strictly 
‘milar conditioas. Heated discussions followed, and there was a marked 
‘vergence of opinion between the Kitasato Institute and the Govern- 
‘ent Institute for Infectious Diseases. Workers in the former insti- 
ite upheld the superiority of sensitised vaccine and those belonging to 
‘ie latter institute were equally ardent in their support of heated vaccine. 
1 reading these reports, therefore, these facts should be kept in mind. 
_ In addition to heated and sensitised vaccines, carbolised vaccine was 
‘so recommended. Inomata (1916) prepared all the three kinds of 
“accine with one strain of cholera, taking care to have the same quantity 
the organism in 1 c.c. of each vaccine. He then compared the reac- 
“ons produced in man by their subcutaneous injection. He also tested 
“ie blood for immunity reactions. He prepared the heated vaccine by 


heating the organism at 60° C. for 1 hour; the sensitised vaccine y 
prepared by sensitising the organism at 37° C. for 24 hours and tl 
washing, so that a large amount of antigen was lost in the process 
washing. According to his observation, antibody formation is m 
marked with carbolised vaccine and poorest with sensitised vacci: 
The reaction is mildest with sensitised vaccine and strongest with carl 
lised vaccine. But, since the object of vaccination is to produce 
immunity in the body, some reaction is unavoidable. Therefore t 
carbolised vaccine is the most satisfactory. Prior to this report, Ichika 
recommended carbolised vaccine because of its mild reactions. Lai 
investigations are all in accord that the carbolised vaccine produces m 
reaction. 

Shiga and Yabe (1917) maintained that, in the study of immuni 
production by vaccines in the animal body, tests for various an 
bodies in serum are not sufficient: the entire immunity of the anin 
should be tested. For this purpose, resistance against infection mt 
be determined by the injection of living organisms into the immunis 
animal. By this method, they compared the effectiveness of the sen 
tised and heated vaccines. These vaccines were prepared from the sai 
strain of cholera, and guinea-pigs were used. According to their resul 
the degree of immunity produced by both vaccines is the same, but wi 
sensitised vaccine a certain degree of immunity is developed within : 
hours, while no resistance is developed with the heated vaccine in so sh¢ 
atime. For this reason sensitised vaccine is superior. This superiori 
was not revealed by estimating the bacteriolysin present in the serum 
rabbits immunised with heated and sensitised vaccines respective! 
There is both a humoral and a cellular immunity, and the antibodies 
the serum contribute but a part of the entire immunity conferred; it 
a rule that antibody formation in the serum is weak when a sensitis 
antigen is used for immunisation. For these reasons, they urged th 
the resistance test against infection in the animal body should be used 
determining the efficacy of sensitised vaccines. a 

Igarashi and Tanaka (1917) injected with sensitised and heat 
vaccines respectively 51 persons employed, and living under the san 
conditions, in the Komagome Isolation Hospital, and the agglutinins at 
bacteriolysins in the serum of these persons were tested. The fir 
group of 27 persons each received two doses of I c.c. and 2c.c. of the heats 
vaccine containing 2 mgm. of the organism in each cubic centimeter até 
interval of 7 days. The second group of 8 persons received three dos 
of the heated vaccine, containing 1.5 mgm. of the organism in each cub 
centimeter. They received 0.5 c.c., 1.5 ¢.c. and2 c.c. at intervals of 4 day 
and 7 days respectively. The third group of 16 received I c.c. and2 ©. 
the sensitised vaccine, containing 2 mgm. per cubic centimeter, at < 
interval of 4'days. The vaccines were supplied by the Governmes 
Institute and the Kitasato Institute. The results showed that, two wee! 
after the second injection of the heated vaccine, antibod:es present | 
the blood were comparable in amount to that found in recovered chole1 
patients. Antibody formation in_the scrum of recovered patient 
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wever, bears no constant relationship to the severity of the illness, 
ome carriers have as much antibodies in their blood as recovered 
iolera patients. They also found that sensitised vaccine does not pro- 
ace antibodies any quicker than does heated vaccine, and the amount 
toduced is also less. In the majority of cases the formation of anti- 
ndies reaches its height between the 14th and 21st day after the 
jection of the vaccine. 

Yabe (1917) made an observation on 300,000 people who received 
msitised vaccine during the cholera epidemic of 1916, and he found 
‘iat the reactions in all cases were very mild and there were no serious 
actions or complications : 80 to 95 per cent had very slight local pain 
‘no reaction at all, and nearly all — certainly more than 98 per cent — 
ere able to continue their work without interruption. 

_ Takeuchi (1917) carried out animal experiments and compared the 
imimal toxic doses with the development of resistance against infec- 
on. The minimal lethal dose of the sensitised vaccine in guinea-pigs 
lr intraperitoneal injection was 125 to 150 mgm.; and by subcutaneous 
ijection 200 to 250 mgm.; and of the heated vaccine by intraperitoneal 
ijection 15 to 20 mgm., and by subcutaneous injection 75 to 100 mgm. 
‘hus the toxicity of the sensitised vaccine was decidedly less. There 
"as no difference in the degree of immunity conferred as determined by 
te infection test in guinea-pigs, but after the sixth day the immunity 
onferred by heated vaccine appears to be somewhat greater than when 
‘nsitised vaccine is used. When the bactericidal action of the serum 
(rabbits to which either kind of vaccine had been injected is tested iz 
uro, the heated vaccine appears to be by far the more potent of the two. 
_ Sukegawa (1918), from the results obtained in the animal experiments 
ad human beings, demonstrated the superiority of sensitised vaccine, 
le found no difference in the production of bacteriolysin in the two 
«ses, but agglutinins were produced in greater amount by the heated 
yecine. In human beings, bacteriolysin can be demonstrated from the 
tird day and reaches its maximum on the fifth day after injection of 
‘nsitised vaccine. In case of necessity, 6 mgm. of the sensitised 
\ccine can be injected in one dose and sufficient immunity may be pro- 
aced by only one injection. Ordinarily, two injections of 2 mgm. and 
“mgm. respectively are made, and the bacteriolysin and agglutinin titres 
ce about the same as those found in the serum of recovered cholera 
ftients. In a few exceptional cases, the immunity reactions remain 
étirely negative after vaccination. The severity of the reaction fol- 
liwing an injection is determined by the state of health and the conditions 
clife of the individual. For instance, the girls in spinning-mills exhibit 
farked reactions and there were a few cases which had even more or less 
“vere reactions. About 30 per cent, after inoculation with sensitised 
\ecines, had a more or less severe local reaction; only 4.6 per cent 
‘mplained of general symptoms. Only 0.17 per cent were forced to 
live their work. 

_ Takaki (1917) injected animals with the heated and sensitised vac- 
“es prepared on the same day, the former by the Government Institute 
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for Infectious Diseases and the latter by the Kitasato Institute, ; 
compared the results. According to him, heated vaccine is more pot 
in the production of antibodies. There was no negative phase produ 
in guinea-pigs by either vaccine. Guinea-pigs were immunised ¥ 
vaccines, after which resistance tests were made with the living organi: 
with this test, both vaccines appeared to have equal efficiency. 

Kodama (1920) published a report on preventive inoculations ¢ 
ried out in Formosa, where he found one injection to be more conveni 
than two, for which reason a sensitised vaccine is to be recommend 
as it causes less reaction than a heated vaccine. One injection of 4 mg 
was generally used in Formosa and very good results were obtained. 
animal experiments, there is no marked difference in the immunity fp 
duced by injection of one dose or by two divided doses of any gi 
amount. For a rapid production of a high degree of immunity, 
considered the one-injection method to be better. 

Nomura, Sotoma and Harata (1920) inoculated with sensitised ¢ 
carbolised vaccines I,110 persons at the Osaka Isolation Hospital : b 
groups were similar in all respects. According to their report, neit 
vaccine produced any marked reaction except in rare cases : this is clea 
shown : 


Injected with Injected with 
sensitised vaccine carbolised vaccine 
: (874). (236). 
Local reactions : Fer beuks Per cent. 
ATER We 0 Bente) Garp lines ee eS 13.62 7. Om 
Nib CUES, Bah Wc eat oan an 52.17 ‘ 23°58 
Moderates OUR AS aie oo 1.0 bs Fe. os 24.48 48.31 
SEWEre Sri EME riey Reo, ee one 9.73 20.76 
General reactions : 
None Sep ena ee) aor ee 75.51 51.27 
Mild nye eed oon. Ge als teeta 21.63 44.92 
Moderate’. Soe Gee 72S ab. Met 2.40 3.39 
Severes tay opts) tc emverw aun. 0.46 0.42 


I, (c) EFFEcT OF CHOLERA VACCINE. 


The first preventive inoculation against cholera in Japan was mé 
in 1902, in Kobe, on 78,000 people. Since then, at each epidemic, ino: 
lation has been encouraged. The results of the preventive inoculati 
are difficult to ascertain with any accuracy. It is true that in amir 
experiments injection of cholera vaccine confers a certain resistat 
against infection, and inoculated human beings develop in the bo 
certain evidence of immunity, but it is a question how effective it 1s 
preventing a natural infection. The results of the preventive ino 
lation in 1902 at Kobe indicated that the infection rate of the inocula! 
was low, as was the case in the mortality rate of such cases as occurred. 
is very difficult, however, to compare the infection rate for those W 
have and those who have not been vaccinated, respectively. Whet! 


preventive inoculation is carried out or not, an epidemic of cholera in 
Japan does not last long. As a rule, when preventive inoculation is 
extensively practised, the epidemic is at its height. Consequently, 
there is a tendency to overestimate the value of preventive inoculation. 
To obtain unassailable results, it would be necessary to divide the popu- 
lation of a certain area into two parts, both living under comparable 
conditions, and submit one group to inoculation, leaving the other 
‘uninoculated. Such a procedure is very difficult to carry out in practice. 
_ Although in Japan preventive inoculation has been practised for a 
long time, there are no data that enable one to estimate the amount of 
protection conferred. Furthermore, the virulence of cholera differs in dif- 
ferent epidemics as well as at the beginning and the end of an epidemic. 
It is generally admitted, however, that vaccination diminishes the risk 
of infection and the risk of a fatal issue should the disease be contracted. 

In 1916, when sensitised vaccine was first brought into use, Yabe 
made statistical observations on 300,000 people who had been ino- 
culated with it. The number of persons inoculated at the early part 
of the epidemic, including those who were exposed occupationally as well 
as others, was, in Tokyo, 238,936, or 10.64 per cent of the population 
(2,244,796), and in the suburbs, 61,988, or 7.64 per cent of the population 
(811,150). In the city, there were cholera patients among those 
who had been inoculated (0.13 per 10,000 inoculated persons), and 
372 cases among the uninoculated (1.85 per 10,000 uninoculated persons). 
In the suburbs, no case occurred among the inoculated and 229 cases 
among the uninoculated (3.09 per 10,000). Thus, when the city and 
suburbs are combined, the rate of contraction among the inoculated is 
but one-twenty-fifth of that among the uninoculated. Murata (1902) 
stated that the three patients found among the inoculated had not 
received the complete course of inoculations. The course consisted 
-of two inoculations of 2 mgm. and 4 mgm. respectively : the patients in 
question, for one reason or another, had received only one-third to one- 
fifth of the usual dose. 

In addition to such statistical studies as the foregoing, there are many 
_cases which prove the efficacy of sensitised vaccine. For instance, in 
afamily the one member who had not received the inoculation contracted 
the disease, while the others escaped; in a factory, cholera patients 
appeared only among the uninoculated; no case was reported ina ward 
in Tokyo where preventive inoculation had been widely practised, or in 
another ward, where 29.15 per cent of the population had been inoculated, 
while among the uninoculated, 18 cases were reported. Such cases 
afford the best direct evidence of the value of cholera vaccination. 
___ Sukegawa’s report on the results obtained by preventive inoculation 
with sensitised vaccine in Kanagawa in 1916 is testimony to the efiicacy 
of the procedure. There was no case of cholera among inoculated per- 
‘sons living on boats and in slum districts, but there were several cases 
of cholera among those who were uninoculated. 
__In spite of the fact that the inoculation on this occasion was carried 
out extensively among those who were most exposed to infection, the 


majority of the cases were found among the uninoculated : the case mor 
tality rate among the uninoculated was 74.11 per cent, while among th 
inoculated who contracted the disease five days or more after inocula 
tion was 35.71 per cent. 

According to observations made in Osaka by Nomura, Sotoma an 
Harata at the time of the epidemic of 1920, 816,343 persons were inocu 
lated between June 14th and October 30th, and of these 559,026 person 
received the second inoculation. Thus 66 per cent of the entire popu 
lation of Osaka was inoculated and 45 per cent received two injections 
The number of cases and deaths that occurred and the death rates wer 


as follows : 


Wears, One inoculation. Two inoculation 
Number of persons... . . . 436,208 231,541 380, 307 
Number) of; patients) ae 340 28 II 
Per 100,000 population. . . 771073 12.09 2.8 
Déathsé.) 2 ee ee Cee 144 II 2 
Per 100,000 population. . . 33.25 4.73 0.5: 
Deaths per 100 patients. . . 42.38 39.28 18.18 


The influence of preventive inoculation on the excretion of vibrio: 
by carriers was also studied. The average duration of excretion, among 
the uninoculated was 3.69 days, and among the inoculated carrier: 


(13 persons) 2.08 days. ; 
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2. IMMUNOLOGICAL STUDIES ON CHOLERA VACCINES. 


Immunological action of cholera vaccines has been studied by severe 
investigators. 

Sato (1916) studied agglutinin production following the preventty 
inoculations on 40 students. On the fourth day after the first inocu 
lation, the highest agglutinin titre was 120; several had a titre of 3¢ 
but the blood of the majority of the students gave a negative reactior 
On the ninth day, the highest titre was 480; most agglutinated ina dilu 
tion of 200, and there were only two that gave negative results. Eigh 
days after the second inoculation, the majority had titres between 48 
and 200. There were marked individual differences. 

Mano and Onishi (1917) injected heated vaccine into II persons 
6 of whom received two inoculations and 5 one injection. They foun 
marked individual variations with regard to the formation of aggluti 
nins. The highest agglutinin titre was 1280 and the lowest 15. Th 
formation of bacteriolysins was the same. The highest titre was I 
30,000 and the lowest was I : 1,000 c.c. The formation of agglutinin 
is high in 8 days after the inoculation and reaches its maximum from I! 
to 28 days after (average, 3 weeks); agglutinins thereafter gradualh 
decrease, but even 4 months after the inoculation the agglutinin titr 
is considerable. The formation and duration of bacteriolysin on thi 
whole runs parallel with that of agglutinins, but not necessarily so 
The appearance of agglutinins and bacteriolysins is more marked after thi 
second inoculation than after the first. 

Tamura (1918) found the reaction following injection of heatet 
vaccine to be slight, consequently persons in indifferent health cai 
be vaccinated if a reduced dose be administered. His observation 
showed the agglutinin titre at the tenth day after the inoculation t 
range between 620 and 20, and the results of the bacteriolysis test wer 
between 0.0001 c.c. and 0.1 c.c. There are marked individua 
variations in the formation of immune bodies, and the formation 0 
agglutinins and bacteriolysins in the same individual may not neces 
sarily be in parallel. 

Shikata (1919) carried out preventive inoculations on 7,443 soldier: 
in the 7th Division. He mentioned as reactions following inoculatior 
perspiration and cutaneous eruptions. Nomura and Nagashima reportec 
the rates of contraction and carrier rate to be lower among the ino 
culated than among the uninoculated. Yasutomi (1921) reported that 
about the same degree of immunity may be conferred by inoculatior 
with a sensitised vaccine as by an attack of the disease and that this 
immunity lasts more than six months. According to Sakai, the agglutinin 
reaction of carriers is increased by vaccination in some cases, while ir 
others the influence is only slight. Mizoguchi stated that, when an epide 
mic of cholera necessitates the vaccination of tuberculous patients, 
normal doses may be given in mild cases, but in severe cases the first 
dose should be reduced, and subsequent doses be determined by the 
severity of the reaction following the first inoculation. 


Koyama (1924) studied the relationship of toxicity to immunity: 
‘actions. He immunised guinea-pigs with vaccines made from strongly 
irulent and weakly virulent strains of cholera respectively. His 
‘sults were as follows. The amount of antibody formation is dependent 
pon the strain of the organism used but not on its virulence. No bio- 
ygical characteristic indicates the antigenic power of any given strain. 
ukegawa (1920) studied the blood picture following the inoculation of 
holera vaccine in rabbits, monkeys and man. No changes in the red 
lood corpuscles are seen, but the leucocytes show the so-called negative 
hase, with a temporary decrease in the number of polymorphonuclear 
ells. In rabbits, the number of pseudo-eosinophile cells, and in monkeys 
nd in human. beings polymorphoneutrophile cells are decreased in 
umber after vaccine inoculation. This period of leucopenia lasts from 
ight hours after the inoculation to three or four days. During this 
eriod it is difficult to demonstrate free immune bodies in blood. 
Vhen the leucocytes begin to increase, immune bodies appear and 
ontinue to increase with the increase of leucocytes for one to two 
yeeks. On the other hand, lymphocytes increase at first and then 
fter four days they decrease. Other leucocytes show no change. The 
otal leucocyte count is decreased at first and then increased. When 
abbits are inoculated with sensitised vaccine, there is an increase of 
iseudo-eosinophile cells before the appearance of the negative phase. 
Vhen inoculation is repeated, the blood picture is much complicated by 
he second negative phase at the time when the leucocytes have begun 
oincrease. If, however, the second inoculation be made when the blood 
‘as regained its normal appearance after the first inoculation, the 
ormation of immune bodies is very rapid, changes in the blood picture are 
light and there is no marked negative phase. Thus the blood picture 
‘ives an indication of the effect of vaccine and of blood reactions. The 
ime of increase and decrease of the polymorphonuclear neutrophile 
‘ells (in rabbits, pseudo-eosinophile cells) and lymphocytes respectively is 
lifferent. Four days after the inoculation there is a point of crossing nu- 
nerically of these two varieties of cells. There appears to bea certain re- 
ation between the form of thelines of this crossing andimmunity production. 

According to the studies of Murata (1926) on the histological changes 
xf various viscera following the vaccine inoculation, there are circula- 
ory disturbances, deposition of pigment and changes in histiocytic cells, 
vhanges in lymphatic tissue, appearance of myelocytes, atrophy by 
nflammatory reaction, necrosis and atrophic sclerosis. These changes 
we due to the toxin in the vaccine. The reactions following the inocu- 
ation may in fact be due to such changes of the tissues. Sensitised 
vaccine produces less pathological change than unsensitised vaccine. 
The most marked changes take place in the blood-forming organs. Both 
feactive hypertrophy and necrotic atrophy occur, the amount of each 
seing determined by the amount of cholera toxin injected. When a 
suitable dose of vaccine is used, there are progressive changes, but if 
the dose of vaccine be excessive regressive changes take place. | The 
above observations were made by repeated inoculation of the vaccine in 


rabbits, which were then killed. Spleen, liver, lung, kidney, supraren 
glands, marrow and lymphatic glands, digestive tract, heart, generati 
glands, and skin were examined. 

* 

The cholera vaccine prepared by the Government Institute for I; 

fectious Diseases is a heated vaccine. The suspension of the organis 
is heated for one hour at 53° C. and 0.5 % carbolic acid is added. 0; 
cubic centimeter of the vaccine contains 1.5 mgm. of the cholera vibri 
It is a mixed vaccine, containing typical, atypical and intermediate type 
When the strain of an epidemic is one of the three types, vaccine 
prepared with it. Inoculations are made in two doses of 1 c.c. an 
2 ¢.c. or in three doses of 0.5 c.c., I c.c. and 1.5 c.c. 
_ The Kitasato Institute prepares the sensitised vaccine. A hors 
is immunised with the strain of cholera causing the epidemic and th 
vibrio is sensitised with the horse serum. One cubic centimeter of th 
vaccine contains 2 mgm. of the organism. 

The vaccines are also prepared by certain prefectural laboratoric 
and private institutes. There would be no difficulty in preparin 
enough vaccines to inoculate the entire population of the country 
Existing facilities for the preparation of the cholera vaccines forr 
one of the chief reasons why recent epidemics of cholera in Japan hav 
been checked before extensive damage has been done. | 
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3. MIXED VACCINES. 


Although there is never any necessity for injecting a mixed vaccine 
cholera and other pathogenic organisms, the procedure has been 
udied by several investigators as a matter of scientific interest. 
ikagami (1917) prepared a mixed vaccine of cholera and typhoid B., and 
jected it into his own body. He found that his blood serum, taken six 
ays after the second injection, had a very strong bactericidal action for 
oth typhoid and cholera and there was no evidence of antagonistic 
ition. 

Tani (1922) examined the agglutinin production in rabbits which 
hd been immunised with a mixed vaccine of cholera, typhoid, dysentery 
(lexner type), staphylococci and streptococci. He also found that 
(glutinins for each kind of the organisms had been produced at the 
‘me time. Marked production of agglutinins of one kind do not neces- 
‘tily induce increased production of agglutinins of the other. It is 
(rtain that the injection of a mixed vaccine does not prevent the pro- 
action of antibodies by any constituent organism. Nobuta (1914) 
fund that the production of antibodies by injection of cholera and 
tphoid vaccines, alternately or at the same time, is not very much 
ferent from that produced by each vaccine separately. 
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4. IMMUNISATION BY ORAL ADMINISTRATION OF VACCINES. 


Much work has been done on the oral administration of chole 
vaccine in Japan from early days. Shiga (1907) modified vario 
methods of immunisation by way of the intestinal tract, and carried 0 
experiments with cholera, typhoid and dysentery. His results wi 
cholera may be briefly summarised. Cholera organisms suspended 
50 % glucose cholera is fed to guinea-pigs and infection tests are ma 
between 7 days to 3 weeks after the feeding. Since a natural infection 
impossible, a special method was used. Kuwahara found that an inje 
tion of one-fifth of the lethal dose of cholera by intraperitoneal injecti 
into the eyeball of a guinea-pig kills the animal in 4 to 5 days, yet t 
cholera organism would not enter the blood circulation or visce1 
According to this method, immunised guinea-pigs were injected wi 
cholera, but they survived the administration of alethal dose. Imm 
nological reactions carried out with the filtered extracts of macerat 
intestines and the other viscera of such animal were not material 
different from those given by the tissues of a normal animal. 

Hida and Toyoda (1907) studied the influence of digestive fluid | 
the antigenic powers of cholera, dysentery and typhoid bacilli. T 
organisms were mixed with pepsin hydrochloride or alkaline pancrea' 
fluid and digested for 5, 24 and 72 hours at 38° C. and then filter 
through a Chamberland filter. Each fluid was subcutaneously inject 
into an experimental animal on which immunity tests were subsequent! 
carried out. It was found that agglutinins and resistance agait 
infection were perfectly formed. The methods of introducing antige 
into the intestinal canal were then studied. The organism was kill 
at 60° C. for 30 minutes; lactose was added and it was then dried. T 
dried powder was put into a capsule and given to an animal with, 
empty stomach. A capsule contains 4 mgm. of the organism. | 
creasing amounts of the organism were administered. Some days ait 
the last administration, blood samples were taken and tested for agg! 
tinins and for resistance against infection. Both tests were positiy 
Thus animal experiments give grounds for expecting benefit from t 
oral administration of vaccines. Experiments with human bein 
however, have not given the results one might have expected irc 
animal experiments. Later, bacteriologists appear to have lost thi 
interest in the problem. If a living organism of weak virulence cou 
be taken by mouth in a large amount, a considerable local immuni 
on the intestinal mucosa might be conferred. It is believed to be dil 
cult to obtain an effective local immunity with perfect safety by caus! 
a mild illness without true infection. | 

Recently, Besredka propounded a local immunity theory, 2 
Masaki (1922) studied the mechanism of intestinal infection andimmu) 
sation by oral administration of cholera vaccine. According to his stud 
cholera organisms which are injected subcutaneously or intraperitoneal 


ich the intestinal canal and therein multiply and produce certain 
j-hological changes, while cholera toxin enters the blood circulation 
i kills the animal. Healthy rabbits or guinea-pigs are not infected 
) swallowing living cholera organisms, but if the mucous membrane of 
) intestine be altered by the administration of bile a certain local im- 
unity is developed by the oral administration of living or dead cholera 
yanisms. The blood of animals so immunised contains sometimes 
ilutinins. The production of agglutinins is more marked when dead 
lera organisms are administered, but the blood does not contain 
iy substance which protects against infection. The immunity in such 
es does not depend upon immune substances in the blood but is 
irely a local immunity of the intestinal mucosa. When a certain 
.ount of living cholera vibrios is administered to a rabbit which has 
yn treated with bile, definite symptoms are produced (anorexia, 
ter, diarrhoea and cachexia), and in the animals which recover from 
}: mild illness a local immunity of the mucous membrane is developed. 
Nsuch an animal be killed by an intravenous injection of the living 
blera, a few of the cholera organisms can be recovered from the 
restine. The organism enters the intestinal canal from the blood- 
tzam, but the local immunity of the mucous membrane prevents 
rection. 

‘Masaki’s. experiments are based on the assumption that, in the 
rection of rabbits and guinea-pigs with cholera through other than the 
il route, the organism enters the intestinal tract by reason of its 
terotropic nature and there produces an inflammation of the wall of 
f intestine, which facilitates the growth of the organism and reduces 
I resistance of the wall, so that absorption of toxin takes place and 
ds the animal. But according to Mashimo’s experiment, the entero- 
tpic nature of cholera is not certain. In the infection of rabbits 
ul guinea-pigs with cholera through other than the oral route, vibrios 
ultiply at first in the blood, but some are excreted rapidly into the 
lndenum through bile ducts. By swallowing vaccine after the previous 
action of bile, which damages the intestinal wall, antigen is absorbed. 
Perefore this method should produce results not very different from 
lise produced by the administration of antigen by other routes. 
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Chapter VII. 


BiLOLOGICAL CHARACTERISTICS, 
I. CHOLERA TOXIN. 


There is a difference of opinion among investigators as to thee 
tence of an exotoxin in addition to the endotoxin. Hayami (19 
cultured the El Tor strain in a bouillon medium having the optim 
degree of alkalinity and peptone content, and filtered it through 
asbestos filter. He found that a two-days culture contained the stro 
est toxin, and 2 c.c. of it killed a rabbit in two to five minutes. ~ 
toxin produced by other strains was not so strong as that of the El’ 
strain : strong immune serum can be obtained by using the El Tor str: 
Of the immune serum so obtained, 0.05 c.c. neutralised the lethal dose of 
toxin. Hethought that this soluble toxin was the specific toxin of cholk 

Takano (1918) compared various solutions obtained by wash 
killed cholera or live cholera and the residual bacterial body. He 
not find any difference in various immunological reactions and 
symptoms produced in guinea-pigs with these solutions, and he ca 
to the conclusion that it is difficult to distinguish in cholera between 
exotoxin and endotoxin of cholera. When the vibrio dies, the m 
constituents of the body permeate into the medium, and in all liq 
media bacteria are continually dying. Consequently, finding toxin in 
medium is not sufficient evidence of the existence of an exotoxin. 

Kodama and Kato (1922) studied cholera toxins and their ai 
bodies. What they called cholera toxin was prepared in the follow 
manner. The culture on an agar medium is dissolved in 0.1 % pot 
sium hydroxide solution and filtered through filter paper, when it 
neutralised with acetic acid; the addition of dehydrated alcohol produ 
a white precipitate, which is dried. They compared this toxin W 
living cholera or powdered cholera organisms. They found that, wl 
cholera toxin is dissolved in a weak alkaline solution, its toxicity 
often strengthened. They prepared immune sera with living chole 
dead cholera, powdered cholera, extract of powdered cholera, sedim: 
of powdered cholera, and cholera toxin, and they examined the immu! 
logical reactions produced by each. They found that the agglutu 
content was lowest in sera produced with toxin and the extract 
powdered cholera. The least precipitin content was in sera made W. 
living and dead organisms. These sera, however, protected animals aga! 
infection by cholera, but they are unable to neutralise toxin and prot 
animals from the injection of a lethal dose of cholera toxin or choli 
dry powder. From these facts, it appears that there is very little he 
in the serum-therapy of cholera. A study of precipitinogens was 4 


ade. In bouillon cultures, precipitinogen is found in small amount 
er 24 hours, and is increased day by day till the 14th day. The 
xalinity of the filtrate of a culture more than 11 days old is increased 
» boiling, and sometimes a pseudo-precipitin reaction is produced. 
‘small amount of precipitin is found in the salt solution in which a 
‘sh agar culture has been suspended. Most is found in the extract 
; dried bacterial powder. Precipitinogen is destroyed by heating 
,60° C. for 30 minutes, but precipitinogen in the bacterial body is not 
istroyed by that degree of heat. 

Kabeshima (1913) described in detail the hemotoxin of the cholera 
prio. It is important, in carrying out hemolytic experiments, to 
<p the various strains of cholera used in uniform conditions. Kabeshima 
ide blood agar plates with sheep blood and the hemolytic zones 
und the colonies on the plate were made the basis of differentiation. 
Jt of 195 new strains and 11 laboratory strains, 91.7 per cent were 
imolytic, and only 4.6 per cent displayed no hemolytic action what- 
wr. There were 3 old strains and I new strain which had marked 
imolytic action on blood plates within 24 hours, and there were 7 
fains which exercised hemolytic action in sheep-blood suspension 
lid. Certain water vibrios produced a hemolytic zone on blood 
tes but had no hemolytic action in sheep-blood suspension fluid. 
iits determination of hemolytic activity the duration of culture 
mst be carefully taken into consideration; the blood agar plate 
nthod is the most convenient. There are hemotoxic and non-hemo- 
cic cholera vibrios, but hemolytic action is not a fixed but an easily 
viable characteristic of the cholera vibrio. 

Toshima (1919) also found hemolytic activity to be a variable 
Tracteristic of the cholera vibrio. When a non-hemolytic strain 
s‘rown in symbiosis with a hemolytic non-pathogenic vibrio, the cholera 
itio acquires hemolytic properties. Moreover, many non-patho- 
€ic vibrios have no hemolytic action, so hemolytic activity is not 
Timportant point of differentiation between pathogenic and non- 
chogenic vibrios. The hemotoxin of the vibrio combines with blood 
Gpuscles at low temperature, but does not in these circumstances 
inlay any hemolytic activity. Heating for 30 minutes at 55° C. 
ctroys the action of the hemotoxin. The hemotoxin produced in 
wure of vibrios is gradually inactivated by anti-hemolytic substances. 
+ addition of a small quantity of active hemotoxin activates the 
ative hemotoxin. 

Nakatate (1920) also found marked differences in the hemolytic 
con of different strains. Yamaguchi (1925) examined a bouillon in 
‘Ich the El Tor strain had been cultivated with guinea-pig blood 
%uscles and found blood-agglutinating substance in addition to 
jemolytic substance. The hemolytic substance, unlike the agglu- 
2 substance, had antigenic power. The former is destroyed at 55° C. 
n the latter at 50° C. The hemolytic substance is absorbed by 
o-elain but the agglutinic substance is not. 
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2, CHARACTERISTICS OF CHOLERA ON CULTURE. 


The cholera red reaction is not an absolutely specific feature ol 
cholera vibrio, for, according to Nakadate (1920), some strains of ch) 
do not give it. He found the reaction to be sometimes very mark 
media without sodium carbonate. Hirano and Shiraokawa (1924) f 
that 10 per cent of the peptone-water culture gave the cholera 
reaction. O So Ki (1924) considers the cholera red reaction ma) 
of use in diagnosis. No other bacteria isolated from human or an 
feeces give the cholera red reaction. In order to obtain a well-ma 
reaction, a culture in alkaline media should be over 18 hours old. 
an indicator, beside sulphuric acid, hydrochloric acid, oxalic acid 
tartaric acid can be used. 

Inouye and Kakihara (1926) found that some strains_of cholera 
duce hydrogen sulphite, while others do not. This difference dep 
on the kind of peptone used in the media, and it is not due to differé 
in the nature of cholera strains. For instance, hydrogen sulphi 
not produced when Teruuchi’s peptone is used, but when Witte’s pep 
is used it is produced to a marked degree. But even in the latter 
if the medium be made strongly alkaline, hydrogen sulphite is not for 
In Frenkel’s solution with sodium sulphite and oryzanin, hydr 
sulphite is formed to a slight degree. Similar results were obtained 
about 90 new and old strains of cholera. 

The alkaline production of cholera has been described in the se 
which deals with culture media. Since the introduction of the dete 
nation of the hydrogen ion concentration, changes in the alkalinit 
media have been studied in detail. Ando and Yoshioka found 
the optimum growth of cholera is obtained in peptone water or bou 
with a hydrogen ion concentration of 9.0. : 

Otsubo found that, when iodine solution is dropped around the | 
nies on an agar medium, unstained zones around the colonies are 
duced. If corrosive sublimate be used instead of iodine, similar 2 
may be formed. These zones do not appear if the culture media cot 
a trace of serum. : 

Tsujitani (1898) made some experiments regarding the storag 
cholera strains. He obtained a cholera vibrio which had retaine! 
original virulency after being kept 324 days in a sealed glass bottle 
20 % peptone water. 
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3. FORMATION OF FERMENT. 


Sugar-splitting activity is one of the biological characteristics of the 
holera vibrio. Moreover, its ability to convert starch into sugar 
3 utilised in the differentiation of cholera from other vibrios. Some 
f the experiments on this sugar formation have been mentioned in 
he section on culture media. _ 

Oyama (1911) studied the sugar-forming capacity of various vibrios, 
nd found that the cholera vibrio possessed it in the most marked 
legree. This action is very much reduced if an excess of sodium chloride 
‘e added to the medium, and is almost non-existent in a 3 °4 sodium 
hloride medium. If starch be added to the peptone water in the cholera 
ed reaction test, a rapid and strongly marked reaction is obtained. 
_ Nobechi (1923) studied the behaviour of cholera in media containing 
ourteen sugars, four higher alcohols and one glycoside (arabinose, 
ylose, levulose, galactose, mannose, maltose, lactose, saccharose, dextrin, 
mylum, innulin, glycerin, mannite, dulcite, isodulcite, salicin), All 
ibrios, both pathogenic and non-pathogenic, split glucose, levulose, 
alactose, dextrin, amylum and mannite, but the splitting of galactose 
nd Mmannite is weak. They do not split arabinose, xylose, innulin, 
ulcite, isodulcite (rhamnose), salicin and alcohols. The splitting of 
ictose and glycerin varies with different strains. Cholera cannot be 
ifferentiated from other vibrios by its sugar-splitting action. 

Kondo also (1925) carried out experiments with eighteen sugars, and 
sund that lactose at first remained unchanged but after a week gave 
positive reaction with cholera, but with other non-pathogenic vibrios 
\etose remained unchanged throughout. There are some strains which 
oagulate milk. 
| One of the ferments produced by cholera is gelatinase. Inouye 
cudied this gelatinase immunologically. Normal rabbit serum contains 
otigelatinase, but, if a rabbit be immunised with gelatinase, a specific 
nmune antigelatinase is formed. Comparison of the normal and 
nmune antigelatinases shows that : 

I. The action of the normal antigelatinase is weakened by treat- 
lent with chloroform : on the other hand, the immune antigelatinase 

not so influenced. 

2. When serum is made into the two fractions, the normal antigela- 
nase is found in both fractions in a reduced amount, but the immune 
Atigelatinase is found in globulin. 

_ 3. The addition of iodine reduces the action of the normal antigela- 
fase, but the immune antigelatinase is unchanged. 

_ 4. Heating at 60° C. destroys the action of the normal antigelatinase, 
ut the immune antigelatinase is only destroyed at 70°C. The immune 
atigelatinase is specific. Immunisation of rabbits with the material 
om which the gelatinase has been destroyed by boiling, or by being 
eated with animal charcoal, does not produce antigelatinase. 
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Chapter VIII. 


HE FATE OF THE CHOLERA VIBRIO OUTSIDE THE BODY. 


_ Cholera, when it invades Japan, as it does from time to time, is most 
\ulent during the summer and with the oncoming of cold weather it 
cadually subsides. 


There are various media which may be instrumental in the spread 
€ the disease, but the most important is water and various articles 
C food, especially fish. A study of the fate of the cholera vibrio in 
sch articles is therefore of very considerable epidemiological importance. 


Nogami (1902) studied the viability of the cholera vibrio in fresh 
viter and sea-water. He found that the vibrio in the sea-water, when 
kpt at 37° C., survived for 3 to 4 days, and in the ice-chest for g to 
(days, In sterilised sea-water at 37° C. it survived for 30 to 42 days, 
ad in the ice-chest for 53 to 65 days. In fresh water at 37° C. it sur- 
ved for 5 to 6 days, and in the ice-chest 18 to 20 days. In sterilised 
fish water kept in the ice-chest it survived for over 2 months. The sea- 
wter used in this experiment contained 3.1 per cent of salt and 
(y bacteria of various kinds per cubic centimeter. The fresh water 
ws the city water and it contained 100 bacteria per cubic centimeter. 


Yano, Okazaki and Hiroumi (1904) thought that differences of strains 
ithe Vibrio, characters of water and climate would have important 
iluences on the life of the cholera vibrio, and they carried out studies 
»: the viability of seven strains isolated during the epidemic of 1902, 
ttresh city tap-water, sea-water, well-water and distilled water respec- 
‘ely and kept under various conditions. The sea-water was obtained 
tm a depth of 3 meters below the surface at a point 2 miles from the 
lire. It contained 2.6 per cent of salt and 2,305 bacteria per cubic 
“<timeter. The well-water was clear, containing a trace of chlorides 
ul 1,216 bacteria per cubic centimeter. The city water contained 
'bacteria per cubic centimeter, while the distilled water was sterilised 
ore use. As to the temperature, the incubator was kept at 37° C, ‘ 
E room temperature varied with the seasons, the experiments being 
ctinued from April 23rd to January I1th of the following year. The 
“\perature of the ice-chest was from 3° to 8° C. and the dark-room 
vs kept at room temperature. 


| CHOLERA IN JAPAN 5 


The following table shows the length of life of the cholera vi 
under various conditions in different media. ' 


Incubator: Room Temp. : Ice-chest : Dark-roo) 

Days Days Days Days 

Seawater ieee iz 26 27 AI 

Well-water.. 7°. 3. r2 21 II 17 

City Pwaten preter 13 21 13 16 

Sterilised sea-water . 83 152 230 209 

Sterilised well-water . 135 178 267 245 

Sterilised city water . 58 24 45 98 
Sterilised distilled 

water. Ba cers 53 30 25 74 


Thus the cholera vibrio survived longer ina sterilised water, especi 
when kept in an ice-chest or in a dark-room. It survives longes 
sterilised well-water. Its survival is comparatively short in unsi 
lised water or in the water in natural conditions. It is interestin; 
notice that the storage in an ice-chest does not materially influence 
time of survival. This experiment indicates clearly that the cho 
vibrio in nature is overwhelmed by other bacteria and is extermin: 
fairly quickly. 

The length of survival of the cholera vibrio in sea-water has 
important bearing on the spread of cholera in Japan. The cho 
vibrio carried into the coast or ports of Japan by ships from infe: 
foreign ports may cause the disease among fishermen and boatn 
who in turn pollute the sea-water and spread the disease widely. 
this reason, the duration of survival of cholera vibrio in sea-water 
been studied frequently. 

According to Matsuda (1910), the vibrio survives for 7 to II ¢ 
when in sea-water if there is no direct sunlight. The impurity of 
water is of importance : in sea-water where the bacterial flora is al 
dant, the cholera vibrio is comparatively quickly exterminated. 
clean sea-water, the cholera vibrio has a tendency to multiply. 
vibrio quickly dies in sea-water exposed to direct sunlight. 

Further study is needed as to the distribution of the vibrio at d 
rent depths of water. The viability of the cholera vibrio on dry arti 
is also an important problem : the vibrio is said to be very sensitiv! 
dryness. 

Hata and Matsuda (1906) examined the viability of cholera vibric 
coal. When the vibrio was smeared on coal with nutrient mediun 
died out in 3 days, and without the nutrient medium it survived 
7 to 21 days. This difference may be due to the fact that, when 
nutrient medium is present, other bacterial flora multiplies and kills 
vibrio. It survived for 7 days ina mass of moistened coal, but for 21 d 
in a mass of dry coal. Moisture during the summer facilitates 
srowth of other bacteria and hastens the death of the vibrio, wht 
lower temperature prolongs its life. | 
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Suzuki (1921) studied the effect of dryness on the cholera vibrio by 

tying it, smeared on a silk thread, which was placed in a jar with cal- 
um chloride. He found that the vibrio did not survive more than 18 
)28 hours. If a suspension of the vibrio in a salt solution containing 
small amount of horse serum be dried in a jar as before, it survives 
nger. If horse serum alone is used for the suspension, the vibrio sur- 
ves still longer. Similar results are obtained with white of egg, but 
ot so marked as with serum. Drying the vibrio ona cover-glass quickly 
lls it. 
_ Foods are closely related to the spread of cholera. Any uncooked 
od may be dangerous to eat during a cholera epidemic. One of the 
ost favoured articles of food in Japan is fresh vegetable pickled in 
it. If this vegetable be contamined with cholera, the vibrio might 
‘ach a person’s mouth. The danger is very apparent when one realises 
at in Japan vegetable gardens are fertilised with comparatively fresh 
liman excreta, and that some vegetables are liable to be washed in 
pols of water directly exposed to contamination with human excreta. 
ortunately, however, the cholera vibrio dies very quickly in excreta 
aring the summer months. 

Yokote (1898), taking these facts into consideration, studied the via- 
llity of cholera in the moisted rice-bran and salt in which vegetable 
jckles are made. A small amount of the rice-bran mixture was placed 
i a Petri dish and an agar culture of cholera was added. Then at 
itervals cultures were made in peptone water and ona gelatin medium. 
éter two hours, the vibrio was no longer demonstrable by culture 
isthods. This is very probably explained by the sterilising action 
salt and acid in the rice-bran mixture. At any rate, the rice-bran 
fekle is not an important medium for the spread of cholera. 

_Yokote experimented by mixing the vibrio directly into the rice-bran 
txture. If, however, the vibrio be placed on vegetables before they 
« pickled in the rice-bran mixture, the vibrio is not killed off so quickly. 
Snilarly, the vibrio on vegetables pickled in salt survives a certain length 
time. Raw fish and vegetables are eaten in Japan with a sauce of 
Yegar and soy. Therefore the sterilising action of such a sauce is an 
"portant subject for study. 

_Kitashima (1904) found that the cholera vibrio is killed in 27.37 Ol, 
Vyiegar within 5 minutes andin 11.11 % vinegar within 30 minutes. When 
3 gm. of cabbage, cucumber, shellfish or fish-meat which had been 
Feviously infected with cholera vibrio were placed in 10 c.c. of vinegar, 
ts vibrio on the vegetables was killed off in 30 minutes, and on shellfish 
0fish-meat it was killed offin 1 hour to2 hours, Therefore he concluded 
tat these articles of food should be soaked in vinegar for 2 hours or 
lager before they are eaten : 36 per cent of soy would not kill the 
Colera vibrio in6 hours, Pure soy does not manifest its sterilising action 
ft over 2 hours. Therefore food articles soaked in soy are not devoid 
o danger. 

Fish is regarded as the most important article of food for the spread 
© cholera in Japan. Fish may be exposed to polluted sea-water and 
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the danger is greater when the fishing population is infected. Tak; 
(1913) studied the viability of cholera on fish. At room temperat 
in the month of October, the vibrio smeared on fish-meat survives 
3 to 4 days and in the ice-chest for 10 to 12 days. Insuch conditic 
the fish is entirely decayed, yet the vibrio is still recoverable, 

isolating the vibrio from such material, the peptone-water metho 
not certain : Takano found Kabeshima’s hemoglobin agar medi 
to give very satisfactory results. 

If the cholera vibrio be smeared over the scales of fish, on the surf; 
of fish-meat, or on the surface of beef, it tends to increase for the f 
20 hours. If the fish or beef be left alone without handling, the vil 
does not spread over a distance of more than I centimeter. It d 
not pass through uninjured fish-skin into the subcutaneous tissue, | 
the vibrio smeared on the surface of fish is not entirely removed by wa 
ing with water. The cholera vibrio smeared on fish at first increases 
room temperature and then begins to decrease, but, as already stated 
survives even after the fish is entirely decayed. 

The vibrio smeared on the body of fish is not killed in sugared vine; 
for 2 hours. It survives for over 20 hours at room temperature in vineg 
bean-paste, and soy has even less disinfecting power than has vineg 
bean-paste. In short, it may be said that fresh fish prepared w 
vinegar, bean paste or soy is dangerous food during a cholera epiden 

When fish kept in a glass jar are fed with food containing chol 
vibrios, the organism can be demonstrated in the intestine of the fi 
The vibrio is naturally also diffused in the water and becomes attacl 
to the surface of the fish. If such a fish be moved to fresh clean wat 
it is found that the vibrio entirely disappears in 4 1/2 days. Even wl 
a fish is kept in water containing cholera vibrios, the vibrio does 1 
penetrate through the skin. 

Nishiki (1913) studied methods of disinfecting fish. For practi 
purposes, it is important that the method should be rapid, easy a 
capable of disinfecting large quantities; moreover, it should not inj 
fish as food. Nishiki selected as disinfectants hydrochloric acid, ace 
acid and formaline. The cholera vibrio was smeared on the surlé 
of fish, which were then soaked in various concentrations of the dis 
fectants, a piece of the fish being removed from time to time and ©’ 
tured. Hydrochloric acid solution 10 % required 3 minutes and 2 da 
in 0.1 % to kill the vibrio; in acetic acid, 15 minutes in 10 % was requit 
and 3 days in a 0.1 % solution, and in formaline solution 10 minu! 
in 3 % and 3 hours in 0.1 % dilutions. In saturated sodium chlor 
solution, the vibrio lived for 4 days, and in a 10 % solution for 8 da} 

This experiment shows that disinfection of fish with the disinfectat 
is not feasible if the food value is to be retained. Salting of fish 
not a safe disinfecting method. Undoubtedly the best method is — 
boil the fish before eating. - 

Pollution of sea-water is of frequent occurrence, and the possibili 
of fish becoming contaminated is a practical problem of importan( 
The Sanitary Section of the Kochi Prefecture reported that chole 
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yrios were recovered from a large proportion of the fish caught in the 
by which had been polluted with cholera. 

_Kabeshima (1917) experimented with salt-water fish at the Saseho 
hwy Hospital and ascertained that the cholera vibrio in polluted water 
eters the intestine of fish very readily. The viscera of even dead 
fh in polluted water may be infected with cholera vibrios. He concluded 
tat disinfection of fish while keeping it edible is practically impossible. 
le only method is salting for a week, which is sufficient to kill the 
colera vibrio. 

Thus, fish, which is one of the staple foods of the Japanese, is a 
vy dangerous food during a cholera epidemic. The general public 
tognise the danger and abstain from eating it. It is true that boiled 
fi is safe, but, during preparation, kitchen utensils, such as knives 
ai chopping boards, may become contaminated and thus indirectly 
eavey infection. For these reasons, during an epidemic, fishing and 
tl use of sea-water in dangerous districts are strictly prohibited. 
Te loss thereby entailed by fishermen and fish-merchants is enormous, 
aact which adds to the importance of the question and has in part been 
“ponsible for the large amount of attention that has been devoted 
tat. 

Toyama for several years past has been studying this problem at 
1 State Institute for Infectious Diseases. The following subjects 
we been investigated : (1) Chemical disinfection; (2) Physical methods 
ulisinfection; (3) The fate of the cholera vibrio on fish; (4) The relation- 
Ip of cholera to oysters and other shellfish and their disinfection. 

1. Chemical Disinfection. — Selecting over 80 disinfectants, he is 
‘aparing the disinfecting power of each against cholera in test-tubes. 
dis attempting to find an economical and effective disinfectant for the 
linfection of fish and meat, but has not yet reached any definite 
‘¢clusions. 

2. Physical Methods of Disinfection. — The effect of temperature on 
5 cholera vibrio under various conditions has been studied. When 
h cholera vibrio is kept at 20° C. below zero in distilled water, city 
vier, physiological salt solution, 1 % to 10% salt solutions, it dies 
1 in 24 hours. Cholera kept in sea-water survives 5 days; in I % to 
.) Salt solution it survives 4 days, and in 10 % salt solution 1 day. 
Ven the medium contains certain nutrients, the vibrio survives longer. 
\ithe same temperature, 20 degrees below zero, the cholera vibrio in 
tone water survives for 11 days and in meat broth for 3 weeks, in 
cillon for 26 days and on the slant agar medium for 42 days. If the 
blera vibrio be placed in a medium containing little or no nutrients, it 
ti out very quickly at a low temperature. In subjecting the vibrio 
®reezing temperature, its numbers very rapidly decrease at first, but 
*W survive for a long time. 

In the winter in Tokyo when the temperature is coldest, the exposure 
fhe cholera vibrio in distilled water to the outside air kills it in 1 day. 
the city water, it survives for 1 day and occasionally as long as 4 days; 
A hysiological salt solution for 1 day to 2 days; in 5 % chemically 
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pure salt solution for 1 day; in sea-water about I week. The effec 
sea-water varies with the place from which the water is taken. Inj 
tone water it survived for 15 to 16 days and in bouillon for 7 mon 
but in unsterilised bouillon it survived only 52 days. On agar med 
it survived for 131 days. 

The viability of cholera in earth depends largely upon the ki 
and characters of the earth. It survived from 1 day to 2 days to o 
sionally 2 1/2 months. Ordinarily it survived for I week to 3 week 

In short, the cholera vibrio, if placed in a suitable medium, is rea, 
affected by cold temperatures. 

The cholera vibrio is readily killed by heat. On fish it is killec 
boiling water in I minute, at 80° to 90° C. in 2 minutes, at 70° C 
3 minutes and at 60° C. in 7 1/2 minutes. 

3. Fate of Cholera Vibrio on Fish. — The experiments were cari 
out mainly with fresh-water fish. Cholera vibrios smeared on fish | 
left at early summer temperature in Tokyo survived for 7 to 10 di 
The same result was obtained by smearing the vibrio on fish which | 
been sterilised with steam. During midsummer, it survived onl 
to 3 days. When kept in an ice-chest at a temperature of 3° to 6° 
it survived for 14 to Ig days, and occasionally 25 days. The sé 
results were obtained with different fish. The cholera vibrio survi 
regardless of temperature even after the fish was decayed. 

During summer, the cholera vibrio smeared on the surface of 
tuna or devil-fish has a slight tendency to increase at first, but it soon 
gins to decrease. The growth of cholera on the surface of meat is simi 

In salt solution, the cholera vibrio does not grow and it is gradu: 
killed. The effect is more marked when pure sodium chloride is u 
instead of impure salt solution. When the cholera vibrio is suspen 
in a solution of chemically pure sodium chloride at 37° C., it ‘ 
in I % solution in 1 month, in 5 % solution in 20 days, in 10 % or 0 
in 1 day. At room temperature in the autumn season, it is killed 
1 % solution in I month, in 5 % solution in 1 week, in 10% solutior 
I day. At 2° to 4° C, in the ice-chest, in1 % it is killed in 10 days 
5 to 10 % in about 15 hours and in over 15 % solutions in about 7 
hours. Ordinary cooking-salt contains many impurities and the chol 
vibrio in a salt solution made with such salt survives longer. In 
ice-chest, it survives for 15 days in 1 % to 5 % solution, for 3 days 
10 % solution, for 2 days. in a 15 % to 25 % solution, and for 14 ho 
in a saturated salt solution. In salting fish, if impure salt be used « 
left at a room temperature, the cholera vibrio survives for 2 wet 
The effect is better if the abdominal viscera of the fish be removed : 
the fish be packed in salt. 

Cholera vibrios on the surface of fish left outside the house dur 
midwinter survive for 8 days to 2 weeks. The same length of viabil 
is obtained with cholera on meat and vegetables treated in the same W 

4. Relationship of Cholera to Oysters and other Shellfish and th 
Disinfection. — When an oyster, shelled or unshelled, is placed in fre 
sea- or salt waters which are contaminated with the cholera vibrio, - 


‘brio enters the stomach within I minute. When oysters and clams are 
spt in cholera-polluted sea-water at a temperature of zero to 5° C., the 
brio survives for 1 1/2 months, and at 22°C. for 15 to 20 days. When 
ielled oysters or clams are kept under the same conditions, the vibrio 
irvives at low temperature for 20 days and at 22° C. for about 15 days. 
holera vibrios smeared on oysters and clams which have been killed and 
erilised by boiling survive for over 20 days. 

_ When cholera vibrios are smeared on shelled oysters kept at a room 
smperature of about 20° C., their number at first decreases, but soon 
sgins to increase, and reaches its height in 68 hours, after which there 
a gradual decrease, and in 171 hours the vibrio entirely disappears. 
he vibrio grows very much better on an oyster than an ordinary fish. 

The cholera vibrio smeared on an oyster which is then soaked in 1 % 
‘etic acid survives for 60 minutes, and the vibrio in the stomach of the 
yster survives for 7 hours. In 2 % acetic acid the surface vibrio dies 
| 15 minutes and those in the stomach in 7 hours; in 3 % acetic acid, 
ie surface cholera is killed in 7 1/2 minutes and in the stomach in 
hours; in 4 to 5 % acetic acid the surface cholera dies immediately, 
ad in the stomach in 45 minutes. Thus the cholera vibrio on the sur- 
‘ce of an oyster is easily disinfected, but the vibrio in the digestive 
stem is not so readily killed. 

Thus there is no suitable method of disinfecting fish and shellfish 
yntaminated with the cholera vibrio except boiling. Fish which can be 
ilted can be disinfected in a certain period of time, and those kinds 
hich can be completely dried are disinfected by the process. 

_ In view of the importance of methods of disposal of human excreta 
. the spread of cholera, the viability of the cholera vibrio in the night- 
vil is a problem that calls for study. 

_ Watanabe and Kawaai (1924), keeping a mixture of faeces and urine 
ader as natural conditions as possible, added a culture of cholera. It 
as found that, in the early summer and early autumn, the cholera 
‘brio survived for 24 hours and in the winter for 15 days. 

Cholera vibrios in sewage, according to Ohwada’s experiment (1924), 
arvive for 1 day at 37° C., for 4 days at room temperature, and for 
2 days in the ice-chest. The vibrio in sewage water survives 6 days 
: room temperature. 

Iwata (1925) urged the necessity of chlorinating the water supply, 
ad recommended the use of bleaching powder instead of liquid chlorine, 
nee the supply of the latter is insufficient in Japan. He determined 
te available chlorine and tested its disinfecting power against the 
iolera vibrio. He found that a dilution of 900,000 in clear water kills 
ie cholera vibrio in 15 minutes, a 1,200,000 dilution in 20 minutes, a 
500,000 dilution in 30 minutes, and a 2,400,000 dilution in I hour. 
re found that the cholera vibrio in peptone water grows in a fairly 
oncentrated chlorine solution. 

_ Ohwada’s experiments also showed that the disinfection of sewage 
ith bleaching powder requires a concentration of 1 in 30,000 (for 15 
‘nutes tot hour). The disinfection of sewage contaminated with cholera 
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Time required Dilution _ 

bhinioaee Kinds of Water Beaker Powder 
15 minutes... ©. Fresh sewage 30,000 
LS gists ee Oxidised sewage 50,000 
30, TRINU tes ee Fresh sewage 30,000 
30 minutes acess Oxidised sewage 80,000 
T hoMtoctwe wee. Fresh sewage 30,000 
i OUT? ents Oxidised sewage 100,000 


Thus the proportion of chlorine required varies accord 
character of the sewage. Untreated sewage requires more c 
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Chapter IX. 


CLINICAL STUDIES. 


I. DEVELOPMENT OF THE DISEASE. 


Ichikawa (1916) described the types of skin rash which may be si 
on cholera patients. According to him, the types of the skin lesions. 
manifold. In the majority of cases the rash is erythematous, wl 
there are in some cases urticarial, erysipeloid or scarlatinoid eruptio 
Generally the rash is more or less elevated, and, if diffused, the s! 
becomes swollen. The slighter rashes are roseolar, typhoid or syp 
litic in forms, but vesicular or pustular rashes may be seen. The ras! 
pass away within one to two days, but occasionally more than a we 
may elapse before complete disappearance. When the rashes are fou 
all over the body, they persist longer than when they are circumscrib) 
Desquamation follows the acute stage of the rashes. Rashes appi 
not only on the skin but on the mucous membrane as well, between t 
7th to 12th day after the onset; in the majority of cases they appear 
the 1oth, with appearance of the eruptions. The eruption may or m 
not be itchy. It has been said that the appearance of the erupt 
indicates a good prognosis. But death usually takes place within 2 
4 days after the onset. Therefore the rash appears after the criti 
period has passed away. The eruptions appear in about 78 per cent 
the cases, andin 5 per cent they were very marked. The rash may vé 
probably be due to an anaphylactic phenomenon accompaning t 
development of immunity against the cholera toxin. 

Matsuo and Nakahori (1916) described the symptoms and cour: 
in 43 cholera cases in the Kyoto Isolation Hospital. Murayama (191 
describes the course of 207 serious cases. Out of this number, the 
were 58 recoveries and 149 deaths. Out of 66 mild cases, 65 recover 
and 1 died. The 38 cases of choleric diarrhcea all recovered. The 
were 94 males and 77 females who recovered and 150 males a! 
35 females who died. Many cases died on the first or second day. The 
were 4 cases which died within 12 hours and 6 within 24 hours. Nimnete 
cases of which the exact time of onset was unknown died some time duri 
the Ist and 2nd days, There were 21 deaths on the 2nd day, 20 ont 
3rd, 13 on the 4th, 8 on the 5th, 13 on the 6th, 10 on the 11th day 
disease. Those who died on the 6th to 9th days had uremic symptou 
As to the cause of infection, many of the cases could attribute the disea 
to the eating of fish or ice. In the majority of cases there was no de 
nite incubation period. The shortest reported’ was 18 hours and t. 
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gest 3 days. The majority of the patients were between 21 to 30 years 
fage. The rate of male to female was 200 to III. 

There were 62 cases who developed the disease while they were 
solated (not carriers), and of these 48 recovered and 14 died. The case 
nortality rate of this group of patients was 22.58 per cent: this indicates 
hat the disease is milder when the onset is retarded. Most of the 
atients were boatmen or fishermen, a fact which supports the statement 
lready made that the spread of cholera in Japan is largely due to pollu- 
ion of sea-water. In the majority of cases mixed remained clear, but 
1 exceptional cases it became clouded. Palpitation of the heart and 
iscomfort in the chest were complained of in the majority of cases. 
linety-seven cases had marked cyanosis : a few had fever just before or 
sllowing the onset. The hoarseness is due to the loss of body water, 
ebility and vomiting. The duration of vomiting varies, but as a rule 
he frequency decreases with the course of the illness, There were cases 
1 which the vomiting lasted for 12 days. The longer the rice-water 
tools continue, the worse is the prognosis. The rice-water stool may 
ontain pinkish or meat-juice-like fluid; sometimes mucus and bile juice 
‘re mixed in it : 20 cases out of the 30 who had such stools died. 

Cholera vibrios have never been demonstrated in the blood or urine. 
‘he cholera eruptions appeared mainly on the 8th to 12th days and they 
rere seen in 6.7 per cent of the total cases. The eruptions assumed 
arious forms; sometimes they were like measlesor roseolar. They were 
ttended with itching. 

_ Anuria occurs in most cases during the Ist and 2nd days. If it lasts 
ynger, the prognosis is bad. 

According to Kamimura and Tsuda, the majority of cases have an 
icubation period of 3 days. More than four-fifths of the total number 
ad an incubation period of less than 5 days. It is shorter in children 
*ss than 10 years of age, and in females than in males. 
| Wakamatsu, Suzuki and Anjo (1922) made a hematological study of 
holera patients. There is marked increase in the number of red blood 
orpuscles with the onset of the disease. The number of the red cells 
ometimes exceeds 8,000,000. Normoblasts may appear : when they 
0, they indicate a serious condition of intoxication and the prognosis is 
oor. The hemoglobin shows a tendency to decrease from the beginning, 
nd the index is less than 1. The number of leucocytes is highest at the 
remic period, and most of the cases who had over 20,000 died. The 
ighest count was 38,000. In the final stages of the disease, the leu- 
ocyte count is low. The ratio of red to white cells is always less than 
ormal because of the increase of the leucocytes. The increase of the 
olymorpho-leucocytes at first is slight, but with the onset of the intoxi- 
ation symptoms they gradually increase, and finally myelocytes may 
€gin to appear and justify a bad prognosis. The lymphocytes are 
€creased from the beginning, and if the diminution is progressive the 
Tognosis is poor. The large mononuclear cells are slighly decreased 
uring the acute stage, but the decrease is within physiological limits. 
“hey increase with the recovery in number of other leucocytes. 
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Eosinophile cells usually disappear during the acute stage, butinafewea 
which died with uremia there were eosinophile cells just before dea 
The viscosity of blood is markedly increased; the highest observed y 
22.8.‘ In most cases the viscosity becomes normal in a week. Blo 
platelets at first tend to decrease, but they increase after recovery 
the patient. They have aclose relation with the hemorrhagic diathes 

The above blood findings indicate that the symptoms of chole 
during the acute stage are due to the loss of water from the body, and t 
symptoms produced during and after the uremic period are due to t 
intoxicative effects of the cholera toxin. 

Yagasaki, Watanabe and Ohshima made clinical observations on I 
(70 males and 42 females) cases taken into the Komagome Isolati: 
Hospital during the epidemic of 1922 in Tokyo, where there were 1 
patients. The majority attributed their infection to fish. The dea 
rate was 34.8 per cent, lower than in former epidemics (in Tokyo, it w 
51 per cent in 1912 and 48 per cent in 1916). There were 72 serio 
cases, I9 mild cases and 21 cholera diarrhcea cases. Twenty-one cas 
had fever in excess of 37° C. before the 3rd day of the illness; 26 cas 
had a rise of temperature on or about the 7th day. Those patients wii 
typhoid symptoms had a continuous fever of about 38° C. Sometim 
there was a mild intermittent fever without complication throughout tl 
entire course of the disease. In many cases diarrhcea was seen at tl 
onset, and vomiting was comparatively rare. Not more than 14 stoo 
were passed in a day by any case, and rice-water stools were seen onl 
during the first 3 days. After that, the stool becomes like bean-pas' 
soup. Sometimes mucus or bile may be passed with the stool. Ric 
water vomit is seen for the first I to 3 days; later, the vomit contains 
dirty coloured bile-stained mucus. 

During the algid stage, the skin becomes sodden, inelastic and clamm: 
with marked cyanosis. The pulse and heart-sounds are extremely wea 
and the blood pressure is lowered. At the stage of reaction the puls 
and the heart action recover, first apical sounds resembling that of 
digitalis heart-sound. The second pulmonary sound is also accentuatec 
The dullness over the heart is somewhat enlarged toward the left sid 
The pulse rate is not uniform, but as a rule it is not very frequent. Eve 
at the critical period the rate may remain as low as 60 to 70. None o 
the cases had Ashnell’s symptoms nor had any of the cases strong pos! 
tive Levy’s symptoms. The injection of atropin did not influence th 
pulse rate or blood pressure, but the injection of adrenalin increased th 
pulse rate and blood pressure. Thus the pulse and blood pressure o 
cholera patients are sensitive to adrenalin and there is an increase 
irritability of the sympathetic nerves. . 

Consciousness is generally clear, except in serious cases, in whicl 
delirium may supervene. The muscles are very irritable. The gas 
trocnemius muscles in the early stage may be painfully irritable in man) 
cases and in all cases idiomuscular jerking can be observed. This maj 
be due to an increased irritability of the muscles. This symptom may 
persist even in the convalescent stage. During the algid stage, tendor 


eflexes are accentuated, but become normal or slightly weakened in 
he convalescent stage. The respiration is usually normal. The voice 
uring the algid stage is husky or it may be lost entirely. Anuria is 
ommon, especially during the uremic period; other cases may pass 
0 to 100 c.c. of urine per day. The amount of urine passed is an indi- 
ation of good or bad prognosis. When anuria persists for 4 or 5 days, 
he prognosis is extremely bad. 43 per cent of the fatal cases had anuria. 
‘he urine at this stage is strongly acid and contains a large amount of 
lbumin. Red blood corpuscles and cylinders may be seen. There 
}no sugar in the urine at any stage. In many cases, the indican and 
reatinin reactions are strongly positive. 

As to the eye symptoms, during the algid stage of the disease the pupil 
} dilated and reacts sluggishly to light. They return to normal during 
ne stages of reaction and convalescence. The pupils may be unequal 
1 some cases. There may be marked conjunctivitis with or without 
orneal ulcers. 

The typhoid state is ushered in on the oth to 13th days, during the 

zaction stage after the algid period. During this stage, the face is 
xpressionless, the tongue is coated and the abdominal wall is retracted. 
hhe fever, though slight, continues for some time, and the conjunc- 
ve are congested. The mentality is clouded. The cholera eruptions 
ppear on the 8th to 14th days and disappear in (an average of) 5 days. 
hese eruptions are measles-like, scarlatinal or erythematous. The 
tognosis of those who have eruptions is good. 
_ As complications may be mentioned parotitis, hemorrhagic enteritis, 
*tany and cedema during the convalescent period. The cedema of the 
ynvalescent period accompanies sensory disturbances, the urine output 
large and contains no albumin. The cedema lasts about 2 to 10 days 
ad disappears suddenly. This cedema in all probability is not due to 
\sturbance of the functions of heart and kidneys. 
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2. CHOLERA CARRIERS AND THE DURATION OF VIBRIO EXCRETIO} 


Bacteriological examinations are made in Japan of both chor 
patients and contacts,!so that much information has been colle: 
regarding the healthy carrier and the duration of excretion of chor 
vibrios. Tokunaga (1910) examined the excreta of the families, 
cholera patients and other contacts, during the Osaka epidemic of 1(( 
Out of 2,147 persons thus examined, 49 (2.3 per cent) had cholera vib» 
in their feces. The longest period during which such healthy carr: 
continued to excrete the vibrio was 10 days. The carriers were of b- 
sexes in equal proportion and persons of all ages are equally suscept | 
of becoming carriers. The cholera vibrio excreted by carriers is ident: 
in all respects with the ordinary cholera vibrio. 

Sakai (1916) reported as to the duration of excretion of the vib) 
among 112 carriers found among the persons detained in the To,’ 
Quarantine Station. The following table summarises the results. 


Days «Petes gelokeme teen samorecs I 2 3 4 5 6 7 8 9 to 1 
Carriers . . . 3... 52 5 2° 30 GQ lee 
Daysi tic b,c Ieee ee ron I2 13 14 15 16 17 18 19 20 21 
Carriers . ...'s «+. 2 O° 1 (2 9 OSG 555s se 


Thus the majority of the carriers were found excreting the vibrio 0 | 
on the day of their discovery as carriers, and the great majority had cea « 
excreting the vibrio within I week. At the time of their discovery) 
carriers, the agglutinin reaction of their serums was generally negati? 
After 7 or 8 days, the reaction became fairly strong. Ishiwara repor ¢ 
that, out of 2,490 persons quarantined, 110 were found to be cart! ‘ 
and 51 developed the disease. Thus carriers were more numerous tl! 
those who developed the disease. During the epidemic of 1916, Ya? 
saki observed the number of days of vibrio excretion among the ‘¢ 
cholera patients in the Komagome Isolation Hospital in Tokyo. He fove 
that in many cases vibrios were excreted continually up to the end’ 
the 3rd week. There were cases in which excretion persisted to the 32° 
and 40th days. In some cases a re-excretion of vibrios occurred aft! 
vibrio-free intervals. There was no correlation between the number | 
days of excretion of vibrios and the seriousness of the disease. 

Noda, Nomura and Harata, of the Osaka Quarantine Station, &~ 
mined the faeces of 4,865 contacts quarantined at the station : 68 of th® 
developed cholera and there were I01 carriers. This number of cartis 
was just 10 per cent of the total cholera patients in Osaka at the tit, 
and was equivalent to 2 per cent of the total number of pers(s 
quarantined. There were slightly more females than males, and many ! 
the carriers were between the ages of 16 and 25, the youngest bei} 
2 years of age (2 cases) and the oldest a case of 79 years. As to occupati', 
boatmen, stevedores and artisans predominated. The shortest pet! 
of vibrio excretion was I day, the longest 14 days, with an average 
5 days. During these periods, however, the vibrio may not be fou 
each day. 


Izawa (1916) kept under observation the cholera patients isolated 
t the Kyoto Isolation Hospital chiefly with regard to the duration of 
xeretion of the vibrio. He found the shortest period to be 12 days, the 
verage duration 34 to 35 days; in I case it was 40 days and in a very 
xceptional case the patient kept excreting the vibrio for 4t/, months. 
‘his patient had normal-formed stools on and after the 29th day from 
he commencement of his illness, but the vibrio was continuously 
xcreted. The morphology and agglutinability of the vibrio underwent 
o change during this long period. 
_ At the time of the epidemic of 1919 in Osaka, Nomura, Sotoma and 
larata reported that, out of the 302 persons quarantined, there were 
cases of cholera and 10 carriers, equivalent to about one-sixth of the 
otal cholera cases in Osaka. The majority of the carriers were young. 
‘he average number of days of excretion of the vibrio by the carriers 
‘as for males 5.4 days and for females 2 days. They also reported 
aeir observations during the epidemic of 1920, when there were 392 
holera patients and 77 carriers, equivalent to about 20 per cent of the 
tal patients. The average number of days of vibrio excretion 
‘as 3.54 days, the shortest 1 day and the longest 12 days. When the 
stimated number of days of excretion of the vibrio before their determi- 
ation as carriers was added, the average became 6.96 days, the shortest 
days and the longest 15 days. There were 13 persons who became 
urriers after they had received a preventive inoculation. Their average 
eriod of vibrio-excretion was 2.08 days. The average period to 57 car- 
ers who had not been inoculated with preventive vaccine was 3.69 days. 
bout one-half of the above 70 carriers had diarrhoea and might be 
‘garded as cases of cholera diarrhcea. In such cases, the duration of 
ibrio excretion was somewhat longer. . 
_ Shiiba reported that, during the spring following the severe epidemic 
; cholera of 1920 in Chosen, an examination of the faces of 11,650 per- 
ns was made in the regions where cholera patients and carriers had been 
‘ported. Not a single carrier was found. Thus in Chosen as well as 
| Japan it seems improbable that a carrier should harbour the vibrio 
iroughout the winter and so give rise to a spring epidemic. 
_ Amata, Nagawo and Nakamura and Hasegawa observed 33 carriers 
id 4 cases among the 391 persons quarantined as contacts at the time 


the epidemic of 1922 in Tokyo. There were 17 carriers discovered as 
ae result of 1 fecal examination, 5 cases by 2 examinations, I2 cases 
y 3 €Xaminations, 2 cases by 4 examinations and I case by 5 examina- 
ons. The number of days of vibrio excretion was as follows : 
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_ There were 5 cases in which there was an absence of the vibrio from 
te stools for periods of from 3 to § days. 

Oshima, in 1922, reported on the examination of cholera patients in 
te Komagome Isolation Hospital. The following method was used : 


‘sample of stool was cultured in peptone water for 6 hours and then one 
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loopful from the upper layer was planted on Dieudonné’s medium ar 
incubated for 12 hours at 37° C. The colonies grown on the mediu 
were carefully examined. Taking the rate of the excretion of the vibr 
during the first week as 100 per cent the rates in 5 subsequent weel 
were 45.6, 25, 16.2, 7.3 and 1.6 respectively, The longest period of vibr 
excretion noted was 40 days. 

Some of the reports on the duration of the period of vibrio-exeretio 
are summarised in chapter X (f). 


3. SEROLOGICAL REACTIONS OF CARRIERS AND CONVALESCENTS. 


Sakai (1917) studied the agglutination reactions of blood sampl 
from 84 cholera carriers. The highest titre among them was 2,000, an 
over one-third of the total number had a titre of over 200. The highe: 
titre was reached in many cases on the 4th, 5th, 8th and 9th days after the 
determination as carriers. There were cases in which the highest titt 
was reached as early as the day of determination and as late as the 10t 
day after. Thus there is no correlation between the titre and the dur: 
tion of the carrier state. The agglutination reaction becomes negatiy 
in 17.4 per cent when the carriers are released. The number of day 
before the agglutination reaction becomes negative in the early cases 
12 days and in the late cases 32 days, the average about 15 day 
Although there is no definite correlation between the agglutinin titre an 
the length of time the vibrio is excreted, as a rule the titre is high in thos 
who excrete the vibrio longest. The number of days during which th 
cholera vibrio was excreted was in the shortest case 1 andin the longes 
case 21, the average being 8 days. There were 9 cases in which th 
vibrio was re-excreted after an interval of 9 to 15 days. 

Toguchi (1919) compared the bactericidal and agglutinin titre ¢ 
blood samples taken from 10 recovered cases, 5 carriers and 5 normé 
persons. The agglutinin titre of these cases is generally weak, and ther 
were only 2 cases which gave positive reactions in dilutions of 80. I 
5 cases the reaction was negative in the dilution of I to 20. Asaruleth 
titre of the carrier is stronger than that of normal persons, and ther 
were cases among the convalescent which also had a higher titre tha’ 
normal. Toguchi recorded marked bactericidal reactions with blood sam 
ples of 4 out of the 10 convalescents. In 5 of the 10 cases, the agglutinir 
titre was parallel with the bactericidal action, while 2 of the remainde 
gave quite opposite results. The immunological reactions of the carrie 
are not uniform, and in some cases they are not any stronger than thos: 
of the healthy person. The existence of healthy carriers must therefor 
be explained on some basis other than the immunological reactions 0 
their blood serum. 

Shiiba and Koyama (1920) made similar experiments with bloo 
samples from 97 convalescents (46 Japanese and 51 Chinese) and 6 carrier 
and found that in both immunity reactions are present to some degree 
In convalescents the highest agglutinin titre was reached in 2 to 3 week 
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d the strength varied with the individual. The titres among the Japa- 
‘se were between 80 and 640, while those of the Chinese were 40 to 160. 
jie highest titre was 5,120, and there were only 7 out of 97 cases who had 
‘res of over 100. With the Neisser and Wechsberg test, the bacteri- 
lal action was manifested in the Japanese with 1/12,000 c.c., to 1/25,000 
'., and in Chinese, 1/6,400 c.c., to 1/12,000 c.c. In a majority of the 
ses, the bactericidal titres were between 1/6,000 c.c., to 1/25,000 c.c. 
ie agglutinin titre and the bactericidal titre may run more or less 
crallel. . 

Tagami and Watanabe (1920) also examined the blood of convales- 
its. The agglutination reaction was positive in 87 per cent of the 
jcases. The majority had a titre of over 50, The reaction begins to 
ipear from the 3rd or 4th to the roth day after the onset of illness. 
| the latest case it appeared on the 15th day. In many cases the 
yhest titre is reached in I to 2 weeks, after which it decreases gradually 
itil the 3rd week, when the decrease becomes more rapid, and it 
lially disappears within a month. Seventy per cent of the cases give 
sitive reactions on the gth to 16th days. In exceptional cases the 
ite may reach 10,000, but ordinarily the highest is between 100 and 
1). The agglutination reaction appears later in the serious than in the 
ild cases, and it also reaches the highest point more slowly. With the 
\isser and Wechsberg method, 89 per cent of the 91 cases gave posi- 
ie (bactericidal) reactions with 0.01 c.c. of serum. This reaction 
fears earlier than the agglutination reaction and develops more 
aidly; 80 to 85 per cent of the cases become positive in I to 3 weeks. 
er the 3rd week the reaction decreases comparatively quickly and only 
if of the cases are still positive after 1 month. The agglutination 
il bactericidal reactions do not run parallel, but sometimes quite 
positely. 

For the control, these authors examined blood samples from 81 healthy 
"sons and patients with diseases other than cholera. They found 
"serum which gave positive agglutination reactions with cholera vibrios 
rdilutions of over 50, and there were only 4 cases of positive reaction 
vh dilutions of 20. As to the bactericidal reactions, there were only 
sitive cases with 0.1 to 0.05 c.c. 

Kodama (1906) searched for the site of production of agglutinins in 
I animal body. He injected rabbits with the heated vaccine, killed 
I animals at different intervals after the injection and sought for agglu- 
lins in the extracts of various viscera and in the serum. He found 
lit agglutinins are only demonstrable in extracts of the liver 45 hours 
der the intraperitoneal injection, and 77 hours after the subcutaneous 
nection, and no agglutinins were demonstrable in the serum of other 
‘cera at that time. He therefore concluded that the cholera agglu- 
lms were formed in the liver instead of the spleen. 

Kusama and Kouda (1909) also searched for the site of production 
{cholera bacteriolysin, injecting dead cholera vibrio into rabbits, and, 
varying intervals after the injections, killing the animals and testing for 
“teriolysins in various viscera by the Neisser and Wechsberg method. 
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They found that bacteriolysin appears in the blood and in the spl 
21 hours after the injection. Until the 3rd day the amount of b 
teriolysin in the spleen is more or less the same as in the blood. “ 
other viscera contain bacteriolysins but to a lesser degree than the sple 
Thus it appears that the spleen not only stores but also produces it. 
splenectomised animal, however, produces bacteriolysin. Therefore 
spleen is not the only organ which can produce it. It is not kno 
whether the blood corpuscles and bone marrow form bacteriolysin. 1 
production in the tissues at the site of the injection is not proved, nor i 
proven that bacteriolysin enters the gall-bladder or the aqueous humo 
Kabeshima (1922) studied the fate of the cholera vibrio in the ab 
minal cavity of guinea-pigs during Pfeiffer’s phenomenon. He kil 
the guinea-pigs which gave positive results and made cultures from: 
abdominal fluid and heart blood. For a considerable time after | 
appearance of the positive reaction he was able to cultivate chol 
vibrios. Thus, although microscopically Pfeiffer’s reaction might 
positive, not all the vibrios have completely undergone degenerati 
Some of the cellular bodies showed metamorphosis and the bactei 
body could not be recognised, yet some of them were still alive. 
Tokunaga (1911) made complement-fixation tests with choli 
immune serum and feces of cholera patients as antigen. He found chol 
antigen in 79 per cent of the cholera feces he examined. Typi 
cholera feeces give marked reactions, but the faces of carriers give ne 
tive results. This experimental method, however, has little practi 
value. 
Yoshino (1912) studied the complement: fixation reaction of norn 
human, horse and rabbit sera with the extract of cholera vibrio 
antigen, and found that none of these sera gave positive reactions. 
Takano maintained that, as an antigen for the complement-fixati 
tests, the substance which is extracted in the medium by the organs 
when they are killed by heating or disinfectants should be used. Uye 
(1914) reported that the supernatant fluid of the extract obtained 
boiling cholera vibrios is the strongest antigen. In boiling, the so-call 
impedin phenomenon is lost and antigenic power strengthened. 
Watanabe (1924) reported that, when the volume of the cholt 
vibrios is measured with Torigata’s precipitinometer in the bacterici 
reaction in the test-tube, he found that the volume of the vibrio mi 
increased at a certain concentration of the serum. According to t! 
author, this is the specific immunological reaction. 
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4. PATHOLOGY. 


There are only a few reports on the pathological changes in human 
ies. Utsumi (1922) reported on the histological studies of various 
‘era of five cholera cadavers. He found lobular pneumonia in one 
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case, with hemorrhagic spots and hyaline-like deposits. In the he 
there was waxy degeneration. The spleen was not enlarged. In 

kidneys, degeneration and necrosis of the renal tubules and mor¢ 
less degeneration of the glomeruli were noticed. The intestines sho 
marked catarrhal inflammation. The striated muscles had various a 
phic changes. In the nervous system, the diaphragmatic nerves « 
cially showed segmentation of the axis cylinders. Living cholera vib 
were cultivated from the gastric and gall-bladder walls. 

Ishiwara (1912) studied the influence of bacterial toxins on ral 
kidneys. In regard to the action of cholera toxin, he stated that 
histological changes of the kidney are not marked. There was sli 
serous exudations in Bowman’s capsule, swelling of the epithelial c 
of the renal tubules, formation of cylindrical casts, congestion of ca 
laries in the interstitial tissues, occasional cellular hypertrophy in 
glomeruli, fatty infiltration and dropsy-like degeneration in the epithe 
cells of the main renal tubules, swelling of the epithelial cells of the iui 
laqueiformes, granular degeneration, fatty infiltration, and perivasct 
infiltration. But the functional disturbance is very slight. 

Yamabayashi (1914) studied the influence of bacterial toxins on 
rabbit’s liver. In regard to the influence of the cholera toxin, he repor 
that the hepatic cells showed cloudy swelling and the protoplasm | 
undergone granular and necrotic degeneration. There was a tendei 
to hypertrophy of the stellate cells. Changes in the interstitial tis) 
were slight, mainly congestion of capillaries, infiltration of lymph. 
cells around the blood vessels and bile-ducts. These changes were v) 
similar to the changes found in the liver of cholera patients. 

Ohta (1924) studied the influence of bacterial toxins on the pregm 
rabbit’s ovaries and uterus, and reported that cholera toxin cau! 
marked hemorrhagic inflammation and necrosis, the giant cells be 
greatly increased in number. 
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| 5. TREATMENT. 
i Specific Treatment. 


The serum-therapy of cholera was at first studied with great hopes 
Puccess. In 1902, Masuyama injected cholera immune serum pre- 
asd at the Government Serum Institute into 218 cholera patients and 
ipared the results with 382 cases not so treated. He came to the 
delusion that the use of cholera immune serum had no influence on 
1 course of the illness, except when practiced in the second stage of 
nillness in youth. Kaya (f902) injected cholera immune serum into 
{patients and compared the course of illness with 113 patients not 
jreated. He found that the immune serum had no curative influence 
ta rather bad clinical effect. Fukuhara (1902) injected cholera 
mune serum into 7 patients of a group of 43. All 7 survived, but 
gut of the 36 who had not been treated with the serum died. For 
4iours following the injection, the majority of the patients enjoyed a 
‘ful sleep and voided urine on awaking. The earlier urine is voided, 
n better is the prognosis. He found that an injection of as much as 
0:.c. of the serum at one time in a serious case had no ill effects. The 
wer the dose of serum, the better was the effect. He stated that 
1ction of the serum always had a good effect. 

In 1918, Umemura studied the precipitation of immune bodies in 
hlera immune serum. When horse, sheep and rabbit immune sera 
«e treated with ammonium sulphate, the agglutinins were precipitated 
fi the serum globulin. At 4.6 to 4.8 saturation, the agglutinins were 
nrely removed. The agglutinins were found with oeglobulin and 
sido-globulin, but none in the albumin. 

Yoshioka and Ueno (1919) maintained that, in order to determine 
i therapeutic value of cholera serum, random strains of cholera must 
0 be used. They therefore proposed the preparation of a standard 
sim. A standard unit is an amount of serum which completely pros 
e's a guinea-pig of 250 gm. against ten times the lethal dose of cholera 
iio. One unit of this is mixed with various amounts of the vibrio, 
Ich is to be used for testing and the mixture is incubated for 30 
Yutes at 37° C. Then it is injected intraperitoneally into the guinea- 
1s. The smallest amount of the vibrio which kills all or the majority 
fhe test animals is called the direct lethal limit. Ina similar experi- 
ait, the largest amount of the vibrio which spares the entire or the 
1 ority of the test animals is called the indirect survival limit. Having 
©rmined the indirect lethal and survival limits, when a strain is used 
9 testing the immune power of a serum, the same value is always 
bained in spite of the difference in virulence or in strains. 

A cholera immune serum is seldom used therapeutically, but it may 
cised for the treatment of mild cases, for prophylactic purposes where 
aid effect is required, in the preparation of sensitised vaccine and for 
i znostic purposes. It is therefore prepared in all institutes where 
<teriological products are made. The method of preparation in the 
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Government Institute for Infectious Diseases is as follows ; 
material for injection into animals consists of 2 parts of the typical str 
I part of the atypical strain and I part of the intermediate strain. 
18-hour agar culture is suspended in salt solution in the proportior 
IO mgm. in I c.c. and then heated at 53° C. for 1 hour. The s; 
amount of carbolised 6-day bouillon culture is added in order to | 
vide the toxin for the injection. Horses are used for the productio: 
immune serum. The injections are usually made intravenously, 
sometimes subcutaneously, beginning with a dose of 0.01 c.c. Thec 
is increased daily and the interval is also lengthened, until finally 
dose is 30 c.c. injected every 6 to 7 days. The time between the be 
ning of the injection and the bleeding of the animal is about 40 di 
To the serum thus obtained is added carbolic acid in the proportio 
0.5 per cent to keep it sterile. The titre of the serum is determined 
agglutination and by its power to protect against infection. The la 
is tested by injecting a certain amount of the serum with ten times 
minimum lethal dose (virulence should be over 1/10th mgm.) of a liv 
vibrio into the abdomen of a guinea-pig weighing 200 gm. A set 
should have protective power in this test with less than 0.0005 c.c. 
agglutinin titre should be over 5,000 times (dilution). 


(b) Other Methods of Treatment. 


The clinical treatment of cholera is merely symptomatic. The imj 
tant things to bear in mind are to remove the toxin in the intestines: 
overcome the toxic symptoms, to replace the loss of tissue fluid anc 
support the action of the heart. The general treatment of cholera 
Japan will be briefly described. 

According to Nanno (1915), absolute rest in bed is essential ¢ 
castor oil, calomel or salts may be prescribed. Opium is contra-indicat 
and the oral administration of disinfectants to prevent the growth 
cholera vibrios in the intestines is ineffective. In order to wash | 
the vibrio and toxin, a solution of 0.5 % tannic acid warmed to 39° C. 
40° C, may be used to irrigate the intestine. In a serious case, morph 
and pieces of ice may be given to prevent thirst and vomiting. At 
same time, an ice-bag or a mustard plaster may be placed on the ab 
men. At times chloroform may be used. The warm, hot or musti 
bath may be given repeatedly to increase the vitality. To supply 
loss of body fluid, physiological salt solution, a solution of 0.6 % sodi 
chloride and 0.3 % of sodium carbonate, or Ringer’s solution may : 
injected subcutaneously or intravenously repeatedly. Massage and h 
water bags may be applied to keep up the body temperature. He 
stimulants may be required and a large amount of liquid should be giv 

Murayama found, during the epidemic of 1916, that good effects W 
obtained by the intravenous or subcutaneous injection of glucose 8° 
tion. He experimented with physiological salt solution and 3 
glucose in 0.3 °/) or 0.85 % salt solutions. In very serious cases there W 
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«marked differences. When physiological salt solution was injected 
») 74 cases, 52 (70.27 per cent) died; with injections of 3 % glucose in 
| % salt solution, 40 died out of 54 cases (74.07 per cent), and with 
| glucose in 0.85 % salt solution, 22 out of 31 cases died (70.96 per 
«t). But with mild cases the glucose solution had very good effects, 
secially during the uremic period after the algid stage had been 
wsed. Following the injection, the amount of urine increased and the 
mntal state improved. There was no secondary ill-effect. 

Some clinicians maintain that the injection of a hypertonic solution 
jes good results, but controlled experiments failed to substantiate this. 
nerally speaking, the injection of salt solution at an early stage is very 
fective. 

Cantanie’s method of tannic-acid irrigation and warm baths is more 
wless effective. Diuretics may by used effectively to prevent the 
et of uremia. Potassium permanganate solution had no definite 
cult. 

Shirasaka (1916) recorded his experience in Chosen with 207 patients 
il 88 carriers. The administration of potassium permanganate (solu- 
i2 of I in 5,000, 100 c.c. per day) gave fairly good results. The disap- 
yirance of the vibrio from the feces was comparatively rapid, usually 
.to 37 days. For vomiting, tincture of opium, for disinfection of the 
nestines, salol, and during the convalescent period magnesium sul- 
ate solution were administered. For muscular cramps, equal amounts 
{tincture of camphor and chloroform were applied, and for hiccough 
nstard plaster was applied to the lower extremities. For the loss 
body fluid, physiological salt solution may be injected intravenously 
subcutaneously, but sometimes the absorption is not satisfactory. 
Xctal injections of physiological salt solution twice or thrice a day often 
ie better results. 

\Of the 85 deaths, 44 (51.76 per cent) died on the first day, I! (12.94 
% cent) on the second day, I1 (12.94 per cent) on the third day, 8 
¢; per cent) on the fourth day, 4 (4.7 per cent) on the fifth day, 3 (3.5 
%# cent) on the sixth day, and 2 (2.4 per cent) on the seventh day. 

The blood alkalinity of mild cholera cases is about the same as that 
normal persons, but in moderate or serious cases it is markedly reduced 
vi results in acidosis. Therefore, in the treatment of cholera, acidosis 
buld be kept always in mind. Tsurumi (1920) injected sodium bicar- 
D1ate solution in 49 cases and the death rate of this series was 28.4 per 
ut, while that of 480 cases who had been treated with salt solution or 
imune serum was 42.7 per cent. 

“Yamamoto (1920) injected intravenously 1% sodium bicarbonate 
ution in 47 serious cases, 18 moderate cases and 5 mild cases. The 
rcult Was remarkable. Following the injection, various symptoms 
cher improved temporarily or disappeared entirely. By repeating the 
‘tection, there were continuous or permanent improvements. Out of 
/\cases thus treated there were only 12 deaths (17.14 percent). Of these, 
oly 2 had been given a sufficient amount of the solution. All the rest 
Mre either too old (over 50 years old) or treated too late. Injection 
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of proper amounts of the sodium bicarbonate solution produces no b 
effects, therefore intravenous injection is preferable. Moreover, s\ 
cutaneous injection of sodium bicarbonate gives more pain than { 
injection of physiological salt solution, and sometimes necrosis may 
produced. During the algid stage, the bicarbonate solution in the si 
cutaneous tissue is absorbed with difficulty. Repeated injections 
sodium bicarbonate solution not only improve the symptoms but incre; 
the amount of urine excreted and prevent the occurrence of uremia. 
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Chapter X. 


CHOLERA EPIDEMICS IN JAPAN. 


1. History. 


The history of cholera epidemics in Japan is a record of the impor- 
tion of the cholera vibrio from abroad. Fortunately, cholera is not 
sdemic in Japan. During the summer months the vibrio is imported 
io the country and causes an epidemic of greater or lesser extent. 
Et with the coming of cold weather it gradually subsides, and instances 
a; very rare of the cholera vibrio living through the winter to become 
t2 source of an epidemic the following year. Thefrequency of cholera 
edemics in Japan increased with the development of communication 
wth foreign countries. Since 1877, there have been only five years in 
wich cholera outbreaks did not occur, namely, 1905, 1906, 1915, 1918, 
ad 1924, and only one case was reported in 1904, five cases in 1914, and 
lar cases in 1923. In all other years cholera prevailed to a greater or 
«ser extent. 

The first record of a cholera epidemic in Japan was in 1822, the 

scond in 1858 and the third in 1877. At that time the Central Sanitary 
Ereau had already been established (1874), and the epidemics since 
ten are completly recorded in the Annual Reports of the Bureau. The 
tords of cholera epidemics before the Restoration are compiled in the 
Fstory of Diseases in F¥apan, written by Dr. Fujikawa. The volumes 
0 Cholera Epidemics in Osaka and The Centenary of the Cholera Ept- 
dmic in Tokyo also contain old records of cholera epidemics. Jimura 
roorted, at the Fifth Congress of the Far Eastern Association of Tro- 
fal Medicine at Singapore, in 1923, on the history of cholera epidemics 
‘ Japan. Various prefectures published accounts of cholera epidemics 
1 their respective prefectures. The following is a summary of the 
cidemics prepared from the materials mentioned above. 
The Epidemic of 1822. — The cholera vibrio was brought in by a 
litch merchant-ship sailing from Java to Nagasaki and caused an out- 
teak there in the early part of August. In the middle of the month 
ispread to the south end of the mainland and rapidly extended to Osaka, 
ere it took a terrific toll of human life. One or two members of every 
lusehold were struck down by cholera, and in many instances entire 
fmilies were wiped out. No accurate statistics are available, but it was 
‘timated that there were tens of thousands of patients in Osaka, Kat- 
srakawa and Ohtsuki. Physicians of the Dutch school diagnosed the 
‘sease as true Asiatic cholera. 
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There was an expedition of the English Army in India in 1817 
1823 and war bet ween Persia and Turkeyin 1821. Cholera became pz 
demic during this period in India and Persia. Cholera visited Java 
1820 to 1821; it invaded several regions in China and finally came 
Japan. | 

The Epidemic of 1858. — Cholera was reported first in Nagasaki. 
the early part of July, and within a month it reached Tokyo. 7 
epidemic in Tokyo spread with great rapidity, and it was said th; 
during the month of August, thousands of people died every day and 
a little over fifty days between July and September there were oy 
280,000 corpses handled by the churches and crematories. It raged. 
Kyoto and Osaka and in the north as far as Hakodate. The numb 
of cholera patients in this epidemic must have reached several hundr 
thousand. With the coming of cold weather the virulence gradual 
declined, but it flared up the next spring and lasted until the autun 
of 1860. According to the record of Von Pompe, a Dutch physician 
Nagasaki, the disease was first brought to Nagasaki from China by t 
United States war-vessel Mississippi. A few cholera cases appear 
have been reported in 1862 and 1863. Therefore the disease must ha’ 
remained in Japan for six years. | 

The Crimean War was raging in Europe at that time (1853) a 
cholera had spread along the coast of the Mediterranean Sea, and lat 
caused a pandemic inthatarea. Asa consequence, the international ch’ 
lera congresses were held at Constantinople in 1866 and Vienna in 187 

The devastation caused by cholera frightened the people of the enti 
country, and led the Tokugawa Shogunate to order physicians to stuc 
the disease in the Occidental schools of medicine. Thus the epidem 
of cholera in one way stimulated the introduction and development 
Western medicine in Japan. | 

The Epidemic of 1877. — The Central Sanitary Bureau had alreac 
been established and attention was paid to the prevalence of cholera | 
foreign countries. When the news of the cholera epidemics in Singapo 
and Amoy had reached the Bureau, it immediately adopted preventi 
measures. ‘The Home Department ordered the prefectural governmen 
at Kanagawa, Nagasaki and Hyogo to establish maritime quarantin 
Clean-up days were decreed for each household. But the first ca‘ 
of cholera was reported in Yokohama on September 5th, and a case W: 
found on an English ship in Nagasaki. In the middle of Septembe 
cholera was reported in Tokyo. After that it spread rapidly all ov’ 
the country. The soldiers returning from the civil war in the sout 
brought the disease with them to Kobe and other provinces. Th 
Government exerted every effort to check the disease, and quarantir 
stations were established at various strategic points but the disease key 
spreading and reached its height in the early part of October. — 
gradually subsided with the coming of cold weather and completely die 
out in December. It was reported that there were over 130,000 patients 

During this epidemic, strict measures for disinfection were institute 
carbolic acid being used for that purpose. Isolation hospitals wet 


eablished, quarantine officers appointed, and these quarantine measures 
eadually became effective. ; 

The Epidemic of 1878. — A few sporadic cases had been reported 
i January from various places. But the virulence was very weak and 
te death rate low. A fresh strain was imported into Nagasaki in the 
etly part of October and caused a fairly extensive epidemic in the 
ligasaki and Kumamoto prefectures, but it soon subsided. 

The Epidemic of 1879. — The source of this epidemic was not known, 
lit probably it resulted from the disease of the previous year. 
] March, a case was reported in Ehime prefecture and the disease spread 
tthe Beppu Hot Spring. The return of the visitors from the resort 
foilitated the spread of the disease to all parts of the country. The 
cidemic was most virulent from June to August and it finally ceased the 
l:ter part of December. There were 160,000 patients. A physician at 
te Osaka Isolation Hospital, Tamiya, made several autopsies on cholera 
(davers, but failed to gain much information. 

Thus cholera threatened the life of the people, and the Government 
jomulgated the law requiring the report of cases, quarantine, isolation, 
~infection and establishment of isolation hospitals. This was the 
Iginning of the present Regulations for the Prevention of Infectious 
Jseases. The Central Health Board was organised as an advisory body 
fr the Home Department. The Marine Quarantine Regulations were 
#0 promulgated. 

The Epidemic of 1880. — Sporadic cases were reported from various 
jaces. It appeared to be the flare-up of the previous epidemic. The 
cath rate was somewhat low and the disease did not assume a true epidemic 
frm. The Regulations for the Prevention of Infectious Diseases were 
jomulgated, and included cholera, typhoid fever, dysentery, diphtheria, 
tphus fever and smallpox. 
| The Epidemic of 1881. — A cholera patient of unknown origin was 
iported in Kagoshima in February and a localised epidemic resulted 
i Kyushu and around Osaka. There were over 9,000 patients. 

The Epidemic of 1882. — A few sporadic cases, which did not spread 
{ any extent, were reported in Tokyo and Osaka in January, but at 
te end of February there was an outbreak in Yokohama, which soon 
‘tained epidemic proportions and lasted until January 1883. There 
‘ere over 50,000 patients. Quarantine regulations applying to foreign 
saps were promulgated. 

The Epidemic of 1883. — There were a few sporadic cases over the 
‘tire country. It appeared to have been a flare-up from the previous 
var. The fifth cholera pandemic began this year. Koch came to 
Sypt and discovered the comma bacillus on August 14th. Then he 
sited Calcutta on December 12th and confirmed the causative agent. 
Lae he returned to Germany and reported his discovery on July 26th, 
384, 

_ The Epidemic of 1884. — A few sporadic cases were reported in the 
uly spring, probably a flare-up from the previous year, but the viru- 
mee was very low. There was a serious epidemic in South China, 
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and quarantine of ships was strictly enforced. Believing that the w 
to preven cholera was to guard against the importation of the vibr 
from abroad, attempts were made to institute strict port-quaranti 
regulations. 

The Epidemic of 1885. — Cholera was devastating South China, a) 
there was a war between China and France. The war-vessels of vario 
countries came to Nagasaki and the first case was reported there | 
August 22nd, and soon spread all over the Kyushu district, ( 
August 31st, the disease was brought into Kobe by an American wa 
ship which polluted the sea-water. It soon spread all over that distric 
At about the same time, the disease was carried into Yokohama by : 
English ship and another focus of the epidemic was established. T) 
virulence of the disease was extremely high and the mortality rate vei 
great. The epidemic in Kyushu extended to the coal-mining distri 
and the transportation of coal was guarded against as a medium for tl 
spread of the disease. 

The comma bacillus reported by Koch in Germany had not as y 
been isolated in Japan. Dr. Kitasato, then an officer in the Hon 
Department, went to Nagasaki and confirmed the identity of the comn 
bacillus by microscopic as well as cultural methods on September Iot. 

Nagai, representing the Japanese Government, attended tl 
Cholera Congress held in Rome on May. 

The Epidemic of 1886. — There was a flare-up of the disease in Osah 
and Nagasaki from the previous year. Since the preceding autum) 
there had been one or more cases reported in Osaka. On January 2n 
five cases were reported, the next day five more cases, and at the en 
of April the disease spread all over the city and lasted until Octobe 
The disease extended over the surrounding country, with Osaka as th 
centre, and in August there were 2,000 new patients every day. Thet 
were 155,000 cases during the year. 

The fact that outbreaks of cholera in recent years had been sma 
and localised had led some to believe in the effect of the pre 
ventive measures instituted a few years before, but the epidemic of 188 
destroyed all illusion as to the efficacy of these measures. The author. 
ties began to believe that the prevention of cholera could only b 
effected by installations of pure water sulphite, sewerage systems, an 
disinfection of the soil. 

1887 to 1889. — There were a few sporadic cases during these thre 
years. It was found that fumigation with sulfite gas had no effect, an’ 
the use of lime water was recommended instead. 

The Epidemic of 1890. — The disease was brought into Nagasak 
from Shanghai in the latter part of June. It spread all over Kyushi 
and Chugoku provinces and invaded Tokyo. The disease was mos 
virulent in Shimonoseki and Osaka. There were 46,000 patients. — 

The Epidemic of 1891. — The disease was a flare-up from the preyviou 
year, but in August a new strain was brought in which later caused al 
epidemic with over 11,000 patients. An Imperial ordinance relating t 
the quarantine of ships was promulgated. 
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1892 to 1894. — There were a few sporadic cases, 

The Epidemic of 1895. — There had been war between China and 
jpan since the previous year and there were cholera cases among the 
sdiers. In March, the disease was brought from China by an army 
timsport to Moji and Ujina. With the return of the soldiers, the 
gease showed a tendency to spread rapidly. Thereupon the Home 
partment established a temporary quarantine bureau and several 
carantine stations, and every known means was exerted to prevent 
tespread. But there were over 55,000 patients. 

The epidemic among the Japanese soldiers in the Bokoto Islands near 
irmosa was the most virulent. The soldiers left Japan on March 15th 
ad reached the island on the 22nd. During the voyage there were 
2 cases and after the soldiers had landed the disease became uncontrol- 
lole. In the early part of April there were 736 deaths, 444 convales- 
eat cases and 478 patients. With reinforcements of sanitary officers, 
te disease was finally checked in the middle of April. In this instance, 
ythin a period of slightly over 50 days, out of 6,194 soldiers in the expe- 
cion, there were 3,292 cases with 1,247 deaths. 

Cholera is not endemic in Formosa. In 1895, the disease was im- 
prted from Japan, and in 1902 and 1912 from China; in 1916 from the 
Suth Seas and in 1919 from China; and the epidemic of 1920 was a 
fre-up from the previous year. 

The foregoing accounts show that an extensive epidemic comes at 
mre or less regular intervals, between which there may or may not be 
cses of the disease. It still repeats this cycle. The present efficient 
feventive measures check the disease before it becomesalarming. Since 
195, the years which had over 10,000 cases were 1902 (13,362) and 
117 (10,371). 

The following table shows the monthly number of cholera patients 
fs several decades. 


MONTHLY DISTRIBUTION OF CASES AND DEATHS 
FROM CHOLERA IN JAPAN, 1877-1925. 


JANUARY FEBRUARY 
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MONTHLY DISTRIBUTION OF CASES AND DEATHS 
FROM CHOLERA IN JAPAN, 1877-1925 (Continued). 
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MONTHLY DISTRIBUTION OF CASES AND DEATHS 
FROM CHOLERA IN JAPAN, 1877-1925 (Continued). 


JULY AUGUST SEPTEMBER 
YEAR ——— ee 
PATIENTS DEATHS PATIENTS DEATHS PATIENTS DEATHS 
1877. 
1878 . 
1879. 
1880 . 403 332 F 136 
1881 301 560 2,180 
1882. 9,041 25,637 12,412 
1883. 312 382 141 
1884 313 305 160 
1885 
1886 21,071 14,624 57,687 37,650 44,598 31,552 
1887. 864 485 
1888 . 708 409 
1889 . 665 380 
1890 2,367 1,494 II, 081 7,830 21, 466 16,589 
1891 430 233 62 356 3,342 1,979 
1892 306 189 289 140 162 T00 | 
1893 . 177 106 231 136 133 73 | 
1894 . 194 100 123 £74 50 30, 
1895 - 8,057 5,632 23,172 16,533 14,094 10,439 
1896. 351 203 414 224 188 95 
1897. 198 109 405 221 183 92 
1898 . 198 123 197 IIg 108 65 
1899 320 181 291 176 80 48 
Igoo . 75 43 185 120 76 41 
IQOI 21 16 56 33 20 3 | 
1902 496 309 4, 582 2,887 5,803 3,807 | 
1903. 3 2 13 8 I = | 
1904. — —- — _ _ — | 
1905. — — —_ a= — | 
1906. == — — _ _ a 
1907 = oo 504 434 1,399 814 
1908 . = — I II 125 74 
1909 . — — I I 6 $| 
1910 — — _ — 217 123 
IQII — — 5 2 I I 
1912 82 24 26 12 903 559 
1913 — ae 2 ea ees = 
1914 — ao _ — 4 3 
1915 a — — —_— = = 
1916 — _ 1,305 631 5,841 31238 
1917 — — 46 32 327 or 
1918 oe — — — _ | 
1919 ~- —_ 61 24 660 204 
1920 1,880 1,127 1,441 946 874 556 
1921 — as. a jt eS — 
1922 = = =e == 214 IIt 
1923 — —— = — _ = 
1924 _ — = — o z 
1925 — = 4 2 297 144 
1926 
1927 


MONTHLY DISTRIBUTION OF CASES AND DEATHS 
FROM CHOLERA IN JAPAN, 1877-1925 (Continued). 
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rr __ 
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MONTHLY DISTRIBUTION OF CASES AND DEATHS 
FROM CHOLERA IN JAPAN, 1877-1925 (Continued). 


TOTAL 
DEATHS FATALITY RATE | 
_——— | 
7,967 58.11 
301 29.86 
105,786 65.04 
618 39-11 
6,197 66.43 
33,784 65-43 
434 44-79 
415 46.13 
9,310 67.48 
108,405 69.25 
654 53.26. 
460 56.72 
43 57°39 
35,227 76.55 | 
7,760 69.65 a | 
497 56.86 : 
364 57-50 
314 57-51 
40,154 72.82 
908 61.31 
488 5459 
374 57-10 
487 , 58.50 
231 qL.It 
67 66.34 
9,226 69.05 
91 51-41 
I 100.00 
2,526 69.54 
401 61.50 
221 67.38 
1,957 68.69 
4 44.44 
1,683 61.88 
22 28.21 
4 80.00 
6,260 60.36 
541 60.51 
915 31.42 
3,121 62.61 
16 55-17 
427 57-47 
2 50.00: 
382 61.22 


he following table relates to the more extensive epidemics and the 
uiber of cases ineach. 


Yi. Patients, Deaths. Mortality Rate, 
Was. wt -)  . About'50,000 Unknown ee 
Sees. te). . 6. Several hundred Unknown = 
a thousand 

See 13,710 7,967 58.11 
Ls 162 , 637 105,786 65.04 
BM ie 51,631 Ban 704 65.43 
| 6) EI E3E772 9,310 67.48 
|. 155,923 108 , 405 69.27 
BU ee 46,015 35,227 70.55 
SUM sw 155142 7,760 69.65 
| Se 55,144 40,154 T2582 
BME P3362 9,226 69.05 
a Loma TT 6,260 60.36 


M recent years the most serious epidemic occurred in 1920. Even 
« the total number of patients was only 4,985. Cholera was imported 
01 time to time, but the disease has always been controlled before it 
shed epidemic proportions. This is largely due to the application of 
nediate and efficient preventive measures. 


2. EPIDEMIOLOGY. 


“he foregoing account of the epidemics of cholera shows that cholera 
bt native to Japan. The disease is imported from foreign countries 
u subsides with the coming of cold weather. The continuation of 
ledisease over the winter is very rare. Even when it does in excep- 
oil cases, the virulence is greatly reduced and cases occur only spora- 
clly. When the disease is imported afresh, an epidemic occurs. 
h-efore, the characteristic of cholera epidemics in Japan is that they 
‘almost always limited to the summer months. 


)Duration of Epidemics. 


Juring the year following the epidemic of 1877 there were only a 
¥sporadic cases. The great epidemic of 1879 might be suspected 
causing the flare-up of 1880. Even "this epidemic subsided 
it the coming of autumn. There was no epidemic the following 
s. The epidemic of 1882 might also be suspected of causing the 
4\-up of the succeeding year. It, however, subsided within the year, 
un the following year there were only a few sporadic cases. There 
aa great epidemicin 1885 and 1886. The disease was brought in from 
hia in 1885; it did not die out altogether during the winter and caused 
epidemic of 1886. The epidemics of 1890 and 1891 were more or 
S-extensive. The disease was imported in 1890 and the following 
~ it was again imported. Therefore the epidemic, which continued 
mst continuously for two years, should be considered as two separate 


epidemics caused by different importations. The. epidemics of 1 
1902 and 1916 were caused by cases imported during each of thosey| 

All other epidemics were caused by cases imported during the | 
or the latter part of the previous year. (1879, 1882). It appears | 
the cholera vibrio in Japan is influenced by the climate and soil and | 
its virulence, so that it no longer is capable of causing an epidemic, 
spite of the fact that, during the epidemics in 1822 or 1858, there 
no application of preventive measures, yet in each case the epid 
ceased of itself within the year. This is concrete proof that acclimate 
of the disease in Japan is impossible and the disease gradually lose 
virulence. 


(b) Fatality Rate. 


The fatality rate of cholera ordinarily is from 60 to 70 per ¢| 
Sometimes it is over 70 per cent. In Japan there have been not a: 
instances of rates as low as 50 to 60 per cent, and rates below 50 
cent are seen in a few instances. The rate is highest when the dis 
is newly imported, The fatality rate of a year in which there are) 
a few sporadic cases following an epidemic is rather low. | 


(c) Relation of Seasons to Cholera. | 


The past records show that the disease is most frequently impo’ 
in the months of August and September and these are.the month 
which epidemics reach their peaks. The epidemic begins to sub 
gradually in October and November and practically ceases in Decem 
Even when the disease breaks out in the early part of the following y) 
the rapid increase of the patients is in the summer, _ Its effect, howe’ 
may be extended to the winter or even to the spring. During the 
months the disease is easily disseminated widely. This is due to | 
fact that the growth of the cholera vibrio is only possible during 
summer months, Other diseases of the digestive tract, such as typ! 
fever, occur even in the winter in Japan, yet it is a characteristi 
cholera to have weakened virulence in the winter months. 

It is true that a few cases of cholera may be reported in the se’: 
months of winter. Cases frequently may be reported in Januar) 
February when the outbreak occurred in the late season of the prev | 
year. These casesarealwayssporadic, But during the epidemic of 1 
and 1917, over 100 patients were reported during the winter month 
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(d) Persistence of the Cholera Vibrio over the Winter. 


The existence of winter cholera in Japan indicates that the cho: 
vibrio is able to survive the winter. But it is very rare that the cho. 
vibrio becomes the source of another epidemic after surviving the colt 
weather of February. No such instance has occurred since 1900, +1) 
is hardly any fear of cholera becoming acclimatised in Japan. * 


records show that the disease imported into Japan dies out after 
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jiemic during the summer month even if it is left alone, and the viru. 
m: of the vibrio becomes so low after passing over the winter that it 
aly becomes innocuous. Had there been no cholera in the surround- 
ountries, Japan would never have been attacked by the disease. 
)-holera in Fapan and Abroad. 

We have shown that the important epidemics in the past have been 
med on each occasion by the importation of the disease. The 
lence of cholera in various places in the Orient as reported by Dr. 


oman White is as follows : 


Deaths from Cholera. 


_ Port or Country. 1918, Igtg. 1920, 1921. 1922. 
ae 4 — — — -- 

| | 1,682 8,455 29 70 15 
Bameeeaistrict. . . . °8,834 ~ 51,551 2,047 3,521 ? 

Wee. S826 3,688 2302, 1, 007) 115200 
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0 74 233 6I IOI 264 
See! 44209 «© «13,260 3,369 Z5791, 75,047 
| A 42 15027 25740 40 

tach Indo-China. . . 1,456 4,798 1,035 2,838 ? 

aila . a 123 399 3 23 23 
Bmemeisilands... 4,702 18,414 ToT 76 88 
Sue. |.) (9,864 8,861 17 I 28 
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dr, White reported that cholera is endemic in India, in Burma, Siam, 
1o-China, and almost endemic in the Philippine Islands and the Dutch 
@: Indes. Cholera is endemic in the region between 10° to 30° longi- 
«. It is interesting to note that it has been endemic for several cen- 
ts in this region. Cholera is not an endemic disease in Japan. 
laghai has been the most dangerous port for Japan. Whenever there 
“olera in Shanghai, Japan is threatened. 

Jr. White observed that cholera in Japan has been imported from 
yiad at each epidemic. This is particularly true since 1900. Since 
\“ year no epidemic has been caused by the persistence of cases over 
\¢winter, 

“he Epidemic of 1912, — The first case occurred on August 29th on 


ib transport-ship in a port in Nagasaki prefecture. It spread in 
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Kyushu and, through the Inland Sea, finally reached Tokyo and 
hama. The number of patients was 2,700. Cholera had been 
lent in Shanghai since May and in Japan there had been no choler; 
the previous September, but at the marine quarantine stations at 
saki, Kuchinotsu and Miike 6 cholera cases had been found on) 
coming from Shanghai. Shanghai was designated as an infecte 
on August 26th and strict measures were instituted. But the ¢ 
of the disease was not checked and the first case was reported on / 
29th. Up to September 16th, the marine quarantine stations fo 
cholera and 13 vibrio carriers on the ships coming from China. 
shows how much danger of importation exists. : 
The Epidemic of 1916. — On July 26th, a case of cholera was | 
on the ship Hawaimaru at Yokohama. Just at the time the heas 
prevented any communication with the land. Meanwhile the d 
spread on the ship and the Yokohama harbour became polluted, 
Hawaimaru left Manila, where cholera was very prevalent at the’ 
and touched at Formosa, Nagasaki and Kobe, reaching Yokohama 1, 
later. The ports (except Manila) at which the ship touched h; 
cholera at that time, therefore the disease must have been take m 
ship at Manila. The patients on the ship at Yokohama (44 case 
3 carriers) could not be taken into the quarantine hospital on ac) 
of the weather. The polluted sea-water spread the disease wid: 
the city and vicinity and many cases were reported. In the K 
provinces the disease was imported from China independently. | 
The Epidemic of 1919. — There was a violent epidemic in China| 
up to September 18th the quarantine stations at Moji, Yokohama, || 
| 


| 
| 


saki and Kobe discovered 17 patients and 29 carriers on ships. | 
this was going on, the disease broke out in Okinawa and Kyushu. | 
is no doubt that the disease was brought in from China. The d 
in Okinawa must have been introduced from Formosa and in Ky 
from Dairen, Manchuria. For the past 21 months there had bei 
cholera in Japan. 

The Epidemic of 1920. — Since January, there had been epid 
of cholera in the Philippines, Bangkok, Calcutta, Amoy and For) 
The first case was reported in Kobe ona small ship about the midé 
June. Thisoutbreak in Kobe must have been due to importation ¢ 
disease from some of the places mentioned above, for it had been se) 
months since the last case of the previous epidemic in Japan had 
reported. 

The Epidemic of 1922. — There were epidemics in Shanghai, M: 
Bombay and Rangoon during the summer. The disease broke! 
suddenly in Fukuoka and was soon carried back to Ghoshi, near I 
by fishing-boats, and spread to Chiba and Tokyo. Since there had | 
no cholera until the outbreak in Fukuoka, the disease must have 
imported from Shanghai or some southern countries. 4 

The Epidemic of 1925. — Cholera was prevalent in Shanghai’ 
the port of Nagasaki was strictly guarded, but the disease penett 
to Nagasaki and gradually spread to Yokohama and other places. 
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jt is obvious that the most important preventive measure in Japan 
narine quarantine. Epidemics in foreign ports are closely watched 
j, when necessity arises, fecal examinations of the passengers and 
jws of the ships coming from the infected places are instituted in order 
locate the patients and carriers. 


Preventive Measures. 


= 


- Suppression of Importation of Cholera. — The Japanese consular 
iivices in the Oriental ports report on cholera epidemics in these ports. 
\reover, at such strategic ports as Shanghai, Hong-Kong and Manila 
siitary officers are stationed to obtain detailed information in regard 
dinfectious diseases. Permanent marine quarantine stations are estab- 
lied at Nagasaki, Moji, Kobe, Osaka, Yokohama and Tsuruga, and 
jinch stations are found in Miike and Kuchinotsu. One to several 
ndical officers are stationed at each. The following ports have tempo- 
ty marine quarantine stations : Kagoshima, Karatsu, Yokkaichi, Nagoya, 
ai Hakodate. Each station is provided with detention-rooms, disin- 
{ition plants and an isolation hospital. When cholera epidemics in 
etain ports of neighbouring countries threaten Japan, those ports are 
dsignated as infected. All ships hailing from such ports are detained 
athe harbour entry for five days (including ofthe (time,.of the 
vyage), and tests of the feces from the passengers and crew are made. 
I'carrying out these texts, care is taken not to cause unnecessary hind- 
race to trade and communications. Unless absolutely necessary, the 
pssengers and crew are not detained after the feces have been collected. 
Te bacteriological examinations are completed while they are proceed- 
ix to their next port of call. The feces are cultured in peptone water 
fr eight to ten hours, films are made from the supernatant fluid for 
Ncroscopic examination, and suspected samples are planted on agar 
tdia and tested for agglutination and by Pfeiffer’s test. 

The number of fecal examinations made by the Moji marine 
garantine station as reported by limura is as follows : 


Duration. Fecal Examinations. Cholera Cases. Carriers, 
peemeeuly, 7 — Dec. 24.:. . 120,637 8 II 
| 1920: Aug. 13 — Oct. 29... . 59,687 4 5 
Peep Aug. 15 — Oct. 29... 8,091 : ; 
Mee Aug. 1 — Oct.25... 11,578 : ; 
The following table shows some of the work of the marine quarantine 
Sitions : 
| Ships Quarantined : 
Year, Japanese. Foreign. Crews. Passengers, 
LL. i 6,373 2,951 697 , 661 490, 800 
 (_- 6,783 2532 661,568 445,793 
C a 7,605 1,616 587,775 440 ,674 
eee... = 8, 365 1,831 638,404 465 ,076 
i ae 8 , 468 1,500 640 ,739 667,718 


ee LOD ee 


Ships Quarantined : 


Year, Japanese, Foteign. Crews. Passenge 
se So MN aay Dee 974 1,180 627,949 639,5 
1919.» 4 LE, 182 1,619 743,427 71747 
1920... . 9,933 2,176 7925775 846,4 
TOZ1. 4/2) oe DOLO28 1,928 806 , 192 780, 3 
1922... . 11,043 2,551 909 , 409 804, 3 
192351. Lever tOusOd 2,170 839,412 762,6 
LOZ42 soeaeoe 13,156 3,411 1,080,248 875,57 
1925.05 np e145 160 2,852 1,134,053 844,7 
Désinfected s ‘Discveored: 
Year, Ships. Persons. Cholera Cases. Carriers. Ships dest 
LOT Sa, eee 7 1,980 10 — I 
TOTS ae 13 6,894 — — 2 
LQTS (Ie 274 6,816 — -- — 
FOTOF ae ae 100 6,996 51 5 4I 
TORTS Ms 201 86,427 “ — 79 
IGID Meas 22 3,125 = — iy 
1919. . . . 1,123 9,409 35 6 1 , 389 
TQ200 a 381 ly2ay 15 I 109 
TOLLS Oe ie IVI 14701 3 I 169 
LO22 oP. 207 799 I 3 204° 
Lq2s7R an 253 1,836 ~ — 23m 
TO24 eee 0) 340 _— —- 6 
T O25 A renee 199 533 — — 16 


It is not seldom that cholera vibrios are found by means of fa 
examinations. It is therefore plain that bacteriological examinati 
of persons on ships coming from the cholera-infected ports should be m. 
and the resulting inconveniences and discomforts must be borne. _ 

Pollution of Sea-water. — Cholera patients and carriers not 0 
spread the disease on land and in ports but they pollute the sea-wal 
It has been very frequently proved during epidemics that cholera 
polluted water reaches human beings either directly or indirectly throu 
fish, Therefore it is important to guard against throwing the infec 
materials into the sea from ships, and to close up the ships’ toilet pip 


(g) Routes of Spread of the Cholera Vibrio. | 


The spread of cholera is closely related to the geographical featui 
and living conditions of the people. Cholera in Japan has always be’ 
thought to be due to the pollution of sea-water by ships from abroad a 
by carriers and cholera patients landed in Japan. The improvemet 
in preventive measures in recent years facilitate the early detectic 
diagnosis, isolation and disinfection of cholera patients. Therefore, on 
occasionally do patients on land infect persons with whom they cor 
in contact. The quarantine on land is almost complete. When chole 
breaks out in a port it spreads along the coast, and it is very rare tos 
the disease carried into provinces far from the coast. Thus cholera 


jan is spread directly or indirectly by polluted sea-water. The long 
editions of fishing-boats in recent years facilitate the spread of the 
ase. The cholera epidemic of 1925 is shown as an illustration of 


ie facts (see map on following page). 
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When the cholera vibrio is thrown into sea-water, it has been experi- 
tally proved that it survives for a certain period. Cholera is found 
inany cases among fishermen or those living on boats, and people 
minfected by eating fish or shells taken from polluted sea-water. All 
ue facts indicate the importance of adopting measures to deal with 
lsea-water. Itis, however, avery difficult problem to prevent pollution 
[2a-water and to disinfect it. The measures adopted at present are 
raibition of the use of sea-water or of fishing in certain areas. On the 
tlt hand, injection of vaccines for those who are living on boats and 

ical examinations are strictly enforced. In fishing or transporting 
S|over the sea, precautions must be taken so that the supply of fish 
ot infected. 

An example of an explosive epidemic caused by fish is that of October 
#in Tokyo. At first, there were a few severe diarrhcea cases in Choshi 
4)our, about 60 miles from Tokyo, and, before they were diagnosed 
ssholera, cargoes of infected fish had been sent to the Tokyo fish- 
ket and distributed to various fish merchants all over the city. Asa 
slt, cholera cases were suddenly reported from all parts of the city. 
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Hence after 2 cases were reported on October 2nd, nearly 30 cases 
we reported in the city daily. But the preventive measures were so 
ictive that the spread of the disease was not rapid. Only 9.8 per cent 
{he total number can be regarded as familial infection and only 0.5 per 
st were due to contact. It was forbidden to bring fish into the city 
‘nthe Choshi district, and other measures of prevention were imme- 
jitely taken, so that the epidemic was completely checked within two 
wks. No cholera vibrios were recovered from fish, but the distribu- 
Ha of the cases and careful investigation of each case indicate that 
ast of them had been infected by eating fish. 

Cholera may be spread by streams and wells. When the use of sea- 
wter is prohibited, the boatmen have recourse to streams and sometimes 
bome stricken with cholera. The pollution of the stream spreads the 
dease along its course. During the epidemic of 1922, in the city of 
Fkuoka, a certain district where the population had been supplied 
wh water taken from the river which runs through the city had 150 
ses of cholera withina very short period (Takagi). This can be traced 
ithe polluted river-water which had been supplied to the people 
bore it was sufficiently purified. 

‘There was a very interesting instance which showed that well-water 
hi been the medium for the spread of the disease. Inouye investigated 
itn Chiba prefecture. He found that 6 cases of cholera occurred around 
avell. The first case, A, was a sailor in Yokohama and, on returning 
tthis native village, he became sick on September 2nd and died on the 
nct day. It was determined to be cholera on the 4th day. The well 
wich the case A had used was prohibited for use on the evening of the 
31. The 2nd case, B, the 3rd case, C, and the 5th case, E, had no con- 
tet with case A. They had only used the well-water which case A 
hi used. The 4th case went to the home of the Ist case, A, on the 
aernoon of the 3rd and drank cold tea, which was prepared with water 
txen from the well. The 6th case, F, also used the well-water. This 
ce had dined with case A before the latter became sick, but this could 
nt be regarded as a means of infection. The following table shows 
th time relation of the onset of each case : 


Cases, Onset, Suspected. Determined. Death. 
PL UX Eb. ane ado 
B.. 5.1X 5.1X 7.1X 5.1X 
ae abe BAX 7.1X 6.1X 
D. 5.1X 5. EX mix 6.1X 
B.. = 104 60x ria 9.1X 
. rae. gAX 8. 1X 8.1X 


| 
_ The well-water must have been polluted after the evening of the 2nd, 
ad the use of the well was prohibited on the afternoon of the 3rd. There- 
fe the infection of the cases must have taken place during the 3rd 


y 
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The disposal of urine and feces in Japan is not satisfactory. - Fre 
night-soil is often scattered over fields and vegetable gardens: 1 
vegetables grown on such fields are pickled for a short time and ft 
eaten. There is a danger of spreading cholera by this means. 1 
cholera vibrio dies out very quickly in feces during the hot sumn 
months. Thereforé direct danger from this source is very small int 
summer, But cholera in sewage survives for a comparatively long tin 
Therefore it is absolutely necessary to disinfect the sewage during chole 
epidemics. A part of the Tokyo sewer system carries fecal mat! 
and at the outlet of the disposal plant chlorine is used for disinfectic 

Cholera vibrio carriers are also sources of the disease. But in Japé 
when a cholera patient is reported, all contacts, including those imn 
diately surrounding the home of the patient, are quarantined and fa 
examinations are made. The majority of the carriers, therefore, 2 
detected and prevented from becoming sources of the disease. 


(h) Domestic Quarantine Measures. 


Suspected cases are reported in the same way as true cholera cas 
The public health officer immediately collects samples for microscopic 
examination. On the occurrence of a cholera case, the village, town 
city officers, policemen and medical officers inspect the patient’s hon 
and the patient is immediately taken to the isolation hospital. Then tl 
patient’s house, well and other necessary places are disinfected thorough! 
The persons in the same house with the patient and immediate neig! 
bours are quarantined in their own homes or in quarantine stations fi 
a specified period. The possible routes of the infection are careful 
traced, and swimming and fishing in dangerous waters are prohibite: 
The determination of cholera is made by the demonstration of choler 
vibrios. Healthy carriers are handled the same way as patients, Hen 
the spread of the disease from the discovered patients and carriers. 
minimised. a 

One of the most important of all the preventive measures is th 
bacteriological examination. There has been great improvement in thi: 
and at present the diagnosis of cholera can be made within a very shor 
time. The number of such bacteriological examinations made durin 
the past several years is shown in the following table : | 


Year, Potients. Carriers Mel ine . ie Rate per be a 
LQUZ ee pans 583 20.8 260,201 a 
LOLO5s. ates ee een yee 3,319 29.4 1,141,558 2.91 
EQIOI Uy chee meer te 81 eld | 
LOZO008.) Se a ie AGG? 711 14.3 77 Cie 0.92 — 
EQ2 on Mae 939 204 RI.2 | 
TO2h ae ye a 624 224 35.9  @ 


In order to show the volume of bacteriological examinations during 


lemics, the number of such examinations other than for the diagnosis 
vatients is shown in the following table : 


Igi2. 1916. 
licles Examined, Examined. Positive. Per cent. Examined. Positive. Per cent. 
Ml. ce 1235343 33 0.42 896 13 1.45 
Matus... . 29 10 29.0 162 33 21.6 
| 613 14 2.28 136 7 aes 
meetc. ... 178 Ome 10 Thg32 8 0.6 


The following table shows the number of days the cholera patients 
tinue excreting the vibrio (Iimura) : 
} 


pays. IgI2-13 Ig16-17. 1920.1), Fozk Total. Per cent. 
| J ne — Se ee 4 0.06 
r| 5 38 2 — As’ 150266 

3 29 a AA 36 0.53 
| 39 9 55 bor el saa 67 0.99 
| :. 12 74 8 — 94 1.38 
| ee 35 118 270 — 180 2.65 
a 40 156 races a | oe 227 3.34 
‘Totals Be ae FOO 473 730 0— 653 9.61 
. 32 169 45 I 247 3.64 
t ans 39 193 Ooy ar S17) ed 07 
a 35 194 so. 318 4.68 
ih 53 227 104, @.7 3845.65 
4 39 217 TKO or 366 = 55.39 
ch 56 231 tole 304 5.80 
th 52 220 110 I 383 5.64 
‘Totals : 306 1,451 680.7 1u.2 24008 AS 5a40 
th 51 206 103. — 3000 E5141! 
ie 56 168 90) 6— 320 4.71 
7h 55 176 881 — arom A70 
. a 38 180 93 — 311 4.58 
ch 32 159 86 — 27a, +4.08 
a 41 139 71 252 3.69 
| =i 37 116 ASE i 201 2.96 
Totals 4 310 1,144 tet, ) Wek 2,039 30.03 
. 18 II! Aysee wc 176 2.59 
Co 23 86 50 I 160 2,20 
. ae 25 80 43 — 148 2.18 
a 9 73 4% 4 129 1.90 
th 20 67 28 I 116 Tel 
7h 13 42 ht lage: Ozone 135 
th a II 33 300 NAN T09 
‘Titels. . . 119 "280 280 4 Shy, SLs ats 


| 
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Days. 1912-13. 1916-17. 1g20 1g2t. Total. Per cer 
20th-3$th oy ce 50 209 161 4 420 6.2 
36th-42nd . . . 14 116 54 2 186 2 
A3rd-a4Qthi she 7 64 29 I IOI 1.4 
5soth-56th . . . 2 26 IS — 43 0.€ 
57th-O63rd.5, 2. ri 12 7. ae 19 0.2 
O4th=70thy a4 — 3 5 => 8 0.1 
7ist-77 th cones I I 4 0°— 6 0.C 
7oth-1 5 1st cues — 7 — — 7 0.1 
‘otals telco QI5 3,000. 15 S03 era 6,790 100.¢ 
Incompletely 
observed .. 1,883 7.266. \- (3, 104%), [GQ eae ee 
Granditotalsam. ae O0 11,265 \ 4,007) (20 eieaese 
Again, the number of days the carriers continue excreting 
cholera vibrio is shown in the following table (limura) : 
Days. IgI2-I3. Igi6-17. 1920. Ig2I. Total. Per cer 
LSt-7inei ta, 350 1.618 279 — 2,147 47m 
Sth-tath eee 246 I 067 291 I 1,606 35.5 
LS iNest 2) abe 59 357 97 — - 513 It 
22d -2OtHi 4). us 6 I12 340 152 3.3 
ZOU RS ere ae 8 51 30 aos 133 
SOLD Azide: Wo) x I 18 I — 20 0.4 
4grd-Soth 2... I 7 35 — II 0.2 
Totals hia 071 32230 708 2 4,511 100.0 
Unknowir, ion ar 79 3 = 104 
Grand Totals. 683 3,300 rms 2 4,615 


Detection of carriers and the appropriate measures to deal with tl 
are the important factors in an effective campaign against cholera, 

As soon as there is an outbreak, preventive inoculation is enc¢ 
aged. Its effect is believed in by the general public, so that they vol 
teer for inoculation. The exact number of inoculated persons is diffi 
to ascertain, but, according to limura, there were, in 1916, over 1,000, 
(1 injection, 1,002,116; 2 injections, 412,645; 3 injections, 64,708), ¢ 
in 1919 over 3,000,000 (I injection, 3,033,481; 2 injections, 2,170,4 
3 injections, 34,177). | 

Preventive inoculation is carried out extensively. When it appé 
necessary, compulsory inoculations are carried out at the fish- mark 
and on fish merchants, fishermen, sailors and boatmen. Fecal exa) 
nations are made when necessity arises. In such cases a small certifice 
as shown below, is given and must be shown on demand. 


| SSS Ee Coc OS oa a ee ae eer vane eH 
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Certificate of Fecal Examination. 


ate of collection of feces.| Date of examination. Results. Name of Authority. 


Certificate of receiving Preventive Inoculations. 


tst Inoculation, | 2nd Inoculation. | 3rd Inoculation. : 
Date: Date : ates Complete. Name of Authority. 


ase 

his is a clean bill of health, and you must not lose it. 

.t you have this certificate, whereever you go you are not required to submit jto another pre- 
yentive inoculation. Fzcal examinations are not required within five days from the date 
recorded, unless in special circumstances. 

his card must be shown on request to the police or sanitary officer. 
| 
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Ine of the most important preventive measures against cholera in 
in is the observation of fishermen, boatmen and sea fish and shells. 
measures taken at the time of an epidemic are : prohibition of trans- 
tation of fish, sanitary improvements of fish markets, preventive 
julation, forbidding throwing of fecal and vomited material into the 
usupply of pure drinking-water to ships, preventive inoculation of 
(examination of feces from fishermen and boatmen. 

‘here is close collaboration between different prefectural govern- 
sts in-the application of these measures. Since rapid transmission of 
‘mation isimportant, the movements of fishing-boats and fish markets 
eavestigated, so that, when cholera breaks out, the different prefectural 
\rnments and the Central Sanitary Bureau concerned are immedi- 
er informed in regard to the time, number and place of the occurrences 
(the preventive measures taken. Upon receipt of this information, 
€provincial governments, in collaboration with the Central Sanitary 
lsau, at once apply the necessary measures. 

“he public is educated by means of lectures and posters, and the 
<ssity of disinfecting privies and well-water and the danger of eating 
v fish or vegetables are demonstrated. The public has had enough 
Jtience with epidemics to be aware of the need of prevention. 


it OR 
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Annex. 


(JLES FOR THE BACTERIOLOGICAL DIAGNOSIS OF CHOLERA. 
(The State Institute for Infectious Diseases.) 


I, METHOD OF SAMPLING MATERIAL FOR EXAMINATION. 


The material for the bacteriological diagnosis of cholera is collected 
sher from the patients or from bodies of persons suspected to have 
died of cholera, and water which 
is suspected of pollution with the 
cholera vibrio. These materials 
are collected in the following 
methods. 


Fig.1 


A. From Patients. 


I. Faces. — Recently excreted 
fecal material should be exami- 
ned. If this cannot be obtained, 
rectal irrigation with glycerin 
water or the use of the instrument 
shown in Fig. I, or some other 
appropriate means, can be em- 


ployed. 

2. Vomit. — Vomit can also 
be examined for the cholera 
vibrio. 


3. Blood or Vesicular Fluid. 
— These materials are used for 
agglutination reactions or Pfeif- 
fer’s phenomenon. These tests 
are made to find whether or not 
the person had had cholera. To 
the blood or the vesicular fluid 
carbolic acid up to 0.5 per cent 
may be added. 


B. From the Corpse. 


1. Cloth soiled with feces. 

2. Feces taken from the 
rectum. 

(3. If laparotomy is necessary, the intestinal contents should be 
‘<en from the ileum. 


C. Cholera in Water. 


| In the examination of water for cholera vibrios, the sample is collected 
| Cholera in Japan 8 
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from the surface of the water in sterilised containers. The am 
collected should be at least 1 litre. 


Handling Samples for Bacteriological Examination. 


1. Fecal Containers. — A convenient one is a wide-mouthed pg 
cylinder, Fig. 1,B, with a wooden stopper to which a spoonis attached, | 
is sterilised by boiling before use. A sample of feces is taken with 
spoon and the cylinder is then sealed and labelled with the name, ¢ 
and hour of collection. This cylinder may be placed in another la) 
glass cylinder, as shown in Fig. 1, C. When the sample is to 
sent by mail, the glass container is placed in a wooden box, Fig. 1, A, Wi 
cotton pad. To prevent drying, a small quantity of water may be pla 
inthe glass cylinder, or acontainer, Fig.1, D, devised by Dr. Miyagawa, r 
be used. Water in this container does not reach the wooden stop 
nor the fecal matter, even by violent shaking. Sterilised test-tul 
Petri dishes and glass bottles may be used. Careful packing is essen 
to avoid damage of the content. 

2. Sterilisation of the Containers. — The containers should be st) 
lised by boiling and no container with acid or disinfectant should 
used. 

3. When materials are to go to a distant laboratory, in addition’ 
the fecal sample, several smears and a peptone-water and 3 agar-me, 
tubes should also be inoculated and sent. * Decomposition or drying 
the fecal sample may make the detection of the vibrio difficult. 


II. METHOD oF EXAMINATION, 


A. Microscopic Examination, 


Smear specimens of the mucus in the feces are made and stair 
for I minute with Ziel’s carbolic acid fuchsin solution, diluted 10 tim| 
If the faecal material is not fluid, it may be mixed with salt solution, 

If brightly stained, a large number of comma bacilli present a Vé 
typical picture, but it must be kept in mind that there are other vibr 
closely resembling the cholera vibrio. | 

In addition to stained specimens, hanging-drop specimens should | 
made to examine for motility. 


B. Culture Method. 


1. Peptone Water. — 10 c.c. of peptone water are placed in a te 
tube and sterilised. A platinum loopful of fecal matter is planted | 
it and the tube is incubated at 37° C. for 6 to 12 hours. Then fromt, 
upper layer smear specimens are made and stained for microscop 
examination. When suspicious organisms are seen, a subculture ‘ 
agar plates is made. ‘ 

2. Agar-plate Culture. — The fecal sample is suspended in eith 
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)tone water or salt solution and planted on an agar plate, or the pep- 
ate culture is plated. The plates are then incubated for 12 to 18 hours, 
21 from the colonies, stained specimens and hanging-drop specimens 
1; made for examination. Simple agglutination tests are made on 
xss slides. 

3. Selective Media. — The selective media of Dieudonné, Aronzon, 
Pon or Kabeshima may be used. Cholera vibrios on these media 
sw well, and the growth of other organisms is inhibited. The colonies 
‘cholera on such selective media have characteristic forms and grow 
) ter than on ordinary agar medium. Strains of cholera which have 
ty a weak affinity for alkaline media sometimes do not grow well in these 
tdia. In such cases, the alkalinity of the media may be reduced. 
\other advantage of using selective media is that fecal matter may 
smeared on the media and the growth of the vibrio can be directly 
linonstrated. Within 8 to 12 hours, specific colonies are found and 
vh these colonies simple agglutination tests can be made. The 
irio grown on such media is somewhat larger than usual and staining 
siot uniform. Agglutinin reactions may also be weakened. 

3. Pure Culture. — By picking colonies off agar plates or off the 
ective media, pure cultures are made on agar slants, 


4. Tesis with the Pure Culture. — Agglutinin tests and Pfeiffer’s 
nomenon, 


| 
| III. SErection or Metuop or EXAMINATION. 


The method of examination may be varied according as to whether 
h case is an initial one or not. 

I. First Case. — In a first case it is important that the diagnosis be 
nde as accurately and as quickly as possible. The fzeces of the patient 
t planted in peptone water, and smear specimens are also examined, 
\the same time, agar plate or selective media cultures are made, The 
<tone-water culture may be replanted on these media to obtain a 
ve culture. With the pure culture, agglutinin reactions (quantitative) 
" Pfeiffer’s reaction are carried out. 

2. Subsequent Cases, — Diagnosis on subsequent cases should be 
nde as quickly as possible. The agglutinin reactions can be carried out 
7h colonies from agar plates. 

3- Suspicious Cases. — Feces of suspicious cases are planted in 
etone water and, from this, smear specimens are made and stained 
microscopic examination. Subcultures are made on agar plates, 
n the colonies grown on this plate are used for simple agglutinin tests, 

4. Carriers and Recovered Cases. — These cases are dealt with in the 
aie way as the Suspicious cases. The examinations are repeated. 
Mase of necessity, the presence of the antibodies in blood serum and 
cular fluid is tested. 

5. Examination of Water suspected of Pollution. — At least 1 litre 

,\© Water should be collected, To this amount are added 100 c.c. 

he original peptone water and mixed well, after which it is divided 
M flasks, each containing 100 c.c. of the sample. These flasks are 
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incubated for 8to 18 hours. The upper layers of the fluid in each f] 
are used for smear specimens, which are stained and examined, and. 
culture on agar plates; agglutination tests are carried out with | 
colonies. 


IV. Resutts oF EXAMINATION. 


To justify the diagnosis of cholera, the following conditions sho 
be fulfilled : 


I. Initial Case. — The clinical symptoms should agree with the syr 
toms of true cholera if the symptoms are atypical. The case sho 
be considered as a suspicious cholera case if the comma bacillus is fou 
by microscopic examination. 

If bacteriological examinations and immunological tests give pi 
tive results, especially if the agglutinin reactions and Pfeiffer’s phe 
menon with the diagnostic immune serum are strongly positive, the c 
should be diagnosed as true cholera. : 


2. In subsequent cases, a diagnosis of cholera may be justified | 
microscopic findings, cultural characteristics, and the simple aggluti: 
reaction. 


3. Suspicious Cases. — If two consecutive fecal examinatio 
carried out at an interval of 48 hours, do not succeed in demonstrat 
the presence of the comma bacillus, a negative diagnosis is justified, 


4. Examination of Carriers and Recovered Cases. — Fecal exat 
nations are made every second day and if the comma bacillus is 1 
found in three consecutive examinations the case can be considei 
as being free from cholera. 


5. Examination of Water. — If comma bacilli are found in wat 
quantitative agglutination tests should be carried out, on the resu 
of which the determination of the nature of the vibrio should rest, 


6. Diagnosis of Cases who have had Cholera. — Agglutination te! 
are made with the blood serum or vesicular fluid; if a positive result: 
obtained, the case may be considered as having been cholera. Bele 
this diagnosis is made, however, inquiry should be made regardi 
preventive inoculation. This inoculation may explain the positi 
immunological reaction. Control tests should be made and the dil 
tion of the serum should begin with a 20-times dilution. 
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7. The following time is required for making each test : 


Immediate. 6 to 18 hours. 24 to 36 hours. « 36 to 48 hours. 


Stained. 
Microscopic 
Examina- 
sen: Hanging- 
drop. 
Simple ag- 
glutination 
A réaction. 
i gar sae 
\terial. . plates . Quantitative 
agglutina- 
tion test. 
Pure culture . 
Pfeiffer’s 
reaction. 
Re A tee aire Selb eae ASR cht Bs Sys ease ee 


Stained. 
Microscopic 
examina- 
Peptone ager Be 
water. . 
Simple agglu- 
| tination. 
| . 
) Agarplate. . 2. 1. +4 Quantitative 
aggluti- 


[ae culture ( nation. 


Pfeiffer’s test 


‘In examination of suspicious cases or carriers, recourse is had to 
t: methods below the dotted line. 

Note. — Rapid determination is most important in the case of 
edlera. It should be done, with the initial case, within 30 hours and 
iisubsequent cases within 20 hours. 


V. METHODS. 


A, Preparation of Media. 
I. Peptone Water. 
(a) Original Solution : 


| el er ee! ww vy 1,000 CC. 

| =Peptone... . PEER eral eek ct Bn I0O g. 
Sodium Shipride. STE ea ee eee 100 g. 
Meerassium nitrate. ...-....-.-.--- Loc: 

___ Crystal sodium carbonate. . . 2 ¢. 


‘The above are mixed and eon ed: AWAD Prenilised: 
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(b) Peptone Water : 
The original solution. . . 2. . . J 30 
Distilled water (sterilised). . . . . . «)« OS tana 
About 10 c.c. are placed in each test- tube. 


2. Agar Medium for Cholera Culture. 


Ordinary agar medium... .... . 2.) .enOgueeE 
10 % crystal sodium carbonate... .... 3 Om 

Sterilise and use. 

3. Selective Media. 

(a) Dieudonné's Blood Alkaline Agar Medium. 

Defibrinated ox or horse blood . . ... . 500 ce. 
Normal solution of potassium hydroxide... 500 c.c, 

The above are mixed and sterilised in the Koch apparatus for 3¢ 
minutes. (The solution is dark brownish. This is called alkaline blood 
solution.) 

Alkaline blood solution.. . . | 2. . 7 2 
3% agar medium... . 7_ parts. 

The above are mixed and sterilised. Before. use, “it is melted an¢ 
plates are made. Leave the plates in incubator several hours a 
liberate ammonia gas. 

(b) Pilon’s Blood Sodium Agar Median 

To the defibrinated blood of the pig, ox, horse, sheep, rabbit o1 
guinea-pig is added an equal amount of 12 % crystal ‘sodium carbonate, 
One part of this mixture is added to 2 parts of warm 3 % neutral agat 
(45° C.) and mixed. 

(c) Kabeshima’s Hemoglobin Soda Agar Medium. 

To 80 c.c. of 3 % ordinary agar are added 10 c.c. of 18 % pure crystal. 
sodium carbonate solution. Steamed for 30 minutes and cooled t¢ 
60° C. Then 3 gm. of Pfeiffer’s or 5 gm. of Shinsda’s hamoglobit 
extracts, dissolved in 10 c.c. of salt solution, are added. The mixturé| 
is divided into 7 Petri dishes and the surface is dried. 

(d) Aronzon’s Fuchsin, Saccharose Dextrine Agar Medium. 


8 avari ? Gee. NOt ee 100 ¢.c¢. 
10 % sodium carbonate solution .°. 7am 6 Ge 

The above are mixed and steamed for 15 minutes, and then is added | 
Fuchsin saturated in alcohol. . . . . . . Oyen 


While stirring, add : 
10 % sodium sulphite solution. . 
When the colour of the mixture is faded, add the following, ech | 
are warmed : 
20 % saccharose solution 
20% dextrine solution 
This medium is dissolve-} at the time of its use and plates are made. 
Notes. — Certain cholera strains grow poorly in alkaline media. 
n such cases the following media may be recommended : 
(a2) Peptone Water. 
Sodium carbonate is added in ratio of 20.6% phenolphthalein Pt 
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(b) Selective Media. 


In Dieudonné’s medium, the quantity of normal hydroxide solution 
ireduced to 3/4 of the blood. 
In Pilon’s medium, the sodium carbonate is reduced to 1.2 per cent. 


The above two selective media are ordinarily used together at the 
sme time. 

The colonies on the former medium, after 12 to 18 hours, are round 
ad transparent, with a greenish tinge. This medium inhibits the 
gowth of ordinary intestinal bacteria. The colonies on the latter 
mdium, after 12 to 18 hours, are scarlet and easily distinguishable 
fym those of other bacteria. 


B. Methods of Carrying out Agglutination Tests. 


Selection of Immune Serum. — The immune serum should be pre- 
pred by immunising rabbits with a mixture of several strains of various 
toes of cholera vibrio. 


The agglutination test should be carried out with an immune serum 
oa high titre. Its titre should be determined beforehand. The 
n:thod is as follows : 


1. Hanging-drop Method. — The rabbit immune serum is diluted 
wh salt solution to required dilutions (a 50- or a 100-fold dilution). 
Ce drop of the diluted serum is placed on a cover-glass. Then the 
osanism from an agar culture is carefully mixed with a platinum wire 
ad examined under a microscope. If there is no immediate aggluti- 
Htion, re-examine after placing 20 minutes in an incubator. If the 
ovanism is cholera, there should be distinct agglutination. 


Notes. — (1). For control, normal rabbit serum of 10 times stronger 
dution than that of the immune serum should be used for the same 
“et. (2). In making the hanging-drop, certain strains of cholera clump 
‘cether and present an appearance of agglutination. 


(Addition.) 


Probal (or simple) Agglutination Test. — A drop of diluted immune 
um is placed on a glass slide, and a small quantity of test organizm 
‘Snixed. If the organism is cholera, there should be a distinct agglu- 
“ation reaction. 


2. Quantitative Agglutination Test. — Cholera immune serum is 
med with 0.85 % salt solution in dilution of 1 in 50, 100, 200 and so on, 
ul agglutination reactions are examined with suspension of the orga- 
tim taken from a pure culture. 


(a) Suspension of Organism. 


A 16- to 24-hours culture on an agar slant, made by replanting 
‘Upicious colonies, is suspended in salt solution (1 platinum loopful 
Of to 2 c.c, of the salt solution). 


ee fee 


(b) Serum Dilutions. 
Number of test- 

tube eget Die sliced Pio LV. V VI VII VIII Control 
Tenfold dilution 

of immune se- 


PU ee a OO Oo ce) (@) 0 0 
Salt solution . . 1.6.1.0.1.9,]-9 3.0 2-0 1.0 : 
1.0. 1:0 1.0 1.0) 91-00 61.0 es 1.0 “Throw 
away, 
Suspension of or- 
ganisms. . . .. 1.0 1.0 1,0 1X0) 310m GO ees 1.0 “i 
Degree of dilu- 
tion. . . . . . 100 200 400 800 1,600 3,200 6,400 12, SOO; 
Procedure. 


1. Test-tubes are arranged as shown above. 

2. In the first test-tube is placed 1.6 c.c. of physiological salt solution 
and in the others I c.c. 

3. In the first test-tube is placed 0.4 c.c. of a tenfold dilution of 
immune serum and mixed well. : 

4. From the first tube take 1 c.c. and place it in the second. Then 
from the second tube take I c.c. and place it in the third, and so on to 
the last. One cubic centimetre from the last tube is thrown away. 

5. One cubic centimetre of the suspension of the organism is placed 
in each test-tube. 

6. Mix the contents well by shaking the tubes and then place in the 
incubator for one hour. 

Of the serum and suspension, 0.5 c.c. may be used instead of I c.¢. 

Controls. — The following three controls can be used : (a) suspension 
and normal rabbit serum; (b) suspension and salt solution; (c) a known 
cholera vibrio, cultured for the same time and in the same way as the 
suspended organism, is tested with the immune serum. Ordinarily 
the control (b) alone is employed. 

Notes. — 1. The newly isolated cholera vibrio from the faces of 
patients has sometimes a very weak agglutinability. In such a casé, 
several subcultures should be made before repeating the test 
2. Some strains exhibit a pseudo-agglutination. In such cases, 0.4% 
salt solution or distilled water should be used for making the suspension. 

3. Pfeiffer’'s Phenomenon Test. — The immune serum employed 10 
this test should be prepared with several strains of various types as 1 
the preparation of immune serum for agglutination tests. The bacte- 
ricidal titre of such serum should be at least 0.001 c.c. In other words, 
the serum should be capable of producing complete bacteriolysis 
1 hour when I mgm. is injected into the abdominal cavity of a guimes 
pig with 1 loopful of an 18- to 20-hour agar culture of cholera together 
with 1 c.c. of bouillon. | 

Method. — 1st animal: a volume of an immune serum of a high bacte, 
ricidal titre is diluted 5 times with bouillon, and 1 c.c. of it is mixed 


ith 1 loopful of the organism and injected into the abdomen of a 
yinea-pig. 
2nd animal : the same serum, diluted tenfold, is mixed with 1 loopful 
) the organism and injected. 
3rd animal (control) : a volume corresponding to 50 times the titre 
)the immune serum is added with 1 loopful of organism and injected, 
4th animal (control): a quarter of 1 loopful of the organism is mixed 
v-h 1 c.c. of bouillon and injected. 
The foregoing serums are diluted with bouillon; the test organism 
tained from an 18-hours culture is mixed with 1 c.c. of this diluted 
«um and with a (blunt) needle is injected into the abdominal cavity 
ya guinea-pig after the skin has been shaved and wiped with alcohol, 
‘small cutaneous incision is made with a knife, through which the injec- 
tion is made. At intervals of 20 and 
Fig. 30 minutes and I hour, samples of the 
wD abdominal fluid are taken with capillary 
pipettes inserted through the injured 
skin of the abdomen. Hanging-drop 
specimens are examined. In the Ist 
and 2nd animals, if the organism is 
cholera, the bacterial body shows spe- 
cific granular forms and disappears by 
dissolution of the vibrio within 20 
minutes or, at latest,in1I hour. On the 
other hand, in the 3rd and 4th animals, 
the organism should retain active 
movement. The Ist and 2nd animals 
We survive, but the other two die usually 
on the second day. Such results indi- 
g cate a positive Pfeiffer’s phenomenon. 


Method of taking 
Abdominal Fluid with Pipette. 
(See Fig. IL) 


I. The fluid rises in the capillary 
pipette by capillary pressure. Both 
ends of the pipette should be kept open. 

2. Seal the free end of the pipette 
after the fluid is taken in. 

3. Warm the air in the sealed part 
gently. The expansion of air will 
force the fluid out in drops, which are 
received on a cover-glass and then 
examined under a microscope. 

Notes. — Sometimes the feeble 
HM virulence of a newly isolated cholera 
thio complicates the carrying out of Pfeiffer’s test. In such cases, the - 
Untity of the organism may be increased or it may be used after 
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passage through an animal. Still another method is to carry out the 
test with an.immune serum prepared with the organism and with a 
known cholera vibrio. 

4. Bactericidal Test in vitro (Neisser-Wecksberg Method). — This is 
a simple method of performing Pfeiffer’s test. It has the advantage 
of not requiring animals, but the procedure is somewhat complicated 
and so is not adapted for general use. The procedure with the cholera 
vibrio is as follows : 

1. The immune serum is inactivated by heating to 56° C. for 30 
minutes and diluted to various degrees with salt solution. Of each diluted 
serum, I c.c. is placed in test-tubes. : 

2. Complement is obtained by bleeding a guinea-pig and separating 
the serum. This serum is diluted 25 or 50 times with salt solution; 
O.5 (ec ;is ised. 

3. A 24-hour growth of the test organism on agar medium is Sus- 
pended in bouillon in the ratio of 1: 100,000. Of this suspension 0.5 ¢.c. 
is placed in each test-tube. 

The serum, suspension and complement in each test-tube are mixed 
well and then incubated at 37° C. for 2 to 3 hours. After the incubation, 
each test-tube content is plated out on a Petri dish with warmed agar 
medium at 45° C. When the agar is hardened it is incubated and the 
number of colonies is counted. 


Bactericidal Test in Test-Tubes. 


Number of Dilution of 
Test-tube, immune Serum. Quantity. Suspension. Complement. Colonies. 
eet oh ais 1&0) 1,0 0.5 0.5 7 
oH 20 1.0 0.5 0.5 a 
Kee 50 1.0 One ous 300 
an 100 120 0.5 0.5 0 
eae 200 Leo 0.5 0.5 f°) 
Om 500 1.0 0.5 0.5 fe) 
4 I, 000 E20 0.5 0.5 205 
on 2,000 1a) 0.5 0.5 700 
Ove 5 , 000 1.0 0.5 0.5 ee 
Loe 10,000 1.0 0.5 0.5 % 
Controls. 
Tagche 1s ere. 1.0 0.5 O be 
ifs vo enicldaNornal 
Serum 1.0 0.5 0.8 % 
lit... Salt sselution: 1.0 0.5 ) ee 
IV... Salt Solution. 1.0 0.5 fe) Immediate | 
culture © 
ca, 10,000 — 
Note. — In concentrated immune serum a greater number of colomies: 


is grown than in weaker immune serum. This phenomenon, according | 
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i Neisser-Wecksberg, is due to the presence of excess amboceptors, 
me of which are combined with complement and others with bacteria. 
is prevents the complement from combining with the bacterial body. 
jother words, it is due to deviation of complement. 

5. Notes on Examination of Cholera in Water. — The method of exa- 
rnation of cholera in water has already been described. It should be 
t in mind that, when the cholera vibrio remains in water, it loses its 
glutinability, but it can be differentiated from other vibrios by agglu- 
iation tests. In the diagnosis of the cholera vibrio in water, its mor- 
logical and cultural characteristics should be carefully examined 
sore making a decision. 
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Le Comité @’hygitne a pris connaissance du rapport de la Com 
disation (C. H. 517) et de la relation donnée par le président ! 
Commission pendant la session des I1, 12 et 13 octobre 1926. Lé ( 

« Le Comité d’hygiéne prend note du rapport de la Comm: 
disation y compris les travaux des Sous-Commissions pour Vé 
térique et antitétanique.» ee 
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Le rapport provisoire de la Commission pour la maladie du sommeil (C.H.505), exposant — 
les travaux accomplis & ce jour par les experts réunis 4 Entebbe, sur le lac Victoria, Ouganda, | 
et par lequel ils demandent une prolongation de six mois, en plus de la période de douze mois — 
primitivement destinée aux travaux recommandés par la Conférence de Londres, a été examiné 
par le Comité d’hygiéne. BA 

Le Comité d’hygiéne a été d’avis qu'il serait désirable que la Commission continuat ses travaux — 
pendant cette période supplémentaire et, en conséquence, a adopté la résolution suivante: 5 


« Le Comité prend acte du rapport provisoire du Dt Duke, du 3 aout 1926, relatant les 
progrés réalisés dans l’étude dela maladie du sommeil par la mission d’experts établie a 
Entebbe: il s’associe 4 la maniére dont le travail de la Commission a été apprécié dans les” 
résolutions de l’Assemblée du 24 septembre 1926. .. 

« Le Comité approuve la proposition de prolonger le travail de la mission pour une durée — 
d’environ six mois au dela du terme de douze mois primitivement proposé par la Conférence 
de Londres. Le Comité recommande qu’en cas de nécessité, la Société des Nations s’adresse 
aux gouvernements participant a l’enquéte, pour Jes inviter 4 fournir des contributions ~ 
supplémentaires permettant d’assurer le travail de la Commission pendant la période de 


prolongation. » 


Itt: 


Le Comité d’hygiéne a pris note des suggestions qui lui ont été faites concernant l’opportunité 
de communiquer a un plus grand nombre d’hygiénistes et autres, que la question intéresse, l'état 
des travaux de l’Organisation d’hygiéne. Aprés discussion, le Comité a exprimé son opinion comme 
suit: pda oe 

« Le Comité d’hygiéne prie le Directeur médical de préparer un mémoire sur les méthodes- 
appropriées en vue de répandre le plus largement possible les renseignements ayant trait 

aux travaux et aux publications de l’Organisation d’hygiéne. » : Pt ats : * 


TVs 


Le président de la Commisssion du cancer a présenté, au nom de celle-ci, un rapport provisoire 
sur les travaux accomplis depuis le début de l’enquéte décidée par le Comité d’hygiéne, en tenant 
compte particuligrement des rapports présentés A la Commission au cours de ses séances d’octobre 
1926. Aprés un échange d’opinions, le Comité d’hygiéne a adopté la résolution suivante: 
«Le Comité d’hygiéne s irene 

« Prend acte de la déclaration du président de la Commission du cancer sur les travaux 
de cette Commission concernant la distribution géographique et raciale de la mortalité cancé 
reuse; le oe 
_ « Désire s’associer a l’expression de reconnaissance de la Commission vis-a-vis des experts 
: qui ont si puissamment contribué au succés de l’enquéte, et gis eras 
va « Prie la Commission de préparer pour la session suivante, aprés avoir terminé les rappor $ 
“i et enquétes en cours, un résumé de ses travaux, ainsi que ses propositions pour des étu 
Bree ultérieures. » : : 


Neal 


Sd. N._50 (prov.) + 1,200. 10/26. Imp. Kundig. 
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Se Dee ere a See 
ft the Permanent Standards Commission. a 


work accomplished by this Commission during 
> following resolution was adopted: — 


note of the report of the Permanent Standards Commis- 


ot e Sub-Committees for the study of anti-dysenteric and 


II. 


The interim report of the Sleeping-Sickness Commission (C.H. 505 
already accomplished by the experts assembled at Entebbe on Lake Victor 
Mending an extension of six months in addition to the twelve-months period 


_ recommended by the London Conference, was considered by the Health Co 
The Health Committee was of 


prolong its work for this addition 


gust 3rd, 1926, regarding the 
progress made by the expert mission on sleeping-sickness established at Entebbe and asso- 


ed in the resolutions of the 


for approximately six months beyond the term of twelve mont 
London Conterence, and recommends that, should it be necessary, 


Il. 
_ The Health Committee took note of the suggestions made to them 
bility of informing a larger number of public health officers 
concerning the work of the Health Organisation. 
views as follows: 


in regard to the desira- 
, and others who might be interested, 
After discussion, the Committee expressed its 


~ The Health Committee instructs the Medical Director to prepare a memorandum on 


methods of disseminating more widely information in regard to the work and publications 
_ of the Health Organisation.” 


ets: 
The Chairman, on behalf of the Cancer Commission, made a statement on the work accomplished 
since the enquiry was initiated by the Health Committee, with special regard to reports presented to 


the Commission during its session of October 1926. After an exchange of views, the Health Com- 
mittee adopted the following resolution: 


Meee The Health Committee: | 
te “ Takes note of the Chairman’s statement with regard to the work of the Cancer Com- 


Mission in relation to the reports on the geographical and racial distribution of cancer 

‘Mortality ; 

___-“ Desires to associate itself with the Commission in its expression of gratitude to the 

_ experts who have contributed so much to the success of this enquiry ; and ue 

_____“ Requests the Commission, after the current reports and enquiries have been completed, 
to prepare for a subsequent session a résumé of the work already accomplished, together 

with their proposals for further study.” aac 
Va 
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fate ersiden! dela Ce meaty be 

en n 1926, en mentionnant les” voyages d’études, les étt 
et dans les laboratoires, et les cours de malariologi: by, 
suivante, présentée par le preatients au nom de la Comnmissio | 


} 


« Le Comité d’hygiéne décide: — 3 : 


«1. D’étendre les voyages d’études de la Gounnseon fe paladins xe 
riques extra-européens, remettant a une date ultérieure le choix des pays a visi 


« 2. De continuer les recherches entreprises par la Commission et certains de ses 


sur: | 
« a) Le probléme des deltas, dont I’étude a commencé aux deltas du Panu 


lEbre et du Pd; 
« 6) Les « grands assainissements », notamment en Italie et en Hollande; 
«c) Les problémes de laboratoire, détaillés dans les résolutions adopters Pa le Comité 
d’hygiéne a sa session d’octobre 1925; 
«d) L’étude des relations existant entre les facteurs net ee et I'endémie 


malarique. Bh Say Ae 


«3. De continuer les recherches sur les alcaloides secondaires du quinquina, ainsi que sur 
les dérivés de la cupréine et sur I’hydroquinine, afin de compléter les éléments nécessaires a 
la convocation d’une conférence internationale de la quinine. Herein | q 


«4. De renouveler, en 1927, les cours de malariologie, qui ont eu lieu cette année dans 
les Ecoles de Médecine tropicale de Hambourg, Londres et Paris, ainsi que les stages pratiques 
en pays impaludés qui leur ont fait suite. » 


VIRCES AS eae 


Le Comité d’hygiéne a pris connaissance du rapport du Directeur fadaical ae sur les travaux 
effectués en vue de donner suite & une résolution, adoptée au cours d’une session précédente, 
relative a la revision projetée de Ja Liste internationale des causes ds décés. Aprés examen Hetail 
la résolution suivante fut adoptée: . ‘ fi 


«Le Comité d’hygiéne, 
« Ayant pris connaissance du rapport du Directeur médical conceee la nomenclature 
des causes de décés, ainsi que de la correspondance engagée a ce sujet avec l'Institut inter- 
national de statistique et se référant aux observations faites pendant la discussion au sein du 
Comité, : 
« Décide: : 4 


« a) De charger un comité d’experts du dépouillement des documents envoyés a la, 
Section d’hygiéne par les gouvernements qui répondent a son appel, ainsi que de l'étude 
des travaux préparatoires a la revision de la nomenclature actuellement en usage; 

« 6) De tenir l'Institut international de statistique au courant des travaux du comité 
d’experts et, lorsque le moment paraitra opportun, de convier 4 une réunion prépa- 
ratoire ledit comité et une délégation de l'Institut, en vue d’une entente sur les 
questions qui seront soumises a la future conférence internationale. > j 


et | VIL. ae 
Bi Le président de la Commission de la variole et de la vaccination a exposé les progrés de 
a quéte, ainsi que les travaux de laboratoire et les études pratiques effectués dans Jes divers p 


3 | 4 a3 Comité d’hygiéne décide de prier la Commission de se réunir prochainement avec les expe 
a ont elle juge Ja collaboration nécessaire pour la préparation d’un be rapport d’ensemb 


e progress of the work in 
he malaria courses. The 
n behalf of the 


“ ) 
eee ' a, 


“1 Ae Aer odes IE, 
Rp gt, “The Health Committee decides: 
oe SS RN ES ea ae ie a 
erates: clo extend the study tours of the Malaria Commission to some extra-European a, 
_ countries where malaria prevails, postponing to a future date the selection of those countries ah 
Be: to be studied in 1927. hioke | ba 
f _ “2. To continue the studies undertaken by the Commission and by certain of its 
members on: cf 


; “(a) The problem of deltas (already begun on the deltas of the Danube, the 
Ebro and the P96); . 

. “ (6) The effect of major sanitary measures, especially in Italy and Holland: : 

‘ “(c) The laboratory problems described in the resolutions adopted by the Committee ss 
during the October 1925 session; ee 


“(d) The relations between certain meteorological conditions and the prevalence 
of malaria. 


_ “3. To continue the study of the secondary alkaloids of cinchona, as well as of hydro- 
; quinine and cuprein derivatives, in order to complete the preparatory measures for an 
international conference on this subject. 


“4. To repeat in 1927 the malaria courses at the Institutes of Tropical Medicine at 


Hamburg, London and Paris, followed by the practical stage in countries where malaria 
prevails, ” 


VAG 


__ The Health Committee considered the report of the Medical Director on the work undertaken 
to give effect to a resolution adopted at a previous session in regard to the forthcoming revision 
of the International List of Causes of Death. After careful examination the following resolution 
was adopted: 


a “ The Health Committee, 
GS “ Having considered the report of the Medical Director on the List of Causes of Death, 


the correspondence on this subject with the International ‘Institute ‘of Statistics and the 
observations made during’the discussions in the Committee, 


“ Decides: 


“cc 


Ee 


(a) To entrust to a committee of experts the study of the documents transmitted 
to the Health Section by the Governments which comply with its request and of the 
preparatory work incident to the revision of the nomenclature now in use; 

“(b) To keep the International Institute of Statistics in touch with the work of 
the committee of experts and, when the moment appears opportune, to convoke a pre- 
paratory conference of the committee of experts and a delegation from the Institute, in 
___ order to secure“ agreement on the questions which will be submitted to the future 
a international conference.” 


Ss VII. 
|The Chairman of the Smallpox and Vaccination Commission outlined the progress of the tie 
hquiry, including the laboratory and field studies in the countries concerned. cu 


The Health Committee decided to request the Commission to meet at an early date with such 
<perts as are at this stage in its judgment necessary for the purpose of preparing a progress report. 


Le "proposition du Dr Ts 
@hygione, qui a décidé a gir’ dans s 


a 


« Le Comité Whygiene, 


« Décide de charger le Directeur a A de réunir un umenta 
comparative des programmes et réglementations d’ isis scolaire e 
problemes spéciaux, tels que l’alimentation scolaire et la prophylaxie | d 
infectieuses a l’école; ces études feront l’objet d’un rapport au cours. d’une sessic 


Le Comité d’hygiéne a pris connaissance du rapport de la Conteresives ae experts $ 
hygiénistes en matiére de protection de l’enfance (C.H. 507), de méme que des propositions 
concernant |’étude de certains sujets relatifs 4 l’hygiéne de l'enfant et a la mortalité infantile, 
et a adopté la résolution suivante: 


« Le Comité d’hygiéne 


« Remercie les membres experts de la Conférence pour leur. Pune e+ et approuve | Tes pre - 
‘positions d’études contenues dans le rapport. & 

« Décide d’inviter des experts des pays de Amérique du Sud a participer aux. . études 
proposées par la Conférence et de convoquer ceux-ci dans un pays de I’ A a Jatine pou ir 
examiner les résultats de leurs études et présenter un rapport. » & 


X. 


a; 


Le Comité d’hygiene adopte le rapport du Directeur médical sur les travaux accompli dept 
la sixieme session (mai-octobre 1926). 2 2 Os aaa 


Le Comité d’hygiene a pris connaissance de la résolution présentée a la septiéme session 
ordinaire de l’Assemblée par la délégation de Cuba (A. 112. 1926. III) relative aux problémes 
leugénique et a décidé que le moment n’était pas encore opportun pour Prop une étude si 
ce sujet. : eS aaa 


Ad } bt ; : fey ae 


3 Le Comité d’hygiéne ayant examiné la résolution présentée a la septiemnaal session 1 E. 
4 de l’Assemblée par la délégation de la Tchécoslovaquie (A. 112. 1926. III) relative a V’éducati 
; physique a décidé ce qui suit: ; . lye aaa 


« Le Comité d’hygiéne prie le Directeur médical de préparer, de concen avec tek ( 
en matiére d’éducation physique, et aprés consultation avec les autorités sanitaires 
Tchécoslovaquie, un rapport sur ce sujet a soumettre lors d’une session wt » 


Le Comité d’hygiéne a pris connaissance de la résolution présentée a la sepHanea sessi nm 
naire de Assemblée par la délégation de I’Uruguay relative au probléme de ‘Valiment 
et, reconnaissant l’importance internationale que revétirait une euaa de cert nature, 2 | 

_ den remettre |’étude plus détaillée a une session ultérieure, a iy ld ee 


Be 


oe yaa < ers ‘presel ere Shee aes © ove 
adopted the following resolution: — pe aire 
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IX. 


p< The Health Committee considered the report of the Conference of Child Welfare Health 
Experts (C.H. 507), together with the proposals for the study of certain subjects relating to 
child hygiene and infant mortality. The following resolution was adopted: 


“The Health Committee: 


“ Expresses its appreciation of the work of the Conference of experts and approves the 
proposals for investigations contained in its report; ; 

“ Decides to invite experts from South American countries to participate in the studies 
proposed by the Conference, and to convene these experts ina Latin-American country to 
examine and present a report on the results of their studies,” 


: —— are 


i 


_ The Health Committee adopted the report of the Medical Director on the work accomplished 
Since the sixth session (May-October 1926). . 


= 


XI. 


_ The Health Committee considered the resolution relating to the study of eugenics presented 
to the seventh ordinary session of the Assembly by the Cuban delegation (A. 112. 1926. III) and 
lecided that the present moment was not opportune to propose an enquiry on this subject. 


Z 


XII. 


a ae 


_ The Health Committee having considered the resolution relating to physical education presented 


the seventh ordinary session of the Assembly by the delegation of Czechoslovakia (A. 112. 1926. | 
decided as follows: ae 


“The Health Committee requests the Medical Director, in consultation whith experts ara 
in physical education and after consultation with the health authorities of Czechoslovakia, to : 
prepare a report on this subject for a subsequent session.” 

onl ae, : 


e Lew 
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XIII. Te ; 


Health Committee considered the resolution in regard to the problem of nutrition pre- 


a 
_the seventh ordinary session of the Assembly by the delegation of Uruguay and, while ae : 
: 


x the international importance that a study of this nature would have, decided to postpone 
tailed consideration to a subsequent session. rapes 


Cote ‘ae 
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XIV. 


« Le Comité d’hygieéne, 
« Ayant pris connaissance du deuxiéme rapport provisoire sur le trachome, 
« Décide de continuer l’enquéte dans le sens indiqué dans ce rapport. » 


XV. 


« Le Comité d’hygiéne, 

« Vu la disposition de l’arrangement conclu avec l’Office international d’hygiéne publique 
qui régle l’Organisation d’hygiéne di la Société des Nations, 

« Vu la convenance qu’il yaa faire, dans un avenir rapproché, des propositions au Conseil 
de la Société des Nations pour la nomination des membres du Comité a désigner par lui, 

« Décide de charger le Bureau de faire les propositions nécessaires pour la désignation 
des membres du Comité d’hygiéne au choix du Conseil de la Société des Nations. » 


at 


isional report on trachoma, 
the lines indicated in that report. a 


sae | ae XV. 
oe) — 


~~“ The Health Committee, 
ee in view of the stipulation contained in the agreement with the Office international 
% oo @ Hygiéne publique which governs the Health Organisation of the League of Nations, and 
ea “In view of the convenience there would be in making proposals to the Council of the 
League of Nations at an early date regarding the nomination of members to be appointed 
by the Council: 
a “ Decides to authorise the Bureau to make the necessary proposals regarding the nomina- 


____ tion of members of the Health Committee to be selected by the Council of the League of 
a 


Nations.”’ 
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Le deine de renseignements Suid sinensis et de Palauan dthypiéten 
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INTRODUCTION 


En recommandant au Comité d’hygiéne de la Société des Nations la publication du présent 
volume, la Commission du cancer tient 4 rappeler briévement les circonstances a la suite 
desquelles ont été entreprises les recherches qui font l’objet de ces intéressantes monographies. 

Des rapports publiés antérieurement ont déja rendu compte des progrés réalisés par la 
Commission et les experts qui lui prétent leur collaboration, dans l’étude des causes des différences 
qui existent entre les taux de mortalité pour certaines formes de cancer dans les pays choisis pour 
cette enquéte. Ces rapports ont permis de constater que l’explication de ces différences est un 
probléme dont la solution est plus difficile encore qu’on ne l’avait prévu; on pourrait méme dire 
qu’aucune solution satisfaisante n’a encore été donnée au probléme; bien plus, il est possible 
que tant que notre connaissance du cancer et nos moyens d’étude resteront ce qu’ils sont, il n 
puisse étre fourni de solution résistant a l’épreuve de la critique scientifique. 

Néanmoins, en examinant, une a une, différentes explications possibles, la Commission a eu 
la satisfaction de mettre en lumiére de nombreux faits nouveaux et de formuler, au sujet de Vinci- 
dence de la mortalité par cancer et de la lutte contre cette mortalité, diverses considérations 
d’ordre démographique, clinique et administratif, qui ne sont nullement dépourvues d’intérét 
pratique. La Commission estime que les rapports dans lesquels ces faits et considérations ont été 
exposés constituent une contribution utile a l’étude si activement poursuivie dans tous les pays. 
Ces premiers résultats acquis par la Commission ont été facilités du fait que les principaux experts 
qui ont procédé aux recherches se sont réunis, a diverses reprises, en un Sous-Comité et ont pu, 
grace a ces réunions et a des échanges de correspondance, conserver a4 tous les stades de leurs 
travaux et de leur activité un caractére de comparabilité et d’harmonie. La Commission ne saurait 
exprimer trop hautement au professeur GREENWOOD, président de ce Sous-Comité, et a ses autres 
membres, énumérés a la page 4, son appréciation des services qu’ils ont rendus, et du dévouement 
dont ils ont fait preuve. 

Le volume actuel a pour origine l’opinion admise l’an dernier par ce groupe d’experts, a 
savoir que leur tache se trouvait entravée par l’apparition fréquente d’explications ou de théories 
qui, si vaines qu’elles parussent étre aux yeux du chercheur effectuant des recherches précises, 
nen exercaient pas moins une grande influence sur l’opinion publique et méme scientifique. 
Aussi, dans une enquéte ayant pour objet d’expliquer pourquoi le taux de la mortalité due 
a une forme particuliére de cancer dans un pays donné était supérieur au taux dans un 
autre pays, il était impossible de ne pas songer & des considérations de race, étant 
donné, notamment, que les différences de mortalité entre des personnes de nationalités 


diverses parfois persistent dans des milieux extrémement différents. En outre, aucune réunion 


de savants comprenant une importante proportion de médecins ne peut oublier l’importance que 
des chercheurs renommés, notamment en Allemagne et en Italie, ont attaché aux types constitu- 
tionnels, c’est-a-dire anthropologiques, dans I’étiologie de diverses maladies. Dans ces conditions, 
il a été proposé que la Commission, tout en veillant 4 ne pas s’engager dans le champ si vaste 
et si mal connu des recherches anthropologiques, devrait au moins obtenir un résumé clair et 
bien documenté de I’état actuel des connaissances dans ce domaine, et qu'il conviendrait d’essayer 
de comparer la répartition anthropologique des races, en Europe par exemple, avec la répartition 
du cancer dans les mémes régions géographiques. Cette étude a donc été poursuivie, selon un 
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INTRODUCTION 


In recommending the publication of this volume to the Health Committee of the League 
of Nations, the Cancer Commission desires briefly to recall the occasion which led to the investiga- 
tions to which these admirable monographs relate. 

In reports already published, accounts have been given of the progress made by the Com- 
mission and its expert collaborators in the investigation of the causes of the differences which 
exist between the mortality rates from certain forms of cancer in the countries selected for 
study. From these reports it will have been seen that the problem of explaining these differ- 
ences has proved even more difficult than was anticipated. It cannot, indeed, be said that any 
satisfactory solution has so far been found; possibly no satisfactory solution that will stand the 
test of scientific criticism can be obtained whilst our knowledge of cancer and the means avail- 
able for its investigation remain as at present. 

Nevertheless, in considering different possible explanations, one by one, the Commission 
has had the satisfaction of obtaining many facts which were new and of presenting various 
considerations, demographic, clinical and administrative, regarding the prevalence and preven- 
tion of cancer mortality, which are by no means without practical importance. They believe 
that the reports in which these facts and considerations have been set out have furnished a 
useful contribution to the studies of this question, which are being so actively pursued in all 
countries. In the achievement of this result the Commission have greatly profited by the fact 
that the principal expert investigators who have carried out the work have met from time to 
time as a Sub-Committee, and by means of these meetings and correspondence with one another 
have secured comparability and harmony of purpose at every stage. The Commission cannot 
express too highly their obligation to Professor GREENWOOD, the Chairman of this Sub-Com- 
mittee, and to its other members, named on the list on page 5, for their devoted services 


in this matter. 


The present volume results from the view taken last year by this body of experts, that 
their work was hampered by the frequent introduction of explanations or theories, which, 
however unpromising they might seem to be from the point of view of the exact investigator, 
in fact greatly influenced popular and even scientific opinion. Thus, in an enquiry the object 
of which was to explain why the rate of mortality from a particular form of cancer in one country 
was higher than in another country, it was impossible not to think of the implications of race 
itself, particularly when it appeared that the differences of mortality between members of 
different nationalities sometimes persisted under widely different environments. Further, no 
body of scientific workers containing a large proportion of members of the medical profession 
could forget the importance which eminent investigators, particularly in Germany and Italy, 
had. attached to constitutional, i.¢., anthropological, types, in the etiology of various diseases. 
In these circumstances, it was suggested that the Commission, while taking care not to embark 
upon the wide and ill-charted sea of anthropological investigation, should at least secure a clear 
and adequately documented account of the present state of knowledge respecting it and that 
an attempt should be made to compare the anthropological distribution of races, in Europe 
for example, with the distribution of cancer in the same geographical regions. The subject 
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programme examiné en détail avec le Sous-Comité, par deux de ses membres, dont la competence 
a cet égard est universellement reconnue. 

Le présent ouvrage représente l’opinion soigneusement documentée de ces deux experts sur 
l’état actuel de nos connaissances, mais il est rédigé sous une forme qui le rend accessible a toute 
personne instruite, méme ne possédant aucune connaissance spéciale en anthropologie. Les 
auteurs de ces monographies sont, il va sans dire, personnellement responsables des theses qui y 
sont soutenues. On constatera, d’ailleurs, qu’ils ont insisté particuliérement sur l’existence d’im- 
portantes lacunes, tant dans les statistiques anthropologiques que dans les statistiques médicales 
quils ont eues a leur disposition. On peut espérer que ces rapports stimuleront de nouveaux 
efforts en vue de combler ces lacunes, et qu’ils montreront avec quelle prudence il convient de 
procéder lorsque l’on touche a des problémes ethniques et lorsque l’on examine les assertions, 
si souvent formulées, qu’une race donnée est plus ou moins susceptible qu’une autre aux attaques 
du cancer. 


Genéve, octobre 1926. (Paraphé) G. S. B. 
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has been accordingly pursued, on lines discussed in detail with the Sub-Committee, by two 
of its members whose high qualifications for the task will be universally recognised. 

This volume not only represents a considered judgment of these two experts upon the 
present state of knowledge, but is so written as to be intelligible to any educated person without 
previous special knowledge of anthropology. The authors of these monographs are themselves 
responsible for the arguments which they contain, and it may be observed that they have 
brought into great prominence the existence of large lacuna, both in the anthropological and 
in the medical statistical data which were available for the study they undertook. It may be 
hoped that, as a result of these reports, further efforts may be made to fill these gaps, and alsa 
that they will serve as examples of the caution which it is necessary to employ when handling 
problems of race, and when examining the assertions which so often are made that a given race 
is more liable or less liable to attack by cancer than another. 


Geneva, October 1926. 
(Initialled) G. S. B. 
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OBSERVATIONS SUR CERTAINES QUESTIONS RELATIVES A LA RACE 


He 


LA RACE ET LE CANCER. — POSITION DU PROBLEME. 


En consultant les études médicales les plus variées sur le cancer, on rencontre assez 
fréquemment l’affirmation de l’existence d’un rapport entre la fréquence du cancer 
et la race. 

Le plus souvent, la « race blanche » est opposée aux «races de couleur », a la «race 
negre » OU aux «races jaunes». Souvent aussi on oppose les unes aux autres certaines 
races blanches. Presque toujours, cependant, on remarquera que le mot «race» est 
improprement employé; cette constatation (en dehors d’autres considérations que nous 
exposerons plus loin) nous oblige a faire certaines réserves sur la plupart des conclusions 
auxquelles seraient déja arrivés les auteurs qui croient avoir présenté des documents 
probants sur l’existence d’un rapport entre la race et le cancer. II est essentiel, avant 
de conclure —- si toutefois il est possible d’arriver 4 des conclusions fermes — de fixer 
tout d’abord la définition du mot «race», de comparer, 1a oti cette comparaison est 
possible, la répartition de la population selon la race, au sens exact du mot, avec celle 
de la mortalité par cancer, et de discuter les résultats que ces comparaisons pourront 
donner. Ce n’est qu’aprés ce travail préliminaire qu’il sera possible de voir s’il y a 
réellement des conclusions a présenter. 


it 


QUELQUES EXEMPLES DU GENRE DE DOCUMENTATION ET DES METHODES EMPLOYEES 
JUSQU ICI DANS L’ETUDE DES RAPPORTS ENTRE LA RACE ET LE CANCER. 


1. On a maintes fois répété, au sujet de la fréquence comparée du cancer parmi 
les races de couleur et les races blanches, que cette maladie est beaucoup moins fréquente 
chez les hommes de couleur que chez les blancs. Dans son traité de Géographie médicale 
(Paris, 1884), par exemple, A. Bordier écrivait déja qu'il y avait immunité du négre pour le 
cancer, puisque l’expédition anglaise chez les Achantis signalait un rapport de 63 a 100 
entre la morbidité cancéreuse des noirs et celle des blancs. Il ajoutait que la mortalité 
cancéreuse des négres aux Etats-Unis était bien inférieure a celle des blancs, puisqu’on 
ne relevait que 634 décés de noirs par cancer pour 1.000 décés de blancs (cette méthode 
de comparer la mortalité de deux groupes différents de population est d’ailleurs fonciére- 
ment erronée). I] faisait remarquer, en outre, que, d’aprés les observations des docteurs 
Girard, Huard, Chassaniol et Landry, le cancer était extrémement rare chez les negres 
du Sénégal; ces médecins n’en avaient observé que de rares cas pendant leur séjour chez 
ces populations. I] affirmait enfin que la rareté du cancer est une des caractéristiques de 
VYAnnamite et du négre }, 


? Pages 433, 435, 443, 464, 496. 
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De méme, le Dt Gubler avait écrit, avant Bordier, que «la race négre n’est pas tribu- 
taire des affections cancéreuses, mais qu’il faudrait de gros chiffres pour prouver l’absence 
(ce qui semble peu probable) ou du moins la rareté du cancer chez cette race » 1, Nous 
poutrions rappeler d’autres affirmations aussi vagues, telles que celles du Dt Mahé dont 
la monographie de géographie médicale parut presqu’en méme temps que celle du 
D* Bordier: « Le cancer serait rare dans les provinces turques d’Europe, notamment a 
Constantinople. I] serait rare en Arabie et en Perse; ... les maladies cancéreuses sont 
trés rares en Egypte; ... les Arabes comme les Turcs en seraient relativement épargnés... 
Le cancer serait également fort rare en Afrique ... Parmi les négres (sic ), les Abyssins 
seraient les plus atteints ... Les races noire et jaune, surtout la premiére, y paraissent 
moins sujettes ... Peut-étre les populations de l’extréme-nord sont-elles relativement 
épargnées *», A remarquer aussi l’erreur de méthode statistique que commettait Mahé 
en comparant la « mortalité par cancer chez les différentes races et les différents peuples »: 
il croyait pouvoir affirmer que le cancer était plus fréquent dans un groupe donné de 
population que dans un autre, lorsque la mortalité proportionnelle par cancer (décés par 
cancer par rapport a tous les décés) y était plus élevée *. En « Islande, le cancer serait 
tres rare sil est vrai qu’il n’a fourni que 3 °/oo de la mortalité totale; en Norvége, 
au contraire, il a causé jusqu’a 32 °/oo de la mortalité totale ». Cette erreur de méthode 
qui implique aussi que l’auteur prend le nombre absolu des décées pour la mortalité se 
retrouve aujourd’hui encore, 4 propos du cancer, dans certaines études de géographie 
médicale. Nous nous empressons d’ajouter, cependant, que la belle monographie du 
Dr Mahé, quoique assez vieillie de nos jours, contient des pages de tout premier ordre. 

es études les plus récentes sur le cancer signalent encore, en traitant le probléme 
des rapports entre le cancer et la race, le fait que le cancer serait rare dans l’Asie septen- 
trionale, l’Arabie et la Syrie, plus fréquent dans les Indes, et trés fréquent au Japon *. 


2 De méme, on a cru pouvoir affirmer, sur la foi d’observations et d’enquétes de 
médecins plutét que de véritables statistiques, que le cancer est assez rare chez les Indiens 
du nord de l’Amérique et les Esquimaux du Labrador et de l’Alaska. On n’en aurait 
observé que 29 cas parmi 115.000 Indiens, d’aprés l’enquéte du Dr I. Levin, et, d’apres 
celle de la commission « for Indian Affairs », il ne se serait produit, en £1914, que 2 décés 


par cancer parmi 63.000 Indiens. Le Dt Hrdlicka a également affirmé la rareté du cancer 
parmi les Indiens >. 


3. Lorsqu’on étudie la possibilité de l’existence d’un rapport entre le cancer et 
les races de couleur, on cite de véritables documents statistiques, tels que, par exemple, 
les statistiques démographiques des Etats-Unis d’Amérique. Ces statistiques indiqueraient: 


a) Qu’il y a eu augmentation de la mortalité par cancer — du moins augmentation 
statistique — tant pour les blancs que pour la population ‘de couleur. Cette mortalité 
qui était en r891 de 54 pour 100.000 habitants chez les blancs et de 40 pour I00.000 
chez les «colored », s’est élevée 4 84,6 et A 62,3 respectivement en 1905-1914. Ces chiffres 
sont tirés des relevés faits pour 8 villes des Etats-Unis. Pour la totalité de la « Registration 


* Dt GuBLerR: Du cancer chez les négres, « Bulletin de la Société d’anthropologie de Paris », 1879, séance du 
15 mai. 

2 Dt MauE: France. Géographie médicale, Paris, « Dictionnaire de Dechambre », pages 362 et 363. 

9,D* Mané, op. cit. page 361. Le traité du Dt Mahé contient cependant des remarques de toute premiére 
importance. 

* Voir l’étude du prof. P. MENETRIER: Cancer, Paris, 1909, p. 498. Des observations trés intéressantes et de 
bonnes données se trouvent dans le mémoire du Dt BasHrorD : The ethnological distribution of cancer. « Scien- 
tific Reports on the investigation of the Imperial Cancer Research Fund », London, 1908. 0h te cher ce 

® Cf. Fr. L. Horrman: The mortality from cancer, etc., Newark, New Jersey, 1915, pages 151 et 152. 


Area » des Etats-Unis, la mortalité par cancer est de 76,7 chez les blancs et de 56,1 chez 
les « colored » (T9gr0-1912) ; 


6) Pendant cette période assez longue (1891-1914), la mortalité, par cancer, des 
blancs a été constamment supérieure a celle des «colored » 


c) Si l’on considére la mortalité par cancer dans chaque groupe d’age, on trouve que 
les blancs accusent chaque fois une mortalité cancéreuse plus élevée que les négres (il y a 
cependant quelques exceptions, surtout au-dessous de 40 et méme de 50 ans). La mortalité 
par cancer augmente rapidement aprés la 40™e année, chez les blancs comme chez les « colo- 
red », mais bien plus rapidement chez les premiers; ainsi, par exemple, le taux de mortalité 
par cancer, qui est de 210 pour les « colored » et de 244 pour les blancs, entre 50 et 59 ans, 
s'éléve pour le groupe d’age 70-80 ans A 307 chez les «colored » et 2 633 chez les blancs 
(Maryland, 1909-1913). Le taux brut de mortalité par cancer de l’Etat de Maryland a 
été de 78,5 pour les blancs et 53,3 pour les « colored » de 1909-1913; il devient 74,3 pour 
les premiers et 58,0 pour les seconds lorsqu’il est « standardisé » d’aprés l’age }. 

La différence entre le taux de mortalité par cancer chez les négres des Etats-Unis 
et celui — bien moins élevé — que présenteraient les négres d'Afrique, proviendrait-elle 
du changement d’habitudes (alimentation, etc.) des négres d’Amérique, qui aurait 
déterminé chez eux un changement de constitution ? 2 Et l’infériorité de la mortalité par 
cancer du négre d’Amérique, par rapport a celle du_ blanc, ne serait-elle pas due en partie 
a Vinfériorité professionnelle du médecin négre, a l’infériorité de ses connaissances et de 
ses moyens diagnostiques?? I] vaudrait la peine, a notre avis, de s’arréter beaucoup 
plus qu’on ne I’a fait jusqu’ici a l’exactitude du certificat de décés chez la population de 
couleur des Etats-Unis d’Amérique. Tandis que, par exemple, de 1910 & 1920, la mortalité 
par maladies imconnues ou mal définies dans les « Registration States » a oscillé, chez les 
blancs, entre 10 et 20 pour 100.000 habitants, elle a varié chez les «colored » entre 40 
et 90. Dans les régions rurales des « Registration States », ce taux oscille entre 15 et 25 
pour les blancs et s’éléve jusqu’a 130 pour la population de couleur, ce qui permet de soup- 
gonner qu'une partie des décés survenus dans la population de couleur et inscrits sous la 
rubrique « cause inconnue ou mal définie » devrait étre transférée 4 la rubrique « cancer ». 
Cette question est, du reste, d’ordre beaucoup plus général qu’elle ne le parait; elle inté- 
resse directement toute étude sur la répartition géographique de la mortalité par cancer. 


da) Si Von étudie enfin la mortalité par cancer en considérant séparément chacun 
des siéges de la maladie, on trouvera toujours un taux plus élevé pour les blancs, assez 
souvent méme, double de celui des « colored »; la seule exception a cette régle est le cancer 
des organes génitaux de la femme, qui provoque une mortalité de 15,1 pour 100.000 
habitants chez les «colored» et de 11,4 seulement chez les blancs (Maryland, 1909-1913). 


4. Les statistiques démographiques japonaises et anglaises concernant telle ou telle 
population asiatique constituent également une importante documentation statistique. 
Nous savons, par exemple, qu’au Japon, la mortalité par cancer est de 64,3 pour 100,000 
habitants (1908-1912), donc inférieure a celle de la plupart des pays d’ Europe, Tokio accuse 
une mortalité cancéreuse de 73,6, c’est-a-dire inférieure a celle de nombreuses villes 
européennes (Copenhague 161, Berlin 134, Vienne 129, etc. — 1908-1912 —), mais ces 
chiffres, en réalité, ne signifient pas grand’chose s’ils ne sont pas interprétés et « éclairés » 
par des renseignements sur la composition par Age de la population, les métiers et occu- 


? Voir Fr. L. HorrMan, op. cit., pages 235, 237, 239. Voir aussi L. I. Dusiin, E. W. Kopr et G.H. v. 
BurEN: Cancer mortality, etc. « Metropolitan Life », 1925, page 24. 

2 R. Matas: Surgical peculiarities of the american negro, « Trans. of Amer, Surg. Ass. », 1896. 

* Fr. L. HoFrMan, op. cit., page 129. 
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pations qui prédominent dans chaque pays, les usages et les mceurs relatifs & l’assistance 
aux malades, le mode d’enregistrement des décés, la « force d’attraction » que chaque 
ville exerce sur les malades de la ou des provinces, etc. 


5. Le probléme du rapport entre la race et la fréquence de certaines maladies a été 
parfois envisagé en opposant non pas les races blanches aux races de couleur, mais cer- 
taines races blanches entre elles. Cela ne se fit pas sans tomber, presque toujours, dans 
des inexactitudes plus ou moins graves. 

On a parlé, par exemple, des rapports existant entre telle ou telle «race» blanche 
et le cancer, ou mieux, entre telle ou telle « race » blanche et le degré de réceptivité ou 
d'immunité vis-a-vis d’une maladie donnée; et a ce propos on a parlé de race anglo-saxonne, 
de race germanique, de race latine, ou méme des populations italiennes, anglaises ou fran- 
caises, comme étant autant de «races » distinctes: il n’est pas rare que des démographes 
ou méme des médecins en comparant entre eux les taux de mortalité des différentes 
nationalités ou des différentes catégories d’immigrés aux Etats-Unis parlent des Italiens, 
des Anglais, des Polonais, des Irlandais, des Allemands, comme d’autant des races diffé- 
rentes. 

Nous devons, néanmoins, signaler quelques études de géographie médicale qui se 
sont inspirées, il y a déja longtemps, d’une classification assez rationnelle des races (blan- 
ches). Nous faisons allusion aux études de J. Arnould et du Dr G. Lagneau: c’est d’ailleurs 
a ce dernier que J. Arnould a emprunt€ les lignes directrices de son travail sur la pathologie 


de la France en ce qui concerne la race 1, En esquissant la géographie médicale de la 


France, le Dt Lagneau tracait en méme temps la géographie des races de ce pays; il 
parlait d’une race bretonne, d’une race celtique (centre de la France et les Alpes), d’une 
race ligure (cOte méditerranéenne), et d’une race belgo-normande. On pourrait aujour- 
d’hui faire certaines réserves au sujet de cette répartition, mais on doit reconnaitre dans 
les «races » bretonne et celte les brachycéphales ou mieux les brachymorphes, corres- 
pondant, ainsi que nous le verrons bientét, a 1’Homo alpinus; dans la race ligure, les doli- 


chomorphes bruns, correspondant a l’Homo mediterraneus, et dans la race belge-normande, 


les dolichomorphes blonds correspondant a1’ Homo europaeus. Au moment ot'le Dt Lagneau 
esquissait son anthropologie de la France (1876 environ), les documents anthropométriques 
et colorimétriques sur la composition de la population par départements étaient loin 
d’étre abondants; il existait, il est vrai, une «carte ethnique » de la France dressée par 
H. Dufour et Dussieux, indiquant par des teintes diverses la juxtaposition des principaux 
éléments ethniques qui ont concouru a la formation de la nation frangaise (Atlas géogra- 
phique, carte N° 37), mais cette carte représentait plutot la traduction graphique des 
connaissances historiques et linguistiques de l’époque, que celle des connaissances anthro- 
pologiques. Le Dt Lagneau n’avait donc & sa disposition que les données des statistiques 
militaires et celles, trés précieuses, que Broca et ses collégues étaient en train de réunir 
a la Société d’anthropologie de Paris 2. 

Dans leur comparaison entre les différentes races qui peuplent la France et la géo- 
graphie médicale francaise, les D'S Lagneau et Arnould s’étaient arrétés non pas spéciale- 
ment sur le cancer — dont la répartition par départements était alors trés mal connue—mais 


1. J. ARNOULD: France ( pathologie), « Dictionnaire des sciences médicales de Dechambre », pages 779 
et suivantes. — G. LaGneau: France (anthvopologie), « Dictionnaire des sciences médicales de Dechambre », 
pages 25 et suivantes et pages 80 et suivantes. Les premieres études du Dt LaGneau sur ce sujet ont paru en 
1869-1870, « Mémoires de l’Académie de médecine ». XXIX. 

* C’est aussi 4 ce moment-la, ou a peu prés, que R. CoLLiGNon publia sa monographie: Etude des principales 
vaces en France, « Bulletin de la Société d’anthropologie de Paris », 1883. Cette monographie, complétement 
oubliée aujourd’hui, est fort ing€énieuse, et nous pensons qu’il serait encore utile de s‘inspirer de la méthode 


adoptée par Collignon, si l’on voulait faire des recherches approfondies sur les caractéres physiques et physio- 
logiques des différents types humains. 


sur les maladies et infirmités que les statistiques des conseils de revision avaient mises 
en évidence. Nous pourrions citer aussi l’étude du Dt Du Cazal, « Répartition, en France, 
des infirmités », etc., publiée dans le « Bulletin de la Société d’anthropologie de Paris », en 
1896. Cet auteur, tout en tenant compte de la répartition des races en France, fait remar- 
quer qu’il ne faut pas prétendre tout expliquer (en matiére de répartition géographique 
des infirmités) par la race, ainsi que ses prédécesseurs avaient été tentés de le faire. 

Il faut enfin rappeler, 4 propos de ces comparaisons entre la « race » — au sens propre 
du mot — et le cancer, les recherches du D? Kruse (1901) et de F. C. Shrubsall (1903), 


qui ont comparé la répartition de l’indice céphalique et celle de la mortalité par cancer 
dans certains pays d’Europe!. 


6. A propos des différents types de comparaisons auxquelles l’immunité ou la récep- 
tivité relatives des diverses races blanches 3 certaines maladies, et notamment au cancer, 
ont donné lieu, nous mentionnerons encore le probléme israélite. Les Israélites sont assez 
souvent considérés, dans ces recherches de géographie et de statistique médicales, comme 
formant une « race » unique et distincte. En ce qui concerne le cancer, les « conclusions » 
seraient bien contradictoires puisque certaines enquétes semblent établir que les Israélites 
accusent le plus haut pourcentage de cancer, tandis que d’autres concluent en leur attri- 
buant une sorte d’« immunité » 2. 

Les statisticiens hollandais, par exemple, qui ont spécialement étudié ce probleme, 
inclinent a croire que les Israélites sont beaucoup moins frappés par le cancer que le 
reste de la population. En étudiant la répartition des décés par cancer dans les différents 
quartiers de la ville d’Amsterdam, ils auraient trouvé que plus il y a d’Israélites dans 


un quartier, moins il y a de décés par cancer, la composition par Age de la population 


israélite étant 4 peu prés la méme que celle de la population totale (sur 1.000 Israélites, 
205 agés de 45 ans et au-dessus; sur 1.000 individus de la population totale, 206; recense- 
ment de 1899) °. 

De méme, Sanders, en examinant de nouveau ce probleme pour la ville d’Amsterdam 
(I9g0I-1913), aurait trouvé les chiffres suivants: 


Nombre de décés sur 100.000 individus de chaque sexe: 


Israélites Non-Israélites 
LE KOVORIOAESH a Ne pe Ved Ue 87,9 118,6 
I emnines ues ean. é 107,3 114,6 


Ce serait donc surtout les Israélites hommes qui accuseraient une mortalité par 
cancer moins élevée 4. 


III. 


DEFAUTS ET LACUNES DE LA DOCUMENTATION ET DES METHODES D’ANALYSE EN USAGE 
POUR L’ETUDE DE L’EXISTENCE POSSIBLE D’UN RAPPORT ENTRE LA RACE ET LE CANCER. 
DEUX CATEGORIES DE CRITIQUES: 


1° @ordve statistique — 2° d’ordre anthropologique. 


A propos des observations et des « conclusions » dont nous venons de donner des 
, . : »L a L 
exemples, nous ferons deux catégories de remarques qui peuvent s’étendre A toutes 


1 « Minchener medicinische Wochenschrift » 38, 1920; et « Saint Bartholmew’s Hospital Reports », XX XIX. 
2 Fr. L. HOFFMANN: op. cit., pages 147 & I5T. at, { 
3 J. J. VAN KonrjNENBURG: La mortalité par cancer a Amsterdam (1862-1902). « Bureau municipal de statis- 
tique d’Amsterdam», Amsterdam, 1911, page 8. Voir aussi la Statistique démographique de la Ville d’Amsterdam 
jusqu’a l'année 1921, Amsterdam, 1923, page 231. 

* Publications de la Section d’hygiéne de la Société des Nations, C. H. 129 (1) Genéve, 1923, page 13. 


‘ 


sortes d’observations et de « conclusions » du méme genre. La premiere catégorie de nos 
remarques est d’ordre essentiellement statistique; la seconde, d’ordre essentiellement 
anthropologique. 


Premiere catégorie: 


x..A moins d’étre appuyées par des statistiques correctes portant sur un grand 
nombre de cas, les observations de médecins qui ont pratiqué aux colonies, et parmi les 
populations de couleur, ne doivent servir qu’a titre d’indication et ne peuvent pas rem- 
placer de véritables conclusions statistiques. 


2. Il faut toujours dans ces cas, se demander si la portion de la population qui se 
trouve a « l’age du cancer », c’est-a-dire 40 ans et au-dessus, est suffisamment nombreuse 
dans la population de couleur, celle-ci étant probablement moins riche en vieillards que 
les populations blanches parmi lesquelles les médecins en question ont passé la plus 
grande partie de leur vie. I] est vrai que certaines statistiques, comme celles des Etats- 
Unis d’Amérique, permettent de comparer les taux de mortalité par cancer, a chaque 
age de la vie, chez les blancs et chez les hommes de couleur, et nous avons vu que ces 
derniers ont, en général, une mortalité cancéreuse inférieure a celle des blancs. I] est 
vrai aussi que certaines documentations statistiques présentent parfois la comparaison 
de la mortalité des blancs et des hommes de couleur sous forme de taux standardisés, 
ce qui é¢limine l’influence de la différence de composition par groupes d’Age de ces deux 
populations. Mais, a part la confiance a accorder aux taux de mortalité par cancer chez les 
negres, pour les raisons que nous avons indiquées, dans la plupart des cas nous ne disposons 
pas d’une documentation suffisante sur la composition par age des peuples primitifs ou 
sauvages. Nous n’avons que les observations des explorateurs et des médecins, qui répétent 
parfois les célébres descriptions de Malthus; ou bien nous ne possédons que les données 
démographiques nord-américaines et anglaises, qui nous montrent qu’a chaque age la durée 
probable de survie est trés courte chez les Hindous et sensiblement moins longue chez 
les noirs que chez les blancs aux Etats-Unis 1. 


3. Enfin, les régles élémentaires de la logique et la théorie des corrélations nous 
enseignent qu’il ne suffit pas de constater une covariation de deux variables — race et 
cancer —- pour conclure a une relation de cause A effet. Les groupes humains qu’on 
compare entre eux different non seulement du point de vue de la race, mais aussi du 
point de vue de nombreuses variables: niveau de culture et de civilisation 2, alimentation, 
genre d’occupations, habitat au sens géographique du mot, qui se présentent trés diffé- 
remment dans chacun des groupes qu’on compare entre eux. Il pourrait y avoir corrélation 
« vraie » entre l’une de ces catégories (ou plusieurs d’entre elles) et le cancer, tandis que la 
corrélation entre la race et le cancer pourrait n’étre qu’apparente. 


* 
* ES 


La seconde catégorie de nos remarques est d’ordre essentiellement anthropologique. 
A part la remarque toute générale que la classification exacte des races (ou du moins 
celle que l’anthropologie proprement dite peut nous suggérer) est souvent oubliée de 


ceux qui s’occupent d’études sur la race et le cancer, nous ferons encore les observations 
suivantes: 


1 J. W. GLover: United States Life Table (1890-1910), Washington, « Bureau of Census », 1921. 

* Sur le sens exact et objectif que nous donnons au mot « civilisation » et sur les méthodes pour « mesurer » 
le degré de supériorité d’une civilisation, nous nous permettons de renvoyer le lecteur 4 notre ouvrage: Les 
indices numériques de la civilisation et du progrés, Paris, 1921. 


ry 
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t. On parle assez souvent, dans les études de géographie pathologique, de race 
negre; mais il est évident que l’on confond parfois le véritable négre (Guinéen, par exemple) 
avec d'autres populations africaines qui, tout en ayant la peau brune, trés brune méme, 
ne peuvent pas é€tre qualifices de négres 1, 


3. Le mot «colored » ou les mots «races de couleur» sont souvent employés pour 
désigner un ensemble de races les plus diverses que l’on oppose en bloc — dans ce genre 
de statistiques et d’observations sur le cancer — aux blancs, ou races blanches, considérées 
aussi en bloc. Or, que comprend le mot «colored» dans ces statistiques, par exemple 
dans les statistiques nord-américaines ? Comprend-il exclusivement les négres ou em- 
brasse-t-il aussi les mulatres, les Japonais ou les Chinois ? Et méme dans les cas oti le 
Chinois, le Japonais, le «négre », l’Indien de l’Amérique du Nord, etc., sont considérés 
séparément, pouvons-nous affirmer que chacun de ces groupes représente une race 
distincte ? Quelques-unes de ces remarques, du reste, avaient déja été faites par Bordier 
lui-méme; il faisait observer que si la mortalité par cancer des noirs des Etats-Unis 
était plus élevée que celle des noirs purs du Sénégal, c’était probablement parce que sous 
la, dénomination de «noir», on avait compris aux Etats-Unis des mulAtres 2. Que l’on 
pense aux différences morphologiques, pour ne pas parler des différences d’ordre psychique 
et de « milieu intérieur » — le milieu intérieur de Claude Bernard, dont la conception 
peut €tre modernisée par les idées toutes modernes sur les sécrétions internes — entre 
les noirs « purs » et les mulatres, et l’on saisira toute l’importance de ces observations 3. 


3. Il faut se rappeler, en troisiéme lieu, qu’il n’y a pas de pire confusion, dans les 
sujets que nous traitons, que celle qui consiste 4 prendre les noms de peuples pour des 
noms de races et a parler des peuples comme s’ils étaient des races‘. Cette confusion, 
nous l’avons déja dit, est fréquente, pour ne pas dire générale; il n’est donc pas possible 
de prendre une simple répartition de la mortalité par cancer dans les différents Etats, 
ou chez les différents peuples comme base de discussion sur le rapport probable entre 
la race et le cancer. C’est sous cette forme cependant que se présentent, le plus souvent, 
les statistiques officielles de la mortalité, et c’est sur ces documents que travaillent 
généralement ceux qui cherchent le rapport entre le cancer et la Tace, Un Etat, ou un 
peuple, n’est pas une race. Et méme si, en étudiant la population d'un Etat ou d’un 
peuple, on tient compte de la répartition de la population en groupes désignés par des 
noms historiques: gréco-romains, celtes, sarmates, ligures, etc., ces noms ne correspondent 
pas a des races au sens biologique du mot, le seul que nous devons lui donner. 


4. Il est tout aussi inexact de considérer les populations dites blanches comme un 
bloc; la chose est évidente, mais il y a lieu de faire observer que: 


a) Il pourrait y avoir untté biologique ou, plus exactement unité (biologique) @espece 
entre certaines populations de peau blanche (les « leucodermiques » de Sergi) et d’autres 


1On trouvera une description des caractéres morphologiques du negre guinéen « considéré comme type 
négre en général », dans le traité de P. TopINARD: L’ Anthropologie, 5™& édition, Paris, 1895, page 503. 

2 A. BoRDIER, op. cit., page 465. ' : 

5 La question des mulatres et du métissage a été traitée longuement ces derniers temps, mais Pre onre 
déja une esquisse dans l’ouvrage de P. Broca: Instructions anthropologiques générales, Paris, 1879, 2™e édition, 
au chapitre Croisements et métis, pages 202-214. } Los 

* Les ouvrages qui traitent avec précision ce probléme ne manquent pas. On pourrait lire, entre autres: 
B. AUERBACH: Les races et les nationalités en Autriche-Hongrie, Paris, 1898, Préface; A. VAN GENNEP: Traité 
comparatif des nationalités, tome 1, Paris, 1922, chapitre 1; W. Z. RIPLEY: The vaces of Europe, New-York, 1899, 
chapitres I-II, et Carl Tecner: Volker, Vaterlandey und Fiirsten, Miinchen, 1913, chapitre I. 


dont la peau est brune et méme trés brune (les « melanodermiques » de Sergi); il est vrai 
que, d’aprés la théorie qui nous inspire cette réflexion, ces différentes colorations cor- 
respondent a des variétés (biologiques), mais l’espéce qui les embrasse serait unique 
lespéce euro-africaine de Sergi, qui se subdivise en trois variétés: nordique, méditer- 
ranéenne, africaine 1. 


b) Si Yon admet, d’autre part, qu’il existe une différence de race, ou, si l’on veut, 
de variété au sein méme des populations dites blanches, il faudra recourir, pour arriver 
a ces répartitions biologiques-démographiques, 4 des indices anthropologiques objectifs, 
qui ne sont pas toujours — nous le verrons bientét — ceux qui ont généralement été 
choisis jusqu’a présent pour ces recherches. 


c) Un dernier mot enfin, 4 propos de ces observations d’ordre général, quoique nous 
abordions maintenant un sujet particulier: lorsqu’on parle d’une race israélite, on oublie 
parfois que les savants ne sont pas encore d’accord pour affirmer l’unité anthropologique 
de ce peuple. Notre éminent collégue, le professeur Pittard, par exemple, écrit a ce sujet 
que le « monde juif, pas plus en Europe qu’en Amérique, ne représente une race, au sens 
anthropologique du mot. Les Israélites constituent une puissante communauté religieuse 
et sociale, et parmi eux il y a de vrais Juifs, c’est-a-dire des Juifs de race, et de trés 
nombreux judaisés. N’oublions pas qu’a certaines époques, le prosélytisme juif fit entrer 
dans le groupe juif un nombre consid¢rable d’individus appartenant a des races diverses 2.» 
Les anthropologistes, d’ailleurs, connaissent bien les travaux de von Luschan et de 
Weissenberg sur ce sujet. D’aprés von Luschan, les Israélites se composent de trois 
éléments bien distincts: l’élément amorrhéen (ou amorites) de la race Homo europaeus, 
dolichocéphale blond; 1’élément hithite, c’est-a-dire brachycéphale, et ]’élément sémitique, 
dolichocéphale brun, qui est le plus nombreux. Weissenberg ne partage pas entiérement 
cette maniére de voir, mais il pense, lui aussi, que les Israélites de la Russie méridionale 
sont un peuple mélangé puisque leurs brachycéphales, qui présentent, en outre, certains 
caracteres mongoloides, seraient des descendants convertis a la foi israélite de différentes 
peuplades du Caucase et des Khazars. Cette opinion est aussi celle de Ch. de Ujfalvy 3. Les 
études, toutes récentes, de M" Dt Lipiec, inspirées de la méthode du « portrait parlé » 
sont aussi, il nous semble, une contribution a la théorie de l’hétérogénéité de la population 
juive 4. 

*k i * 


Les considérations que nous venons de faire sont des considérations d’ordre général — 


et visent tous les types de raisonnement et de documentation appliqués jusqu’ici a la 
question du cancer dans ses rapports avec la race. Nous allons maintenant aborder une 
série de considérations d’ordre particulier. 


1G. SERGI, dans ses nombreux ouvrages, dont le dernier est: Le prime e le pitt antiche civilta, Turin, 1926; 
voir notamment page 106. 

* Eug. Pirtarp: Etude sur la vépartition géographique et ethnique du cancer, « Mémoires du Globe », Geneve, 
1926, page 36 du tirage 4 part. Voyez aussi, du méme auteur, le chapitre trés documenté: Les Juifs, de son 
ouvrage Les races et histoire, Paris, 1924, ou, aprés avoir montré Vhétérogénéité anthropologique de la popu- 
lation israélite, cet auteur écrit que «le véritable Juif originaire est probablement du type dolichocéphale 
assyroide » (page 430.) ; 

3 F. von LusScHAN: « Journal of voyal anthrop. Institute », XLI, 1911; S. WEISSENBERG, plusieurs études in 
«Archiv f. Anthropologie », 1909 et 19oiI et in « Zeitsch. f. Ethnol. », 1907, 1912, 1913, etc.; Ch. DE UjFALVy, in 
« Atti della Soc. romana di Antropologia », 1904. ; 

“Dr Liprec: Les diffévences de vaces chez les nouveau-nés polonais, juifs et suisses. « Comptes rendus de la 
IIme session de l'Institut international d’anthropologie» (Prague), Paris, 1924, page 129. 


IV. 


DES DIFFICULTES QUE L’ON RENCONTRE EN ABORDANT L’ETUDE D’UN PROBLEME 
BIOLOGIQUE OU SOCIAL, DU POINT DE VUE DE LA RACE. 


Chaque fois que l’on cherche a étudier un probléme donné du point de vue de la 
race, on rencontre des difficultés nombreuses, dont voici les plus importantes. 

Tout d’abord il faut s’entendre sur le sens que l’on attribue au mot «race». Nous 
avons déja dit qu'il ne faut pas confondre race avec peuple ou nationalité — moins encore 
avec Etat, langue, religion. 

Deuxiémement, méme si l’on est d’accord — et il ne pourrait en étre autrement — 
pour accepter le mot «race», dans son sens biologique, et dans ce sens exclusivement, 
une question assez délicate se pose: Quels sont les caractéres visibles de la race ? Carac- 
téres susceptibles d’étre traduits par des expressions exactes, précises, et méme par des 
mesures ? 

Troisiémement, en supposant ces caractéres déterminés, il faut encore effectuer la 
répartition d’une population donnée d’aprés ces caractéres, soit en se servant de la 
documentation déja existante, soit en procédant 4 des observations directes. Or, assez 
souvent, la documentation existante est insuffisante; méme dans certains pays euro- 
péens, il existe de vastes ilots presque dépourvus de ce genre de documents et de données. 

Quatriémement, difficulté nouvelle et fort grave, les races ne se présentent pas sur 
la surface d’un territoire comme les carreaux d’un échiquier: elles sont enchevétrées, et 
leur enchevétrement peut se présenter de deux manie€res: 


a) Des individus appartenant 4 une race bien déterminée sont éparpillés au milieu 
d'autres qui appartiennent 4 une autre race tout aussi bien déterminée. Le bloc com- 
prenant les deux races présente donc un pourcentage de l’une et de l’autre race qu'il 
faudrait discerner et calculer. Est-ce toujours possible ? 


b) Un groupe peut présenter des individus qui sont le produit de crotsements de races 
diverses. D’aprés quel principe évaluera-t-on la qualité et la quantité de ces mélanges ? 

En dernier lieu: supposons que nous possédions la documentation anthropologique 
relative 4 la distribution des caractéres de race pour chaque zone (régions, provinces, etc.) 
d’un pays ou d’un Etat donné. Cette documentation peut se présenter sous plusieurs 
formes dont certaines sont presque inutilisables pour des comparaisons entre la géographie 
de la ou des races et la géographie d’une maladie quelconque. Cette documentation peut 
se présenter, zone par zone, sous forme: 


1° de simple moyenne arithmétique pour chaque caracteére, 
2° de pourcentages, 

3° de séviations pour chaque caractére, ou 

4° de tables a deux ou plusieurs variables. 


Ces différents types de documentation sont de valeur trés inégale, ainsi que nous le 
montrerons bientot. 


V. 


QU'ENTENDONS-NOUS PAR RACE ? QUELS SONT LES CARACTERES DE LA RACE, VISIBLES 
ET SUSCEPTIBLES D’ETRE TRADUITS PAR DES EXPRESSIONS PRECISES ? 


Nous avons dit qu’il faut entendre le mot « race » dans son sens biologique et dans ce 
sens exclusivement. Méme dans son sens strictement biologique, ce mot sert dans le langage 
courant a indiquer les divisions et les subdivisions de la ou des grandes familles humaines; 
mais ces «races » ont-elles valeur d’espéces, de variétés ou de genres ? I] ne nous est pas 
possible de traiter ici cette question; qu’il nous suffise de l’avoir indiquée +. Nous nous 
arréterons plutdt 4 d’autres indications fondamentales. 

Pour affirmer, a-t-on écrit, que des individus appartiennent a une méme race, a une 
méme variété ou a une méme espéce on doit se baser sur les considérations suivantes: 


1° degré de ressemblance dans les caractéres morphologiques et physiologiques; 
2° degré de stabilité ou de constance de ces caractéres ; 

3° degré de fertilité des unions a l’intérieur et A l’extérieur du groupe; 

4° degré de communauté du sang, d’ascendance ou de parenté 2, 


I] n’y a donc lieu de considérer ni la langue, ni la nationalité, ni aucun facteur de ce 
genre, pas plus que pour déterminer la variété ou lespéce d’une fleur on ne s’occupe, 
et pour cause, de son langage. 

Marcelin Boule a trés bien écrit a ce sujet: « Il n’y a pas une race bretonne, mais un 
peuple breton; une race francaise, mais une nation francaise; une race aryenne, mais des 
langues aryennes; une race latine, mais une civilisation latine »... « Pratiquement on peut 
désigner sous le nom de races, Jes groupes humains qui présentent en commun certains 
caractéres physiques choisis parmi les plus importants: stature; forme du crane et de la 
face; couleur des yeux et des cheveux » 3. 

1] vaut la peine de rappeler ici ce qu’écrivait Ripley a ce sujet: « Que faut-il entendre 
par race ? —: 


«1° des traits distincts; 
«2° l'association de ces traits en type; 
«3° le caractére héréditaire de ces types 4.» 


On appelle aussi les groupes humains ainsi constitués « types anthropologiques », de 
maniére a éviter de se prononcer sur le point: race, variété, espéce, et on s’efforce de 
distinguer les types anthropologiques principaux des types anthropologiques secondaires. 

Ceci dit, quels sont donc les caractéres qui constituent le « signalement » de la race ? 

Nous les passerons rapidement en revue, en prévenant le lecteur que quelques-uns 
d’entre eux ont été considérés comme fondamentaux et méme uniques dans telle ou telle 
classification des races, tandis que d’autres n’ont été considérés que comme secondaires 
et accessoires. 

La couleur de la peau a été considérée, pendant longtemps, comme un caractére fonda- 
mental et méme unique de classification. On avait ainsi une race blanche, une race négre, 
une race jaune et méme une race rouge. Ces vieilles classifications réapparaissent parfois 


* Voir les différentes définitions dans le traité de P. ToprnarpD: L' Anthropologie, 5™° édition, Paris, 1895, 
page 195. 

* BRAJENDRANATH SEAL: La signification des mots : race, tvibu, nation, « Mémoires sur le contact des races » 
publiés par G. Spiller, Londres, IQII, page 2. 

3M. Bouts: Les hommes fossiles, Paris 1921, page 321. 

4 W. Z. Riptey: The races of Europe, New-York, 1899, page I05. 
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dans certaines études de nos jours. I] ne faut pas oublier, cependant, que ces anciennes 
classifications, basées sur la couleur de la peau, subdivisaient les groupes ainsi formés: 
races blanche, noire et jaune, en sous-catégories ; ainsi, par exemple, Cuvier, partant des 
trois races: blanche ou caucasienne, mongolique (jaune, jaunatre) et négre (la coloration 
rouge des Américains, disait-il, ne suffit pas a en faire une race a part), multipliait ensuite 
les subdivisions. Citons aussi la vieille classification de J. J. d’Omalius d’Halloy qui 
répartissait la «race» blanche en trois branches: européenne (blonde), aryenne (brune), 
scythique (roussatre). 

Il est vrai que quelques-unes de ces classifications, basées sur la couleur de la peau, 
prenaient aussi en considération certains autres caractéres. Linnée, par exemple, répartit 
Vespéce Homo sapiens en quatre variétés: Homo sapiens americanus, au teint basané, 
aux cheveux noirs et longs, au menton imberbe: Homo sapiens europaeus, au teint blanc, 
cheveux blonds, yeux bleux.; Homo sapiens asiaticus, au teint jaunatre, aux cheveux 
noiratres et aux yeux bruns; Homo sapiens afer, au teint noir, aux cheveux noirs et crépus, 
au nez plat, aux lévres épaisses, etc. 

La forme des cheveux fut choisie A son tour comme critérium fondamental de la classi- 
fication des races. Que ]’on se rappelle les études sur l’examen microscopique de la coupe 
transversale des cheveux, du Dt Pruner Bey, les classifications de Bory de Saint-Vincent, 
d'Isidore Geoffroy de Saint-Hilaire, d’Huxley, d’Ernest Haeckel, et les études de 
Waldeyer*. Ce dernier, cependant, dut abandonner J’idée qu’il avait tout d’abord 
acceptée, qu’une classification des races peut reposer uniquement, ou essentiellement, 
sur la forme (et la couleur) des cheveux. On avait donc les groupes ou races d’hommes 
a cheveux lisses et plats, 4 cheveux ondulés, 4 cheveux crépus. 

Mais c’est la forme du crane, surtout d’aprés sa norma verticalis, sur laquelle 
Blumenbach attira l’attention des chercheurs, qui est depuis longtemps devenue le 
caractére fondamental de la classification des races. 

Cette forme, si l’on considére particuli¢rement le rapport de la largeur a la longueur, 
est exprimée par l’indice céphalique qui, depuis Retzius (1842), a été généralement accepté 
par les anthropologistes *. On peut aussi, sans recourir 4 des mesures, classer les cranes 
d’aprés la forme du contour de la norma verticalis ou de Blumenbach; c’est la méthode 
de Sergi qui, comme on le sait, se sert surtout de la norma verticalis pour sa classification, 
dite morphologique 3. aon my 

Il était impossible de ne pas s’inspirer des mémes principes qui avaient suggéré 
Yexamen de la forme du crAne, pour les appliquer a l’examen de la face, d’ot l’étude 


1W. WALDEYER: Atlas der menschlichen und tievischen Haare, ecc. Schauenburg, 1884. 

? A. Retzius: Ueber die Schaédelformen, etc., Stockholm, 1842, réédité in Ethnologische Schriften, Stockholm, 
1864. D’aprés l’indice céphalique, la classification se fait ainsi: pour le crane sec, dolichocéphales, indice de 75 
et moins; sous-dolichocéphales, indice de 75,01 a 77,77; mésaticéphales, indice de 77,78 a 80; sous-brachycéphales, 
indice de 80,01 4 83,33; brachycéphales, indice de 8 3,34 et au-dessus (Broca). Pour les individus vivants (d’aprés 
Deniker), dolichocéphales, jusqu’a 77,99; sous-dolichocéphales, de 78 a 79,99; mésaticéphales, de 80a 81,99; 
sous-brachycéphales, de 82 a 83,99; brachycéphales, de 84 a 85,99. On peut considérer aussi deux catégories 
extrémes opposées: les hyperdolichocéphales (moins de 75,9 sur le vivant) et les hyperbrachycéphales (86 et 
au-dessus). D’autre part, on peut admettre, en général, que les formes allongées sont indiquées sur le crane sec 
par les indices inférieurs 4 80,01 et sur le vivant par les indices inférieurs a 82, tandis que les formes avrondies 
sont figurées par les indices supérieures & 80 et & 82. Nous aurons l’occasion de revenir sur Ce point. 

°G. SERGI, dans ses nombreux ouvrages. Voir par exemple L’ Uomo secondo le origint, I antichita, le varia- 
ztont e la distvibuzione geografica, Turin, 1911. Ilest utile de rappeler aussi la classification de 1 antiopalegiste 
américain: J. Aitken Mrics: Observations upon the cranial forms, etc., Philadelphia, 1866, quia réparti les cranes 
américains originaires d’aprés leurs formes: pyramidale, ovale, a forme de voule, anguleuse, etc. (pyramidal form, 
oval, arched, wedge shaped, flat, globular, square, prognatic). Dans la classification de Sergi, les cranes sont 
classés comme: ellipsoides, ovoides, pentagonoides, etc., sphénoides, cuboides, platycéphales, etc., le trois pre- 
miers adjectifs correspondant — dans la plupart des cas — a des formes allon gées, les trois derniers a des formes 
arrondies, Voici, par exemple, une classification de 345 cranes italiens (siciliens et ligures) que GIUFFRIDA- 
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de la forme de la face, d’aprés son contour, ce qui a conduit, d’une part, a la classification 
d’aprés la forme de ce contour (méthode strictement morphologique) et, d’autre part, 
a la classification d’aprés le rapport entre la largeur et la longueur de la face, ou indice 
facial (méthode anthropométrique) (Isidore Geoffroy Saint-Hilaire, Kollmann, Sergi). 

De méme, pour le nez, la forme de l’ouverture nasale, devient l’un des critériums et 
méme parfois le critérium fondamental de la classification des races: nez leptorrhiniens, 
mesorrhiniens et platyrrhiniens (Broca, 1876). 

N’oublions pas la tentative de Virey, qui s’efforca de classer les races d’aprés le degré 
d’ouverture de l’angle facial (1824), en s’inspirant de l’ceuvre et des méthodes de Camper 
(1770). i 

La coloration de l’iris et des cheveux également a été prise en méme temps que tel 
ou tel des caractéres que nous venons de mentionner, comme l’un des signes de la race. 
On sait avec quel degré de précision (aprés les premiéres tentatives de Broca qui avait 
composé un tableau des 34 nuances de la coloration de la peau et du systéme pileux, 
ct un autre des 20 colorations des yeux), on est arrivé aujourd’huia exprimer par un attribut 
exact ayant parfois la rigueur d’une véritable mensuration, la coloration de V’iris, des 
cheveux, de la peau '. Malheureusement, les observations nombreuses qu’on a faites et 
qu'on fait a propos de la coloration des yeux, des cheveux et de la peau sont loin d’avoir 
toutes adopté les régles précises et les nomenclatures objectives auxquelles nous venons 
de faire allusion. 

La taille aussi a été prise en considération (petite, moyenne, grande), etc. ; on a cru pou- 
voir affirmer que ce caractére, sans étre fondamental, pouvait néanmoins servir de signe 
plus ou moins accessoire pour la différenciation des groupes et des sous-groupes humains. 

Lequel ou lesquels de ces différents caractéres devons-nous, étant donné l’état actuel 
de nos connaissances, considérer comme le ou les caractéres signalétiques de la race ?... ; 


RUGGERI a faite d’aprés les méthodes de l’indice céphalique et de Sergi, « Atti della Soc. romana d’Antropologia », 
Roma (1907), 
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Indice céphalique 


; | 
Bites moins el” 70-1 75- | 77,7- | 80,0:'} 83,3- | 85,0-) OO EEaINn IIE 


69,9 | 74,9 | 77,6 | 79,0 | 83,2 | 84,9 | 89,9 | plus | taux 


EUipsoides: Ara ustche uieeie se ie 6 56 23 18 14 I 118 
Ovoides) . 008 Sein seein — 16 36 2 33 I sig 
Pentagonoidesient iene ae ne — 2 33 14 19 2 92 

Sphénoides, cuboides et platycé- 
céphales SELCURts idee _— — — I 6 5 ime) 2 24 
Chonehnee 4) 6 96 92 58 72 9 Io 2 345 


On voit que la plupart des cranes ellipsoides, ovoides et pentagonoides se placent sous les indices inférieurs 
a 80 ou a 82, tandis que les cranes d’autres formes se rangent plutét sous les indices de 80 et plus. Cependant 
une étude approfondie sur la corrélation entre les formes craniennes de Sergi et l’indice céphalique est encore 
a faire. Encore un exemple: sur 63 cranes anciens de I’ile de Sardaigne, région fonciérement dolichocéphale, 
Sergi en a trouvé 27 ellipsoides; 15 ovoides, 9 pentagonoides et 12 appartenant aux autres formes sphénoides, 
platycéphales, etc.; or, les cranes des trois premiéres catégories présentaient des indices céphaliques oscillant 
entre 65 et 80 (dolichocéphales et sous-dolichocéphales, donc, ou dolichomorphes) tandis que pour les 12 cranes 
ae formes, les indices oscillaient entre 81 et 86 (voir « Atti della Soc. romana di Antropologia », Rome, 
1907). 

* Aprés les échelles colorimétriques de Broca, furent créées les échelles bien connues d’ Alphonse Bertillon, 
de Fischer et de Martin, et d’autres encore. A, Bertillon créa une échelle, en 7 classes, de la colorimétrie de V’iris 


On est enclin, de nos jours, 4 croire que la race se distingue non pas par l’un quel- 
conque des caractéres que nous venons d’indiquer, mais plutét par l’ensemble de plusieurs 
de ces caractéres, et qu’il faut surtout parler, en ce qui concerne le «signalement » de la 
race, d’une subordination de plusieurs caractéres. C’est-a-dire qu'il faut choisir tout d’abord 
certains caractéres qu’on estime étre fondamentaux; chacun des groupes ainsi formés 
sera ensuite divisé en sous-groupes selon des caractéres de moins en moins importants. 

Cette idée de la subordination des caractéres dans la classification des races est ancienne. 
Bradley déja qui, en 1721, prenait comme caractére fondamental la couleur de la peau 
et partageait les hommes en blancs, noirs et intermédiaires, se servait également et en 
méme temps de la forme des cheveux (droits ou laineux) pour subdiviser les noirs en deux 
catégories +, Retzius répartissait les hommes en Gentes dolicocephalae et Gentes brachy- 
cephalae; les unes et les autres étaient & leur tour réparties d’aprés le degré de proémi- 
nence ou d’aplatissement de la face (prognathae et orthognathae) *. Plus tard, P. Topinard 
prit comme caractére fondamental la forme du nez; il classait les caractéres subordonnés 
dans l’ordre suivant: forme des cheveux, indice céphalique, coloration, taille, etc. °. 
D’autres répartitions fondées également sur la coordination et la subordination des carac- 
téres que nous avons indiqués ont été proposées. 

Nous allons voir l’application de ces principes 4 la classification des races de l’Europe. 


VI. 


SUITE DU PARAGRAPHE PRECEDENT: CLASSIFICATION, SELON LA RACE, 
DE LA POPULATION EUROPEENNE. 


4 


Dans cette étude, nos recherches sont nécessairement limitées aux populations sur 

ye ) , . rn ) 
lesquelles nous possédons, d’une part, des données raciales suffisantes et, d’autre part, 
des données démographiques concernant la mortalité par cancer. Nous commencerons 


et composa, aussi une série de 38 échantillons de cheveux de différentes couleurs, allant du blond albinos au noir 
pur. Nous avons parlé ailleurs longuement de ces notations colorimétriques de A. Bertillon en en montrant 
Yexactitude, l’utilité, en donnant de nombreux exemples de leur application et en indiquant les erreurs qu'on 
commet et qu’on a toujours commises en se servant d’autres nomenclatures. Voir notre Mémoire sur | étude 
statistique des caractéres descriptifs de la physionomie humaine, in « Archivio di Antropologia criminale, 
Psichiatria e Medicina legale », Turin 1916-1917, ot l’on trouvera aussi une bibliographie assez étendue. Voir 
aussi notre traité: La méthode statistique et ses applications aux sciences naturelles, aux sciences sociales et a l'art, 
Paris, 1925, page 559. Ch. Davenport, 41’aide d’une combinaison ingénieuse de disques coloriés, notait exactement, 
a l'aide de formules (par exemple N 54, R 34, Y 6, W 6, a savoir: proportion de noir 54, de rouge 34, de jaune 6, 
de blanc 6) la coloration de la peau, etc. Voir son étude: Heredity of skin color in Negro-White Crosses, Washington, 
1913, ou l’on trouvera aussi la nomenclature adoptée par cet auteur pour la coloration des yeux. Tout récemment, 
V. V. Bunak poursuivait 4 Moscou des enquétes anthropologiques en partant du principe qu'il faut séparer 
nettement deux éléments dans l’appréciation des couleurs: la teinte et la clarteé; il se servit pour la notation 
de la coloration des cheveux de l’échelle de Fischer et de l’appareil de spectométrie Koenig Martens, qui rend 
possible la définition des coefficients d’absorption des ondes optiques de diverses amplitudes, c est-a-dire de 
diverses couleurs par un corps coloré donné (cheveu); plus les coefficients d’absorption sont élevés, plus ceux 
de la dispersion sont bas et plus l’objet en question est sombre. (Le Mémoire de Bunak est public en russe dans le 
Bulletin des naturalistes de Moscou, Section de biologie, tome I, 1924.) 

1D? BraDiey: A philosophical account of the works of Nature, London, 1721. 

2A. Retzius: Ethnologische Schriften, Stockholm, 1864. } : 

8 P. TopinarD: Eléments d’anthropologie générale, Paris, 1885, page 502. L Homme dans la nature, Paris, 
1891, pages 56 et 57. Voici sarépartition des leptorrhiniens (nez étroit, populations dites blanches) . lon premiere 
subdivision, d’aprés l’indice céphalique, donne une premiére catégorie de dolichocéphales repartie a son tour 
en blonds, roux et bruns. Les dolichoblonds sont de grande taille (anglo-scandinaves), les roux aussi (finnois) ; 
les dolichobruns sont de petite taille (méditerranéens). La seconde catégorie est mésaticéphale et brune, de taille 
relativement petite (égyptiens, sémites). La troisitme catégorie, brachycéphale, est répartie en bruns de petite 
taille (lapons, ligures) [?] et chatains de taille moyenne (celto-slaves). 


ges 


donc par les populations européennes ou, plus exactement, par une partie des populations 
europeéennes !, 

Nous restons dans le cadre des problémes indiqués au paragraphe IV de cette premiére 
partie comme formant les premiéres difficultés 4 surmonter avant d’entrer dans le vif 
de notre étude. 

La répartition selon la race de la population européenne, basée sur la simultanéité 
des caractéres et leur subordination, se faisait généralement jusqu’a tout récemment 
comme suit. On voyait l’Europe peuplée, d’aprés les indications (élaborées par Ripley), 
données par l’indice céphalique, la coloration, la taille, la forme du contour de da face. 
le nez, par les représentants de trois races: 


1. Homo europaeus; 2. Homo alpinus; 3. Homo mediterraneus. 


Le premier, Homo europaeus, est dolichocéphale. Sa face est allongée, ses cheveux 
blonds, ses yeux bleus, son nez mince et parfois légérement aquilin. Il est de grande taille. 

Le deuxiéme, Homo alpinus, est brachycéphale; sa face est plut6t ronde; ses cheveux 
sont de couleur chatain clair; ses yeux, gris ou noisette; son nez, plutét large et parfois 
épais; il est trapu et de taille moyenne. 

Le troisiéme, Homo mediterraneus, de méme que l’Homo europaeus, est dolicho- 
céphale; sa face est allongée; mais ses cheveux sont bruns ou noirs ; Ses yeux sont sombres. 
Quant au nez, Ripley et d’autres auteurs le décrivent comme plutot large, tandis que 
certains le disent étroit, ou du moins oscillant entre le leptorrhynien et le mesorrhynien. 
La taille, enfin, est petite et parfois méme trés petite. 

Il importe, pour éviter tout équivoque, de se rappeler les différents noms qui ont 
été donnés a chacune de ces trois races. 

L'Homo europaeus, ou dolichoblond, correspond a la race teutonique de Ripley; 
au dolicholepte (dolichoide et leptoprosope) de Kollmann; a la race ou homme de Rathen- 
graebery des Allemands; a la race germanique des Anglais; 4 la race kymrique des F rancais; a 
la race nordique de Deniker. C’est la variété nordique de l’espéce euro-africaine de G. Sergi. 

L’Homo alpinus ou brachycéphale est la race celte, ou celto-slave des Frangais et de 
quelques Italiens; la race arverne de Beddoe; la race occidentale ou cévenole de Deniker : 
crest Vespéce euro-asiatique (Homo euvasicus, spec.) de Sergi. 

L’Homo mediterraneus, ou dolichobrun, correspond a la race dite ibévienne par les 
Anglais; ligurienne par certains auteurs frangais et italiens; ibévo-insulaire et atlanto- 
méditerranéenne par Deniker; dans un certain sens, il correspond a l’Homo meridionalis 
de Lapouge. C’est la variété méditerranéenne de Vespéce euro-africaine de G. Sergi. 

La division que nous venons d’indiquer est exposée aussi par M. Boule, a l’aide du 
tableau suivant: 
dolicho § blond de grande taille: nordicus, 

brun de petite taille: mediterraneus. 


brachy brun de petite taille: alpinus. 


Homo sapiens albus 


1 Voir W. Z. RrpLey: The Races of Europe, New-York, 1899. J. DENIKER: Les Races et les peuples de la terre, 
Paris, 1900 (2™e édition 1925). A. C. Happon: The Races of Man and their Distribution, Cambridge, 1924. 
E. Pirrarp: Les vaces et Vhistoive, Paris, 1925. La classification adoptée par le professeur Pittard se rapproche 
beaucoup de celle de Deniker. Voir aussi la carte géographique européenne des trois races, dessinée par MApDIsoNn 
GRANT, a la page 272 de son ouvrage: The passing of a great race, New-York, 1919 (present distribution of 
European races). On consultera avec profit cette carte sans accepter toutes les idées de l’auteur, D’autres ouvrages 
seront cités dans les pages qui vont suivre. 

* Nous avons montré ailleurs, a l’aide d’une documentation abondante, les graves équivoques auxquelles on 
s’expose en réservant aux dolichoblonds le nom de « germaniques ». Voir notre ouvrage: Les Germains, histoire 
d'une idée et d’une «race », Paris, 1919. 
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Figure N° 2. 
EUROPE. 


Répartition géographique approximative de Vindice céphalique, d’aprées Rrpley. 
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M. Boule fait aussi remarquer que, chez le mediterraneus, la face est longue et étroite, 
le nez plus large que chez le nordicus et souvent retroussé, la taille petite, le corps 
gréle, tandis que chez l’alpinus, la face est arrondie, le nez plutdt large, et le corps 
trapu*. Le critérium fondamental de classification serait, pour Boule, la pigmentation 
de la peau (Homo albus) et Vindice céphalique viendrait ensuite; il est évident que si 


1M. Bouter: Les hommes fossiles, Paris, 1921, pages 322 et suivantes. Voir aussi le cartogramme de la i 


repartition des trois races en Europe, par cet auteur, d’aprés Ripley et Madison Grant, & la page 326 de son 
ouvrage. 


l'on adopte d’autres systémes de subordination des caractéres, si l’on part, par exemple, 
de la forme du crane, ou si l’on associe la forme du crane et celles du nez et de la face, 
la coloration de la peau passe en troisiéme et méme en derniére ligne; c’est le cas de la 
classification de Sergi, dans laquelle certaines populations trés brunes du nord-est de 
Afrique, qu’il serait difficile de faire passer pour Homo albus, se classent & cdté des 
populations du bassin méditerranéen européen. A remarquer aussi dans la description 
de Boule, Vindication: gréle ou trapu se référant A la masse du corps, je dirais méme a la 
«constitution ». Cette indication avait été faite par plusieurs anthropologistes, notamment 
a propos de l’Homo alpinus, qui a été toujours décrit comme trapu. Nous aurons peut-étre 
Yoccasion d’attirer l’attention du lecteur sur ce point. 

Cette classification en trois races a subi, depuis Ripley, et méme A ’époque ou il 
écrivait son traité, des remaniements et des modifications. Elle ne pouvait pas, d’ailleurs, 
ne pas €tre améliorée et certains détails demandaient a étre approfondis; il fallait la rec- 
tifier, notamment en ce qui concerne la grande catégorie brachymorphe de |’Homo alpinus. 
Il est certain que cette catégorie est trop vaste et embrasse trop d’éléments ou de sous- 
catégories qu'il y aurait lieu de distinguer. « On est habitué — écrit Czekanowski — en 
traitant de l’anthropologie de 1’Europe, a ne distinguer que trois types anthropologiques: 
le nordique, l’alpin et le méditerranéen. Cette thése résulte des études sur V’anthropologie 
de l'Europe occidentale et ne peut pas étre acceptée pour l’Europe centrale et orientale, 
les faits anthropologiques que présente cette partie de l’Europe ne trouvent pas d’expli- 
cation si on se borne a ne distinguer que ces trois types anthropologiques » 1, 

La classification de Deniker est, précisément, une tentative de rectifier et d’appro- 
fondir certains détails. Dans son grand ouvrage: Les racés et les peuples de la terre (Paris, 
1900), il admet l’existence: a) de dolichoblonds de grande taille ou race nordique; b) de 
dolichobruns de petite taille, ou race ibéro-insulaire; c) de brachycéphales bruns de petite 
ou moyenne taille, ou race occidentale, ou cévenole, ou celtique (ce sont les trois races 
dont nous avons parlé) et il ajoute a cette liste: d) des sous-brachycéphales blonds, de 
petite taille, ou race orientale (exemple: blancs-russiens); e) des mésocéphales bruns de 
grande taille ou race atlanto-méditerranéenne (exemple: espagnols de la céte et méme 
certains exemplaires de la céte méditerranéenne francaise et italienne, ou ils sont forte- 
ment melangés a la race ibéro-insulaire; f) des brachycéphales bruns de grande taille, 
ou race adriatique ou dinarique (exemple: bosniaques). 

Ces six races forment ce que Deniker appelle les races fondamentales. On peut 


les grouper dans le tableau suivant: 

Sous-brachycéphales blonds (exemple: 
Russie Blanche), Homo orientalis. 

Brachycéphales bruns de petite taille 
(exemple: Auvergne, en France), 
Homo alpinus. 

Brachycéphales bruns de grande taille 
(exemple : Bosnie), Homo dina- 
vicus. 


Dolichocéphales blonds de _ grande 
taille (exemple: Scandinavie), 
Homo nordicus. 

Dolichocéphales bruns de petite taille 
(exemple : Portugal), Homo tbero- 

\  mediterraneus. 

Mésocéphales bruns de grande taille 
(exemple: Espagnols de la cdte 
méditerranéenne), Homo atlanto- 
meditevvaneus. 


Brachymorphes . 


Races européennes . 


Dolichomorphes. . 


1 J. C2EKANOWSKI: Recherches anthvopologiques de la Pologne: « Bulletin de la Société d’anthropologie de 
Paris », séance du 4 mars 1920. 


Nous voyons donc apparaitre trois nouvelles races principales: l’orientale, la dina- 
rique et l’atlanto-méditerranéenne. La premiére est de taille petite ou moyenne, sous- 
brachycéphale et blonde, d’un blond cendré (au lieu d’étre brachycéphale brune ou pres- 
que comme Homo alpinus); on la trouve en Pologne et dans la partie orientale de 
l'Europe. La seconde, race dinarique, est brachycéphale également et brune, mais au lieu 
d’étre de taille petite ou moyenne, comme le brachycéphale Homo alpinus, elle est de trés 
grande taille et présente une figure grande, allongée, avec nez et machoire bien développés. 
Cette race s’étendrait sur la Bosnie, la Dalmatie et l’Istrie et étendrait ses ramifications 
sur l’Italie du nord et du centre, sur une partie de la France brachycéphale et sur quelques 
régions de l’ancien empire autrichien. Quant a la race atlanto-méditerranéenne, 
que l’on trouve surtout sur la cote sud de I’Espagne, elle se distingue du reste de la popu- 
lation méditerranéenne espagnole par une taille plus élevée et une moindre dolichocéphalie. 


Les six races principales ou fondamentales de Deniker ne forment pas, d’aprés cet 
auteur, la totalité des races ou des « types » européens. II y ajoute les quatre « variétés » 
suivantes: 


a) Une race secondaire sub-nordique, blonde, qui se distinguerait de la race nordique 
par un nez retroussé et une moindre dolichocéphalie (Pittard se demande si cette moindre 
dolichocéphalie n’est pas plutét apparente et due a un mirage produit par les moyennes 
arithmétiques) '; on trouverait cette race dans l’Allemagne du nord, en Finlande et sur 
la cote orientale de la Norvége. 


6) Une race secondaire vistulienne, qui est accolée a la race orientale; elle est blonde, 
mais son crane est moins arrondi que celui de la race orientale, et sa taille est plus petite. 
On la retrouve dans l'Europe orientale, chez les Polonais, par exemple. 


c) Une race secondaire nord-occidentale sous-dolichocéphale et mésaticéphale, brune, 
de grande taille, qui est accolée a la race atlanto-méditerranéenne (nord-est de l’Irlande, 
Pays de Galles et méme Belgique orientale). 


d) Une race secondaire swb-adriatique, ou sub-dinarique, qui est accolée A la race prin- 
cipale dinarique, mais de taille moins élevée et présentant une moindre brachycéphalie. 
Elle a aussi les yeux et les cheveux moins bruns (Alsace-Lorraine, Autriche de langue 
allemande, Tyrol, et méme nord-est de I’Italie). 


I] s’agirait donc, selon Deniker, de six races principales (deux races blondes et quatre 
brunes) et de quatre races secondaires (deux de celles-ci se rattachant aux races blondes 
et deux intermédiaires entre les blonds et les bruns). 


Lorsque la classification de Deniker fit son apparition, on fut enclin A croire tout 
d’abord que quelques-unes des nouvelles «races» indiquées par cet anthropologiste 
n’étaient que les variétés locales, sans grande importance. La race dinarique, par exemple, 
ne serait, d’aprés Ripley, qu’une variété de haute taille de l’Homo alpinus. 


Plus tard, cependant, l’autonomie de la race dinarique trouva, et. elle continue a 
trouver de nouveaux partisans. Ainsi, dans les publications récentes dont on peut discuter 
les idées fondamentales, mais qu'il est utile de connattre pour leur documentation, le 
nombre des races européennes a passé de trois 4 quatre: H Giinther décrit, a l’aide de 


nombreux portraits, une race nordique, une race méditerranéenne, une race alpine et 
une race dinarique 2. 


1 Eug. PirTarp, op. cit., page 108. 
2 Dt H. GunTHER: Rassenkunde des deutschen Volkes, dritte Auflage, Miinchen, 1923, pages 39, 73, 80, or. 


Dans une nouvelle édition de son ouvrage (Munich, 1925), cet auteur accorde une cinquiéme place a la «race» 
brachycéphale blonde de la Russie occidentale (la race orientale de Deniker). 


2 « Lurco-Mongols 
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D’autre part, l’autonomie de la race orientale (de Deniker), trouve appui dans les 
nombreuses études des anthropologistes polonais, notamment de Czekanowski +. Cet 
auteur pense aussi qu'il faut reconnaitre l’existence de la race secondaire de Deniker 
sub-nordique, qu’il aurait trouvée aussi en Pologne. Par contre, pour ce méme auteur, 


une autre race secondaire de Deniker (race vistulienne) ne serait qu’une variante de la 


race orientale (de Deniker) ?. 

On a aussi discuté l’autonomie de la race atlanto-méditerranéenne de Deniker. 
Ne serait-elle pas plutot une variante de la race méditerranéenne ? Est-elle le résultat 
d’un croisement ? Faut-il la considérer comme une race autonome ? 

Nous ne voudrions pas passer sous silence l’opinion de K. Stolykwo, directeur du 
Laboratoire d’anthropologie de Varsovie, sur la classification des races humaines, et parti- 
culiérement des races autres que les trois races classiques: (Homo europaeus, alpinus, 
mediterraneus). Lui aussi, de méme que Deniker, distingue des races, ou mieux: des 
«types anthropologiques » principaux (ou « fondamentaux »), et des types secondaires; 
ces derniers issus probablement du croisement des types fondamentaux et stabilisés, 
grace a des facteurs inconnus. I] ajoute, cependant, qu'il est extrémement difficile de décider 
actuellement quels sont, parmi les divers types anthropologiques, les types fondamentaux, 
et les types secondaires. La donnée essentielle pour une classification des types anthropolo- 
giques fondamentaux en Europe, serait pour lui la pigmentation, c’est-a-dire la couleur 
des yeux et des cheveux. D’ot l’existence de deux types fondamentaux : Homo nordicus, 
et Homo mediterraneus. L’Homo dinaricus serait, par sa pigmentation, un troisiéme type, 
et pourrait de ce fait étre mis au nombre des types fondamentaux de l’Europe. Mais on 
sent bien que cet anthropologiste est incertain sur ce point et qu’il incline parfois a ne 
voir dans l’Homo dinaricus qu’un type secondaire issu du croisement de l’Homo nordicus, de 
l'Homo mediterraneus et d’un autre type pur, fondamental lui aussi, brachycéphale, 
blond, de taille moyenne ou petite, aux yeux bleus, qu’il appelle Homo fanobrachycéphale ; 
ce type correspond au brachycéphale blond de Deniker. Les autres types anthropologiques 
(y compris l’Homo alpinus), ne seraient que des types secondaires résultant du croisement 
du type clair avec le type foncé 3. 

Il nous reste maintenant a parler de la classification de Giuffrida-Ruggeri et Biasutti, 
et de celle, trés importante, de G. Sergi. 

Giuffrida~-Ruggeri, et Biasutti, considérent entre autres, un Homo sapiens « indo- 
europaeus», un Homo sapiens « indo-africanus », un Homo sapiens « asiaticus », ete. 
L’Homo sapiens indo-europaeus (espéce élémentaire), comprend deux variétés: a) brachy- 
morphus ; b) dolichomorphus. Ce que nous avons appelé Homo alpinus ne serait qu’une 
sous-variété de la variété brachymorphus de Giuffrida (Homo sapiens indo-europaeus 
brachymorphus alpinus), et les deux types que nous avons appelés: Homo europaeus et 
Homo mediterraneus, ne seraient que deux sous-variétés de la variété dolichomorphus 
(Homo sapiens indo-europaeus dolichomorphus nordicus, et Homo sapiens indo-europaeus 
dolichomorphus mediterraneus) 4, 


* J. CZEKANOWSKI: Recherches anthropologiques de la Pologne, « Bulletin de la Société d’anthropologie de 
Paris », séance du 4 mars 1920, et La détermination anthropologique, etc., « Comptes rendus de la II1™e session de 
l'Institut international d’anthropologie » (Prague), Paris, 1926, page 85. 

2 «Comptes rendus de la II™¢ session de I’Institut international d’anthropologie », Prague, déja cités, page 89. 

3K. StotyKwo: Types fondamentaux et types secondairves en Europe et Nouvelle méthode d’analyse des types 
anthropologiques, « Comptes rendus de la II™e session.de I’Institut international d’anthropologie de Prague », 
déja cités, pages 145-154. 

_*V. GIUFFRIDA-RUGGERI: Schema di classificazione degli « Hominidae» attuali, « Archivio per l’Antropo- 
logia ecc.», Firenze, 1912. Voir aussi: R. Brasutti: Studi sulla distribuzione etc., «Memorie geografiche della 
Rivista geogr. italiana», Firenze, 1912. Le Mémoire de Biasutti, entre autres, est intéressant, parce qu’il s’efforce 
Windiquer le caractére du développement et des proportions du corps humain chez les différentes « races ». 


< 


ont 


*» 


2 ee es 


fe ee 


a 


ye 


ie 


oa 


be é 


ras ah 


Quant a la classification de Sergi, nous avons déja dit qu’elle se base essentiellement 
sur le profil du crane vu d’en haut; les dolichomorphes du nord d’Europe et du bassin 
de la Méditerranée appartiennent a la méme espéce, présentant des formes « ellipsoides », 
« pentagonoides » et « ovoides »; c’est l’espéce euro-africaine, divisée en trois variétés: 
africaine, méditerranéenne, nordique. Les brachymorphes d’Europe et d’Asie, par contre, 
appartiendraient 4 une autre espéce, l’espéce euro-asiatique, dont les cranes sont « sphe- 
noides » et « platycéphales ». 

La variété méditerranéenne, d’aprés Sergi, forme quatre branches: européenne, 
egyptienne, lybique, indo-iranienne ; il y aurait également une branche latérale: sémitique 1. 
Il s’ensuit que, en ce qui concerne l’Europe, l’espéce euro-asiatique de Sergi correspond, a 
peu pres, a l’Homo alpinus de la classification en trois races, et que son espéce euro-africaine 
est représentée, en Europe par l’Homo mediterraneus et l’Homo europaeus ; ces deux 
Homo constituent deux des trois variétés de la méme espéce, la troisiéme étant la variété 
africaine, . 

En somme, les études sur la classification des types anthropologiques, si elles ne sont 
pas définitives, et si elles sont encore loin de présenter une parfaite unanimité d’opinions, 
sont cependant assez avancées. Nous répéterons avec Pittard: « Quelque précaires que 
soient de tels résultats, ils sont de nature & nous encourager. Ils nous ont montré que la 
ou (dans la répartition des types anthropologiques en Europe), nous imaginions le chaos, il 
y avait un arrangement, et il y avait peut-étre possibilité d’une classification 2. » 

Nous nous bornerons, dans cette étude, 4 une partie des populations d’Europe; 
a celles pour lesquelles, les statistiques anthropologiques, et les données relatives A la 
mortalité par cancer, ne font pas défaut. Malheureusement, I’état de la documentation 
statistique anthropologique dans les pays dont nous étudierons la mortalité cancéreuse, 
ne nous permettra, le plus souvent, de distinguer que les trois types anthropologiques 
classiques: (Homo nordicus, mediterraneus, alpinus), et nous obligera & ne donner que 
de simples indications pour d’autres types, comme l’ Homo dinaricus. Nous aurons du reste 
Yoccasion de revenir sur l’état du matériel anthropologique. 


VIE 


DOCUMENTS ANTHROPOLOGIQUES D’APRES LESQUELS ON PEUT ETABLIR LA REPARTITION 
DES RACES EN EUROPE. 


En passant en revue les divers types de difficultés que l’on rencontre au commen- 
cement méme de ces études, nous disions (paragraphe IV) qu’il ne suffit pas d’étre d’accord 
sur le choix des caractéres qui forment le signalement de la race; il faut, en outre, si lon 
veut effectuer la répartition de la population d’aprés certains caractéres de race, posséder 
une documentation abondante et stiré, une véritable documentation anthropo-statistique. 


Les documents que l’anthropologie a mis jusqu’aujourd’hui a notre disposition au 
sujet de l’indice céphalique, de la coloration, de la taille, etc., en Europe sont-ils assez 


1G. SERGI: Ouvrages nombreux. Voir le plus récent: Le prime e le pi antiche civilta, Turin, 1926 
Pages 53-55. ‘ ; f 

2 E. Pirrarn, op. cit., page 112. Nous étions occupé a relire et 4 corriger ces pages, lorsque la revue « Anthro- 
pologie », de Prague, publia un long article de son savant directeur, le professeur J. Matiegka, sur les tentatives 
faites jusqu’a ce jour pour classifier les races humaines. Numéro ITI, 3, 1925, article signé J. M. Cet article est 
écrit en tchéque, mais il est suivi d’un court résumé en frangais. 
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nombreux pour permettre un travail sérieux, sinon pour l'Europe entiére, du moins pour 
une grande partie de ce continent ? II suffit de rappeler les grands travaux synthétiques 
de géographie anthropologique de Ripley, de Deniker et d’autres auteurs et louvrage 
tout recent d’E. Pittard, pour étre tenté de répondre affirmativement a cette question. 
I] suffit encore de mentionner l’ouvrage classique de Martin, les nombreux travaux de 
Sergi qui, peu a peu, ont tracé la géographie européenne et méme extra-européenne des 
différentes variétés humaines, surtout d’aprés la forme du crane: ellipsoide, pentagonoide 
ovoide ou cranes dolichomorphes de l’espéce euro-africaine, d’une part, sphénoides et 
platycéphales ou cranes brachymorphes de l’espéce euro-asiatique, d’autre part. Il suffit 
aussi de penser ala grande quantité de travaux et d’enquétes anthropologiques ou anthropo- 
statistiques approfondis sur la question des races dans tel ou tel pays d’Europe, ou dans 
telle ou telle zone méme trés restreinte. Tous les anthropologues connaissent l’abon- 
dance des matériaux qui nous ont été fournis: pour l’Espagne et le Portugal, par Oloriz 
et Mendes Correa; pour la France, par Alph. Bertillon, Collignon, etc.; pour l’Italie, par 
Vanthropométrie militaire du médecin-major Livi; pour l’Allemagne, par von Holder, 
Virchow, Kollmann, O. Ammon; pour l’Angleterre, par Beddoe; pour la Hollande, par 
Bolk; pour la Belgique, par Houzé; pour la Bohéme, par Matiegka, etc. 

Cependant, ces matériaux trés riches, s’ils sont plus que suffisants pour donner une 
idée d’ensemble de la géographie des races, — et parfois bien plus qu’une simple idée 
d’ensemble, — ne nous permettent pas toujours d’approfondir certains problémes. C’est 
le cas lorsque la documentation anthropométrique ne se présente que sous forme de moyennes 
arithmétiques pour chaque caractére, alors qu il serait utile ou nécessaire de la posséder 
sous forme de séviations, de pourcentages ou de tableaux a deux ou a trois variables. 

Nous allons voir la valeur de cette observation pour notre étude, et nous ferons 
quelques remarques assez importantes sur la coexistence et le mélange de ces différentes 
races dans les différentes zones. C’est le probléme que nous avons signalé plus haut comme 
lune des difficultés auxquelles on se heurte dés le commencement de recherches de ce 
genre. 


VAL 


METHODE DE LA SERIATION OU DES POURCENTAGES TIRES D’UNE SERIATION POUR 
RECONNAITRE LA PRESENCE ET LA FREQUENCE DE DIVERSES RACES VIVANT ENSEMBLE 
SUR LE MEME TERRITOIRE. 


Les différents types, ou races — Homo alpinus, europaeus, mediterraneus, — que 
nous avons décrits, peuvent parfois se trouver entremélés dans la méme zone, ou unité 
territoriale (province, région, etc.). Si les données anthropométriques dont nous disposons 
ne nous donnent que la valeur moyenne de tel ou tel caractére, il nous sera assez difficile 
de fixer le pourcentage de chaque type dans cette zone. Par contre, ce calcul sera possible 
si les valeurs de chaque caractére sont indiqués non pas par la moyenne, mais par la 
sériation. On voit donc que les documents fournis par les statistiques anthropologiques 
sont de valeur tras inégale. Les statistiques anthropologiques européennes sont assez 
nombreuses, mais, a la rigueur, on n’en pourrait utiliser qu’une faible partie parce qu’elles ne 
nous offrent, le plus souvent, que des moyennes. 

Un exemple servira a expliquer l’application de la méthode des sériations au dépistage 
du pourcentage des différentes races dans une zone donnée. 

Arrétons-nous un instant a l’étude de l’indice céphalique sur le vivant (indice cépha- 
lométrique); nous possédons les mensurations faites par Oloriz sur plusieurs centaines 


d'individus, dans deux régions de l’Espagne: les régions cantabrique et valencienne ! 
Les moyennes arithmétiques nous donnent le tableau suivant: 
Indice céphalique (sur le vivant) de deux régions de l’Espagne (d’aprés Oloriz). 
Région cantabrique 2...) 4). 21 o,). 80,1 
Région valencienne $).'/5/, 21 99) a0) — 76,9 
En admettant (ce qui n’est pas improbable), que les cranes dolichoides, en Espagne, 

appartiennent a l’Homo mediterraneus et les cranes brachymorphes a l’Homo alpinus, 
nous pourrons déduire de ce tableau que ces deux régions sont peuplées en grande majorité 
par des représentants de l’Homo mediterraneus, mais que, trés probablement, la région 
valencienne en compte beaucoup plus que la région cantabrique. En effet, V'indice cépha- 
lique moyen de la premiére est inférieur (76,9) a celui de la région cantabrique (80,1) 
(Oloriz, page 143 *). Ce renseignement est bien vague et, dans certains cas, lorsque la diffé- 
rence entre les deux moyennes est minime, toute conclusion est assez incertaine. Nous avons 
besoin de plus de précision et nous pourrions y atteindre si nous possédions a cété de 
chaque moyenne arithmétique, la sériation de laquelle la moyenne a été tirée. Voici, en 
effet, les deux sériations (Oloriz, pages 149 et 150) que nous exposons en groupant les indices 
céphaliques par groupes de deux unités. 


Sériation de Vindice céphalique (sur le vivant) dans deux régions d’Espagne (d’aprés Oloriz). 
Nombre de sujets en pour-cent. 


Indices Région Région 
céphaliques ® cantabrique valencienne 
66-67 — 0,20 
68-69 0,21 0,40 
70-71 0,21 2,38 
72-73 2,81 9,16 
74-75 8,43 25,2 
76-77 18,36 30,70 
78-79 18,58 20,52 
80-81 22,68 97,57 
82-83 13,82 3,58 
84-85 6,27 0,20 
86-87 4,32 — 
88-89 3,24 — 
90-91 0,86 — 
92-93 an nea 
94-95 0,21 Fox 
Nombre de sujets . . 100,00 100,00 


1 Nous nous servons ici des chiffres du travail de F. OLoriz: Distvibucién geografica de indice cefalico en 
Espana, Madrid, 1894, pages 143 et suivantes. 

2 Lugo, Oviédo, Santander. 

3 Castellon, Valence, Alicante. ‘ j ; 

* Nous rappelons que les cranes dolichomorphes correspondent aux cranes dolichocephales proprement dits, 
sous-dolichocéphales et mésaticéphales qui ont des indices céphaliques inférieurs a 80 sur le crane sec et probable- 
Ment a 82 (jusqu’a 81,99) sur le vivant. Les cranes a indices supérieurs sont brachymorphes, c est-a-dire sous- 
brachycéphales et brachycéphales. Cette répartition est simplement approximative la ot l’on opére la division 
a lV’indice 80,00 (ou 81,99). Il faut aussi ajouter que quelques anthropologistes croient pouvoir affirmer que les 
cranes mésaticéphales (77,78 a 80 sur le crane sec et de 80 & 81,99 sur le vivant) sont plutot le résultat du eye 
ment des dolicho avec les brachy que des vrais dolichomorphes. Voyez, par exemple, V. GIUFFRIDA-RUGGERI: 
Sulla plasticita delle vavieta umane, « Monitore zoologico italiano », Firenze, 7, 1903. Néanmoins, les formes 
des cranes mésaticéphales sont les mémes, en général, que celles des cranes dolichoides (d’aprés la méhode de 
Sergi), ce qui indique qu’on ne commet peut-étre pas une grave erreur en classant parmi ceux-ci les 
mésaticéphales. , 

® Lire ces indices de la maniére suivante: de 66 a 67,99; de 68 a 69,99, etc. 


Si nous admettons que les cranes dolichomorphes sont ceux dont l’indice céphalique 


— sur le vivant — est inférieur 4 82, les cranes a indice supérieur étant brachymorphes, 
et que, en Espagne, les dolichomorphes appartiennent a l’Homo mediterraneus et les 
brachymorphes a l|’Homo alpinus, il nous est facile de constater, par les deux sériations, 
que 29 % des habitants de la région cantabrique appartiennent au type alpinus, tandis que 
cette proportion tombe a 4 % environ dans la région valencienne (Voir les figures N°S 4 et 5) 


Figure No 4. 


Exemple du calcul du pourcentage de cranes brachymorphes dans une région, 
d apres la sériation de indice céphalique (sur le vivant) dans cette région. 


REGION CANTABRIQUE (Espagne). 


La parte couverte de traits représente les crdnes brachymorphes, la partie en blanc veprésente 
les cranes dolichomorphes. 


Hombre de sujels 
en% 


Brachy 


5 | %e 
22 22 
20 _ ae 190 
18 -— \ 18 
\4 ? 14 
oA 
me | 


ai 
- NQSs5 


/| Y) 
: _~l.1.1. | [ZZZ,....... ; 


Lids 
indice cephalique6] 69 7) 73 75 77 79 8 8 


% 


\ 


NN 


NS 


ig 
87 89 9i 93 95 


ao 
wo 


Lorsque le matériel statistique anthropologique se présente sous forme de séria- 
tions, l'étude anthropologique de la zone et sa comparaison avec d’autres zones sont 
singulitrement facilitées. Dans le cas des deux régions que nous venons de comparer, 
les sériations nous permettent de"calculer non seulement le pourcentage des types alpinus 
ou autres mais aussi l’erreur probable de chacune des deux moyennes, l’indice de varia- 


bilité de chaque sériation et, par la, le degré d’hétérogénéité de la population de chacune 
de ces deux régions. 


fs 


Figure No 5, 


Exemple du calcul du pourcentage de crénes brachymorphes dans une région, 
dapres la sériation de Vindice céphalique (sur le vivant ) dans cette région, 


REGION VALENCIENNE (Espagne). 


La partie couverte de traits représente les crdnes brachymorphes ; la partie en blanc représente 
les crénes dolichomorphes. 
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En calculant, par exemple, l’indice de variabilité 
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d’aprés les deux sériations ci-dessus, on obtient un indice de 3,84 pour les cranes de ‘i 
région cantabrique et de 2,68 pour ceux de la région valencienne: ce qui indique que Ms 
variabilité du lot examiné dans la premiére de ces deux régions est plus élevée que celle 
du lot de la deuxiéme région. En d’autres termes, la sériation que fournit la Ps 
région accuse un degré d’hétérogénéité plus élevé que celle de la seconde. Ce a 
persiste méme lorsqu’on procéde pour la région cantabrique a ce qu’on appelle l’expul- 
sion des données extrémes, c’est-a-dire de ces données qui, dans la See OR ee se 
placer aprés que les « fréquences » de la sériation descendent a zéro. Ici, ils senate expu ee 
les cranes (0,2I pour 100) qui tombent sur l’indice céphalique de 95 et qui Eien 

étre considérés dans un certain sens, d’aprés la méthode d’expulsion dite graphique, 
comme présentant un caractére pathologique. Or, meme en eran ay ean 
extréme, l’indice de la variabilité de la sériation en question devient 3,78 et il reste 
plus élevé que celui de l’autre sériation. 


IX. 
SUITE DU PARAGRAPHE PRECEDENT: — METHODE DES TABLEAUX A PLUSIEURS VARIABLES. 


Un mot encore au sujet de la méthode A suivre pour «compter » les représentants 
dune race donnée dans une région donnée, de maniére A pouvoir comparer la composi- 
tion ethnique de chaque région et la répartition géographique de tel ou tel phénoméne 
démographique. 

Nous avons indiqué les différents caractéres de chaque race: crane, face, coloration, 
etc. Généralement, les statistiques anthropologiques relatives a la répartition géogra- 
phique de ces caractéres dans les zones d’un pays donné indiquent simplement la moyenne 
ou la sériation de chaque caractére dans chaque région, c’est-a-dire que la documenta- 
tion anthropo-statistique se borne généralement 2 indiquer, pour chaque région, la moyenne 
de la taille (ou la sériation), celle de l’indice céphalique, etc. 

C’est sans doute quelque chose. Mais pour nous comme pour les anthropologues 
eux-mémes, ce n’est pas suffisant. La sériation pour chaque caractére isolé est insuffisante; 
il faudrait des tables 4 deux, trois, etc., variables, car nous avons besoin de savoir combien 
d’individus, dans chaque région, réunissent un certain nombre de caractéres, par exemple, 
grande taille, cheveux blonds, crane dolichomorphe et yeux bleus, ou petite taille, cheveux 
bruns, yeux foncés, crane dolichomorphe, etc. Ce type de documentation (tables 4 deux, 
trois, etc., variables) est bien différent de l’autre (sériation), qui pourtant constitue 
déja un progrés sur la documentation d’il y a cinquante ans, qui se réduisait 4 une simple 
moyenne arithmétique. Cette documentation plus complexe est assez rare. 

Voici un exemple de table 4 deux variables. Elle nous indique, pour un pays tout 
entier, l’Italie, le nombre d’individus qui réunissaient les caractéres: taille déterminée 
et coloration de cheveux déterminée (soldats de 20 ans, Antropometria militare du 
Dr? Livi, médecin-major, tome ret, Rome 1896, page 287). 


Notation simultanée de deux caractéves anthropologiques: taille et couleur des cheveux. 
(Soldats italiens — Italie tout entiére, total de 299.066 sujets. ) 


Taille 
Couleur To en gy SE EEE eee 
des 


inférieure de 1,60 a deur, 65 2a de 1,70 et 


cheveux a I,60 1,65 1,70 au-dessus Totaux 

a Bouse ota 271 536 543 iM 370 1.720 

Blonde. . "3.825 8.305 7.451 4.992 24.573 

Chataine ae 32.546 62.688 52.448 aerosol 179.876 

inocu A 17.864 33.011 4 26.871 15.151 92.897 

WT otaus.ee 54.506 104.540 87.313 52.707 299.066 
On voit aisément par ce tableau que sur 299.066 Italiens, 17.864 — c’est-a-dire 


le 6 % environ — réunissaient les caractéres suivants: taille trés petite (inférieure & I m. 60) 
et cheveux noirs; 50.875 — c’est-a-dire 4 peu pres le 17 % de la population examinée — 


(17.864 + 33.011) avaient a la fois des cheveux noirs et une taille inférieure & Im. 65 
et ainsi de suite. (Voir la traduction graphique du tableau a la figure 6.) 


Figure N° 6. 


Exemple d'un tableau a deux variables indiquant simultanément combien d’individus d'une 
population donnée ont une taille déterminée et une coloration des cheveux déterminée. 


Lvaduction graphique du tableau précédent. 
(Chiffres proportionnels, les 299.066 soldats de Y « Antropometria militare italiana » 


A 


étant ramenés & 1000.) 
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Il est facile d’observer, d’aprés ce genre de tableaux, si les deux variables considérées 
(coloration et taille) s’associent suivant les lois du calcul des probabilités, ou s’il existe 
entre elles une véritable attraction ou une véritable répulsion; si, par exemple, la couleur 
rouge des cheveux s’associait a la taille trés petite (moins de I m. 60) suivant les lois 
du calcul des probabilités, nous devrions trouver dans le carré des individus présentant 
simultanément des cheveux roux et une taille inférieure 4 I m. 60, 313 individus 
( 1.720 54.506 

re eo So 

299.066 299.066 Bi ; i : ' 
lieu de croire, les fréquences théoriques étant supérieures aux effectives, qu il y a repulsion 
entre ces deux caractéres. De méme, pour I’association des caracteres: cheveux blonds 
et trés petite taille, la fréquence théorique est de 4.479, tandis que la fréquence effective 
nest que de 3.825; il y aurait donc répulsion. Par contre, l'association des caractéres: 
taille trés petite et cheveux noirs donne une fréquence théorique de 16.931 alors que la 
fréquence effective est de 17.864, il y a lieu de croire qu'il y a attraction entre les caractéres: 
cheveux noirs et taille trés petite. L’association effective entre le caractére cheveux blonds 
et grande taille (I m. 70 et plus) est de 4.992; l’association théorique n’est que de 4.331; 


X 299.066 = 313). Nous n’en trouvons, par contre que 271; ilya 
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il y a donc attraction entre ces deux caractéres. Et ainsi de suite. Ce mode de calcul met 
assez bien en évidence la « préférence » qu’ont certains caractéres anthropologiques, dans 
un groupe donné d’individus, a coexister ou a s’associer entre eux. 

Les renseignements simultanés dont nous venons de parler, sont donnés par l’Antro- 
pometria militare italiana pour chacune des 16 régions italiennes. Voici quelques exem- 
ples pour quatre seulement de ces régions: | 


Répartition géographique des sujets véunissant les caractéves suivants: taille tres petite 
(intérieure a I m. 60) et cheveux notrs, en Italie; soldats italiens. 


Pi€Mont. GMs oe Bee ee ne 1.187 sur 33.522 soitenviron 4 % 
FENELIC han ia Ue Lae 682 » 28.472 » » a 
Sicile (ky Wapato eee 2.975 » 32.806 » » Ou 
Sardaigne aya nie aber iee er I.193 » 6.685 » » 137.05 


On voit immédiatement que l'association des caractéres: taille trés petite et cheveux 
noirs est assez fréquente en Sicile et en Sardaigne, et qu’elle ne se trouve presque pas 
dans le Piémont ou la Vénétie. 

Les tables 4 deux variables, soit dit entre parenthéses, sont du plus grand secours 
pour l’examen anthropologique d’une population, puisqu’elles permettent le calcul d’un _ 4 
rapport ou d'un coefficient de corrélation ou de « contingence », selon les cas, qui mesure 
le degré d’association entre les deux variables choisies. : “a 

Encore un exemple de ce genre de documentation statistique donnant simultané-— a 
ment deux ou trois caractéres de race pour chaque individu: les enquétes suédoises du 
Dr H. Lundborg. Cet auteur commence par fixer les quatre caractéres du « type nordique 
pur »: 

1° dolichocéphalie indiquée par un indice céphalique inférieur a 75; 
2° taille supérieure 4 1 m. 699; 

3° coloration claire des yeux; 

4° coloration claire des cheveux. 


I fixe aussi les caractéres du « type suédois »; ce sont ceux que nous venons de décrire 
a ceci prés qu’ils comprennent les cranes A indice céphalique allant jusqu’a 80 (au lieu 
de 75). Lundborg recherche ensuite combien d’individus, dans chaque province suédoise, 
réunissent les quatre caractéres en question; il trouve que dans la Suéde tout entiére 
le type « pur» est présenté par 11 % de la population, et le type « suédois » par 29 %. 
Chaque province présente un pourcentage qui va, pour le type pur, de 7 % a 18 %, et 
pour le type suédois de 23 a 41 %/ 1. 

_ La limite des cranes dolichomorphes aurait pu, a notre avis, étre portée a 82 (81.99), 
puisqu il s’agit de mensurations prises sur le vivant; le pourcentage du type «suédois » 
aurait ainsi été un peu élevé. 

Mais .ceci n’enléve d’ailleurs rien a la valeur de l’excellent document que nous 
venons de mentionner. 


1 H. Lunpgore: The more important vacial elements that form a part of the present Swedish nation, «The 
Swedish nation », Stockholm, 1921, page 24. On pourrait aussi rappeler ici les enquétes de Czekanowski, que 
nous avons déja eu l’occasion de citer, sur la population polonaise. Aprés avoir désigné par « l’Homo nordicus, 
par ~ l’Homo alpinus, par 8 1’Homo orientalis (de Deniker), par y un type anthropologique brachycéphale 
blond de grande taille, par 6 l’Homo dinaricus, cet auteur détermine pour chaque district ou pour chaque 
gouvernement: a) quel est le type le plus fréquent; b) quel est celui qui se classe deuxieme par ordre de fréquence}; 
c) quel est celui qui se classe troisiéme, Par exemple, pour le district de Plonsk: premier type a, second type 6, 


troisié me y; pour la Ruthénie blanche occidentale, G, y, a, etc. « Bulletin de la Société d’anthropologie de Paris », 
1920, déja cité. ( 


Figure N° 7. 


Exemple d un cartogramme indiquant la répartition dindividus caractérisés par plusieurs 
| orate a la fois ; indice céphalique jusqu’a 80; taille de rt m. 70 et plus; yeux 
eels cheveux clairs ; chaque individu examiné présentant a la fois ces quatre carac- 
eves. 
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Provinces 


Harjedalen . 
Dalsland . 
Bohuslan . 
Oland 


Vastergoétland . 


Gotland. . 


Sdédermanland . 


Jamtland 
Varmiand. 


Vastmanland . 


Dalarna 


Smalander 

. Narke 5 
. Stockholm. . 
. Upland. 

. Skane. . 

s Hatlandis 


Gastrikland . 
Ostergétland 
Halsingland. 


. Blekinge . 
22. 
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. Vasterbotten, 


Medelpad. 


Lappland. 


Pourcentage de ce type dans 
chaque province de la Suéde. 
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Exemple de pourcentages indiquant la répartition d’individus caractérisés par plusieurs 
caracteres ala fois: indice céphalique jusqu’d 80; taille de 1m. 70 et plus; yeux clatrs; 
cheveux clairs ; chaque individu examiné présentant a la fois ces quatre caractéres. Type 
suédois de Lundborg. Pourcentage de ce type dans chaque province de la Suéde. 


Provinces Ve Provinces Wi 
te siarjedalén 2. ...0:\)5) 2p eee 41,4 13. Narke™. i ¢/. ss. 28,3 
2. Dalsland 1.1% cee oe ne 30,1 14. -Stockholm ©. J. 235) pee 27,9 
57s) S0DUSIAN «2 4c Rone eee 35,0 15.. Upland  .‘jlos. 1.9.) en 27,3 
43 Oland « 3°20, Ape Bae ee ees 34,6 16. Skane i> vole. 2s ee 26,9 
5) yp Vasterg6tland .. 7.1; eh eee eee 33,7 17.) Halland . ..).)% 6902) eee 25,0 
Gum. (Gotland a2). 6 en a 33,7 18. (Gastrikland: Seep en 25,4 
7) woodermaniland (4) ples ae ee 33.5 19. Ostergétland 2 al 2.) ee 25,1 
Si) Jaimtbland 4.3. es Bae ee 32,2 20. . Haisingland.. 7". 5 4) 4) eee 24,6 
9.) \Warmiand .7.. Gees Pee eee 31,6 21. Blekinge: 2/...4;, =.) ee 24,4 
LO. Vastmaniand' ,00 a ee eee are 22. Medelpad?7= an a... tn 23,6 
fr.’ Dalarna. ii nok nt eee ee 31,1 23.. Angermanland =? 9) gon 22,6 
T2,. Comaland 720. eee ee 29,9 24. Vasterbotten, Lappland ..... 17,0 


. 


Quoi qu'il en soit, nous nous permettons d’insister sur cette question de méthode, 
Elle est fondamentale pour des études de ce genre. I] nous faut, pour chaque caractére, 
non pas des moyennes arithmétiques, mais des sériations; et cela pour chaque zone; il 
nous faut, en outre, des tables a plusieurs variables pour chaque zone. Nous verrons qu’il 
ne nous sera pas facile de remplir ces conditions préalables, mais nous tacherons de nous 
servir quand méme des documents parfois assez incomplets que la géographie anthropo-. 
statistique actuelle nous fournit. (Voir figure 7 a la page précédente.) 


X. 


SUITE DES DEUX PARAGRAPHES PRECEDENTS: MELANGE DE RACES DANS LE CAS DE 
« METISSAGE », 


Une autre remarque sur un probléme sensiblement plus compliqué que celui que nous 
venons d’exposer: Les caractéres de chacun des différents types — europaeus, alpinus, 
mediterraneus, etc., — sont les caractéres des types purs. On peut trouver les types purs 
ou presque purs, les uns a cété des autres, habitant péle-méle le méme territoire, et dans 
ce cas, la méthode des pourcentages par sériations et tableaux A deux ou trois variables 
pourra nous aider a les séparer et a les compter. Mais ces types purs ou presque purs 
peuvent aussi se croiser et donner lieu 4 des mélanges: comment classerons-nous, du point 
de vue de la race, une population dont les individus sont le produit de ce mélange ? 

Nous répondrons, tout d’abord, que la méthode des pourcentages tirés d’une sériation 
et d’une table 4 deux variables ou plus permet déja de se faire une idée de la quantité 
et de la qualité des mélanges qu’une population a subi, et, par conséquent, de retrouver 
les éléments « étrangers » qui ont donné leur apport a la population en question. Reve- 
nons aux tableaux a double entrée: voici la repartition de 32.806 soldats siciliens d’aprés 
la taille et la couleur des cheveux simultanément (A ntropometria militare, tome I, page 287). 


Répartition de 32.806 soldats siciliens d’aprés la taille et la coloration des cheveux. 


a ee 


Taille 
Couleur des cheveux inférieure de I m. 60 de Im. 65 de Im. 70 

a Im. 60 a Im. 65 a Im. 70 et plus 

ar i Wee 27 43 By 22 
ISNOVGIS Se oe 368 617 451 212 
COE se 4.431 6.739 4.894 2.407 
NOU Cte erie Gy is keg 2.975 4.703 3.265 1.615 
Totaux. 7.801 12.102 8.647 4.256 
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Il est assez probable qu’une bonne partie des 985, c’est-a-dire 368 + 617 blonds’ 
dont la taille est inférieure 4 1,65, parmi les 32.806 siciliens de toute taille et de toute 
coloration de cheveux sont le produit d’un mélange du type méditerranéen a petite taille 
avec un type « étranger », Nous disons une bonne partie, car on ne peut pas écarter l’in- 
fluence d’autres facteurs: nous avons toujours soutenu, par exemple, que le « blondisme » 
(savoir, la pigmentation trés claire), de méme que 1’« érythrisme », s’associe souvent A 
des processus d’arrét du développement organique qui peuvent donc étre indépendants 
de la race. 

D’autre part, méme sans recourir aux pourcentages, certaines observations suffisent 
a faire soupconner l’existence du métissage. En décrivant la forme du nez chez l’Homo 
mediuterraneus, les anthropologistes parlent parfois d’un nez (ouverture nasale) large, 
mais ils parlent d’autres fois, d’un nez étroit 1. Or, si nous ne nous trompons pas sur ce 
point, la contradiction n’est qu’apparente; en effet: 


1° L’Homo mediterraneus a l’ouverture nasale étroite; 


2° Si l’on trouve fréquemment chez lui, et beaucoup plus que chez l’Homo alpinus 
et Homo europaeus du nord de 1’Europe, des nez assez larges, c’est qu’il y a eu proba- 
blement métissage de ces populations méditerranéennes avec des peuples au nez large 
ou trés large; 


3° Par conséquent, si, dans une population appartenant a une race 4 nez leptorrhi- 
nien, on trouve que, dans une région donnée, l’indice nasal s’éléve, on peut soupconner 
quil y a eu mélange avec d’autres races ”. ; 

Ceci nous montre encore une fois que le phénoméne du mélange ne s oppose pas a une 
étude statistique des caractéres de race d’une population. Il faut bien avouer, cependant, 
que ces recherches sont trés délicates et ne peuvent nous conduire qu’a des résultats 
approximatifs. 

Nous ajoutons enfin que, dans les études de ce genre basées sur la géographie anthropo- 
statistique et démographique, il faudra nous contenter, le plus souvent, de caractériser 


1 Nous rappelons que la forme de l’ouverture nasale est indiquée par le rapport de la largeur de cette ouver- 
ture a la hauteur (le quotient x too), et que l’on a alors: les nez étroits ou leptorrhiniens (indice inférieur a 48 
sur le squelette et 4 70 sur le vivant); les nez plutdét larges ou mésorrhiniens (indices de 48- 53 et 70-85 respective- 
ment), ou les nez trés larges ou platyrrhiniens (indices de 53 et plus et 85 et plus respectivement). 

2 Voir le Mémoire de P. Broca: |’Indice nasal, « Revue d’Anthropologie », Paris, 1872. Voir aussi, en Ce qui 
concerne la mensuration de l’indice nasal en Italie, Antonio Mort: Alcuni dati statistict sull’ indice nasale 
degli italiani, « Archivio per l’Antropologia, ecc. », Firenze, 1907. 
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une zone de territoire du point de vue de la race, par les caractéres de la majorité de ses 
habitants. Il est certain que l’humanité d’aujourd’hui est composée en grande partie de 
peuples résultant de la réunion et du mélange de plusieurs races; cependant, ces races 
sont juxtaposées ou mélangées en proportions différentes et l’on ne saurait nier que chaque © 
peuple ou chaque région peut présenter l’une de ces races ou de ces mélanges en quantité 
plus grande que d’autres. « Cette prépondérance efface, pour ainsi dire, les éléments secon- 
daires et impose a l’ensemble de la population sa physionomie (raciale). A l’origine, ces — 
ensembles étaient sans doute beaucoup plus simples qu’aujourd’hui? ». Paar, 


F # 


1G. Serat: Le prime e le pitt antiche civilta, avvertenze preliminari, Turin, 1926. 
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Deuxiéme chapitre 
Par le professeur Alfredo NICEFoRO. 


LA RACE ET LE CANCER EN ITALIE 


DONNEES ANTHROPOLOGIQUES ET DEMOGRAPHIQUES CONCERNANT L’ITALIE. 


Les données anthropologiques dont nous disposons pour I’étude de la distribution 
des races en Italie, sont celles de 1’Antropometria militare italiana. Elles contiennent 
des moyennes, des pourcentages, des sériations et quelquefois des tables 4 deux variables, 
pour plusieurs des caractéristiques physiques qui nous sont nécessaires pour établir la 
répartition géographique des races: indice céphalique (sur le vivant), taille, coloration des 
yeux et des cheveux. Certaines données sur la forme du nez, du contour de la face, et 
autres, ne sont pas utilisables. 

Quant aux données démographiques, nous avons déja calculé ailleurs le taux de mor- 
talité par le cancer (de toute forme et pour tous les Ages réunis) pour 1919-1921 (hommes 
et femmes séparément et total pour les deux sexes) dans chacune des régions italiennes, 
a V’occasion de notre enquéte statistique sur le cancer (voir notre rapport a la Section 
dhygiéne de la Société des Nations, tableau VIII, C. H. 333, volume I, Genéve 1925). 
Nous possédons aussi le résultat inédit de calculs sur la mortalité par le cancer, dans 
chacune des seize régions italiennes, résultat obtenu en déterminant la proportion entre 
le nombre des décés par cancer (hommes Agés de 20 ans et plus) (1919-1921) et le chiffre 
de la population masculine du méme groupe d’age (recensement de 1911). Mémes docu- 
ments pour les femmes. En outre, nous disposons des taux de mortalité par le cancer 
_ dans chaque région de I’Italie, calculés en déterminant la proportion entre les décés de 
Igig-1921 et la population Agée de 4o ans et plus, d’aprés le rencensement de 1921. Ce 
dernier calcul n’a pu étre fait qu’au moment ov |’élaboration des données du recensement 
de 192 concernant la classification par 4ge fut connue. Le présent travail était déja 
terminé, mais nous avons eu cependant l’occasion de nous servir de ces résultats tout 
récents, en relisant et en retouchant notre manuscrit. 

En dehors des taux que nous venons d’indiquer, et qui ont été calculés expressément 
pour l’enquéte que nous présentons ici, les publications des Bureaux italiens de statistique 
ont calculé des taux de mortalité par le cancer (tous les 4ges ensemble et les deux sexes 
réunis), 2 plusieurs époques, pour 1887-91; Ig0I-1903, 1912-1916, etc. 


ay 


its 


PRINCIPAUX CARACTERES DE LA REPARTITION GEOGRAPHIQUE DES RACES ET DE LA 
REPARTITION GEOGRAPHIQUE DE LA MORTALITE PAR LE CANCER EN ITALIE. 


A. Répartition géographique des races en Italie. 


Les données anthropologiques pour chacune des seize ré ions italiennes de l’avant- 
Pp 


guerre sous forme de moyennes et de pourcentages ( 
d’aprés les sériations ou les tableaux A deux variables 


exposées dans le tableau suivant. 
Nous y ajoutons la répartition géographique du thorax moyen. 
Des cartogrammes facilitent l’étude de cette répartition géographique. 


i Proportion i 


pourcentages calculés par nous 
de lAntropometria militare) sont 


Indic Taill 
fees pipers Type Type eee Taille ee ees 
: lique (Taille brun blond taille (1,65) Thorax |moyenne asterane es 
Régions moyen des et de crane | Moyen des” brachy- de crane 
sur le |soldats a DA ee dolichomorp, conscrits morphe dolicho- 
vivant | 20 ans). (—80)* (+82) morphe 
(—82 
() (2) (3) (4) (5) (6) (7) (8) (9) 
| Piémont . 85,9 | 1,650] 41,5 13,0 28/1000 | 87,1 | 1,627 87,9 12,1 
\ Ligurie. . 82,3 | 1,656] 47,6 TO) 5 8) 0a Tn 87,6 | 1,636 59,8 40,2 
Nord. .<¢ Lombardie . 84,4 | 1,654] 44,5 10,7 39 87,4 | 1,632 81,3 18,7 
Vénétie 85,0 | 1,666} 41,8 14,2 20 88,0 | 1,653 84,1 15,9 
Emilie. . 85,2 | 1,654 | 50,2 8,3 33 87,8 | 1,639 84,4 15,0 
Toscane . 82,3 | 1,657 | 47;7 9,8 | 115 87,2 | 1,639 57,8 A422 
Centre Marches . 84,0 | 1,639] 49,0 8,8 | 102 87,0) |«r,023 The 2853 
Ombrie 84,1 |.1,644] 48,7 10,4 84 87,5 | 1,626 74,4 25,0 
Latium 81,0 | 1,644 | 52,9 7,3 | 220 87,4 | 1,62 43,5 50,5 
Abruzzes, Molise 81,9 | 1,634 | 50,8 7,6 | 191 3720 l, 007 53,2 46,8 
\ Campanie 82,1 | 1,637! 54,7 7,0 | 162 86,6 | 1,610 47,1 52,9 
Midi. . < Pouilles 79,8 | 1,637 | 55,2 6,6 | 307 87,3|) 1,002 32,3 67,7 
Basilicate 80,8 150,627 1 5010 5,8 | 274 86,3 | 1,589 42,2 57,8 
Calabre 78,4. | 1,634 | | 62,2 4,6 | 428 86,0 | 1,594 19,9 80,I 
Tes _ | Sicile 79,0 1 11;637. 1.957,3 OF 927 86,5 | 1,608 28,9 ih 
Sardaigne 7 7a5:\| 1,021 70,4 2,9 | 559 85,7 | 1,591 15,2 84,8 
Royaume 82,9 41,047 1 os50,7 9:3 | 152/1000 | 87,r — 61,4 38,6 


* Voir plus loin paragraphe VII. 


Liste des régions d’Italie, d’aprés la numérotation employée dans les cartogrammes. 


Piémont. 
Ligurie. 
Lombardie. 
Vénétie. 
Emilie. 
Toscane. 
Marches, 
Ombrie. 


AL, 


OI OMA Y 


Q. 
Io. 
pee 
12. 
T3, 
T4. 
15. 
LO. 


Latium. 
Abruzzes. 


Campanie. 


Pouilles. 


Basilicate. 


Calabre. 
Sicile. 


Sardaigne, 


Il aurait été désirable: 


a) Que l’unité territoriale choisie fit plus petite que la région, par exemple la pro- 
vince. (L’Italie comptait, avant la guerre, 16 régions, partagées en 69 provinces.) Certes, 
les données de l’Antropometria militare auraient permis une analyse de la répartition 
raciale par province, mais cet examen aurait été pour nous inutile pour la raison suivante: 
les décés en Italie (n’oublions pas qu'il s’agit de comparer la répartition géographique des 
races a celle de la mortalité par cancer), ne sont pas enregistrés au domicile habituel du 
mort, mais au leu ou ils se sont produits. Il s’ensuit — comme nous l’avons déja montré 
dans notre premier rapport sur la mortalité par cancer du sein et de l’utérus 1 — qu’une 
partie des individus habitant différentes provinces d’une région, viennent mourir au 
chef-lieu de la région, ot se trouvent les hépitaux les mieux outillés et les cliniques univer- 
sitaires. Le cas se produit tout particuliérement pour le cancer, qui nécessite des soins 
et des interventions chirurgicales. C’est le phénoméne que nous avons appelé «1’attrac- 
tion des chefs-lieux », Or, si nous avions comparé les données anthropologiques de la 
province 4 la mortalité par cancer de la province, nous aurions risqué d’omettre pour 
plusieurs provinces, un certain nombre de décés qui se sont produits dans le chef-lieu, 
c’est-a-dire, dans une autre province, mais qui devraient figurer dans la province ot 
le défunt avait son domicile habituel. Le Piémont, par exemple (région), comprend 
les provinces de Turin, d’Asti, d’Alexandrie, de Novare, de Cunéo, la ville de Turin, dans 
la province du méme nom, étant la ville la plus importante de la région. II est plus que 
probable qu’un certain nombre d’habitants des provinces de Cunéo, Asti, etc., atteints 
de cancer sont allés se faire soigner et opérer 4 Turin. Par conséquent, afin de diminuer 
autant que possible l’inconvénient dont nous avons parlé, nous serons obligés de considérer 
la totalité des décés de la région, sans nous arréter a la province. 


b) Il aurait été désirable que les caractéres anthropologiques que nous utiliserons 
fussent plus nombreux que ceux que nous avons groupés dans notre tableau; nous 
aurions voulu calculer, en plus grand nombre, des pourcentages tirés de tableaux & deux 
ou trois variables (taille, indice céphalique et coloration, par exemple) ; mais la documenta- 
tion fournie par l’Antropometria militare — bien que trés riche — ne nous a pas permis 
de faire les groupements que nous aurions désirés. 

Quoi qu’il en soit, voici les principales conclusions qu’on peut tirer de nos chiffres 
végionaux et de nos cartogrammes, au sujet de la race: 


1. Les régions du nord sont brachymorphes (colonne 1); d’aprés les pourcentages 
que nous avons calculés, les brachymorphes se trouvent dans ces régions a raison de 
87,9, 81,3, 84,1, 84,4 %; la Ligurie, qui est dans le nord, fait exception avec un pourcentage 
de brachymorphes qui descend a 59,8 % (colonne 8; voir aussi la colonne 9). 


2. Les régions du midi et des iles sont dolichomorphes (voir la colonne 9), cependant, 
la Campamie fait exception, avec un nombre presque égal de brachymorphes et de doli- 
chomorphes. Les A bruzzes se trouvent presque dans les mémes conditions. Ce sont les 
Pouilles, la Calabre, la Sicile et la Sardaigne, qui ont le maximum de dolichomorphes, 
avec 67,7%, 80,1%, 71,1%, 84,8% (colonnes 8 et 9). 


3. Parmi les régions du centre, 1’Ombrie et les Marches sont brachymorphes, tandis 
qu’en Toscane les brachymorphes, bien qu’en majorité, ne représentent que les 58% des 
sujets examinés, et que dans le Latium aussi les deux types se présentent presque dans la 
méme proportion. 


1 Rapport sur les résultats des enquétes démographiques dans certains pays, Commission du Cancer, 
C. H. 333, Volume 1, Genéve 1925, pages 122 et suivantes. 
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Figure N° 8. 
ITALIE. 
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képartition géographique de Vindice céphalique moyen 
sur le vivant. 


Inoice ceéphalique moyen 
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4. En somme: bra- 
chycéphalie dans le nord, 
dolichocéphalie, dans le 
midi, zones  brachycé- 
phales ou semi-brachy- 
céphales et semi-dolicho- 
céphales dans le centre ?. 

5. Les zones d’excep- 
tion plus ou moins nettes 
sont: a) la Ligurie, dans 
le nord, qui présente un 
nombre élevé de dolicho- 
morphes. Le fond de sa 
population était proba- 
blement dolichomorphe, 
et a été altéré par des 
migrations lentes, pro- 
venant du nord et du 
nord-est; 6) la Campanie, 
dans le midi, dont le fond 
devait aussi étre doli- 
chomorphe: le mélange 
de populations, toujours 
trés acentué dans les 
territoires renfermant des 
grands ports de mer, y a 
amené des migrations 
lentes de brachymorphes; 
c) la Toscane au centre; 
ce pays, qui a exercé 
pendant des siécles une 
force considérable d’at- 
traction, situé presque a 
la limite des dolicho- 
morphes du midi, et des 
brachymorphes du nord, 


* Il est peut-étre utile de présenter ici quelques chiffres indiquant la répartition des formes craniennes 
d’aprés la méthode Sergi, dans quelques régions italiennes. Nous avons déja parlé de cette méthode en rappellant 
que les formes dites par Sergi ellipsoides, ovoides, pentagonoides correspondent, en majorité, aux cranes allongés 
(de l’espéce euro-africaine de Sergi), tandis que les autres formes (sphénoides, cuboides, etc.) correspondent 
presque toutes aux cranes arrondis (de l’espéce euro-asiatique de Sergi). Les cranes que nous groupons ici d’aprés 
les classifications faites par Moschen et Giuffrida~-Ruggeri (« Atti Societ’ romana di antropologia », Rome, 
1899 et 1907) sont des cranes de la Ligurie, de la Sicile et de la ville de Bologne (Emilie). La Ligurie, d’apres les 
indications de l’indice céphalique moyen, fourni par l’'Antropometria militare italiana, doit contenir un bon 
nombre de dolichocéphales (indice sur le vivant de 82,3); la Sicile est franchement dolichocéphale (indice de 79,6) 
et l’Emilie, ot se trouve Bologne, doit, par contre, présenter, en bon nombre, des brachycéphales (indice de 85,2). 
Or, les quelques cranes en question se répartissent d’aprés la classification morphologique de la maniére suivante: 


; Cranes de forme: 
ellipsoide 
ovoide 
pentagonoide Mey tetas 
autres tallonpees) wih: ae eee ule ae 
sphénoides, cuboides, etc. (arrondies) . 


Totaux . 


L’on voit assez bien qu’il existe une prédominance de formes elli psoides, ovoides, pentagonoides, en Sicile 


et en Ligurie, tandis que les formes arrondies prédominent en Emilie. 


Ligurie Bologne 


43 a 
44 4 
28 4 
a -—— 
17 40 
133 74 


présente ces deux types en nombre presque égal; d) le Latium, dont la force d’attraction 
et la position-frontiére entre ces deux types de population ont été la cause d’une attirance 
de populations «étrangéres », brachymorphes; e) les A bruzzes, qui, tout en faisant partie du 
midi dolichomorphe, ont recu des infiltrations brachymorphes, non seulement de |’Ombrie 
et des Marches, mais aussi des cétes adriatiques, fortement brachymorphes!. Ces 


remarques sur les zones 
raciales d’exception ont 
une certaine importance 
pour nos recherches. Nous 
le verrons bientot. 


6. Les conclusions 
que nous venons d’énon- 
cer trouvent une confir- 
mation dans l’examen 
régional des caractéres 
physiques autres que l’in- 
dice céphalique. On voit 
en effet, par notre ta- 
bleau: @) que les petites 
tailles dominent au sud, 
tandis que les tailles plus 
élevées se trouvent au 
nord; 0) que les brachy- 
morphes, donc de taille 
plus élevée, au nord, ont 
un thorax plus développé, 
tandis que les dolicho- 
morphes des iles et de la 
Calabre ont de trés peti- 
tes tailles et le thorax 
trés peu développé;c) que 
le pourcentage des types 
bruns est beaucoup plus 
élevé dans le midi et dans 
les iles que dans le nord; 
d) que le pourcentage des 
hommes présentant en 
méme temps une petite 
taille et un crane dolicho- 
morphe tel que nous 
Vavons calculé d’aprés les 
tableaux a double entrée 
de l’anthropométrie est 
trés élevé au midi et dans 
Jes iles, relativement au 
reste de la péninsule. 


Figure N° 9, 
ITALIE. 


Répartition géographique de la taille moyenne des soldats 
ad 20 ans. 


Taille moyenne 
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1 Sur ce point, voir notre ouvrage sur l’anthropologie et les conditions économiques des paysans du Molise; 
Ticerche sui contadini, Palerme (1908), pages 44 et suivantes. 
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Figure No 14, 
ITALIE. 


Répartition géographique des hommes a crane dolichomorphe. 
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Pourcentage (% ) 
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om 


(pourcentages des brachymorphes ou des dolichomorphes 
dune élévation d’wne unité dans l’indice céphalique moyen, 
d’un grand nombre de brachymorphes. C’est-a-dire, qu’a 


Nous pourrions donc 
conclure en affirmant que 
l’Homo alpinus peuple le 
nord de l’Italie et Homo 
mediterraneus le midi et 
les fles; que les deux se 
répartissent dans le cen- 
tre del’Italie, sans oublier 
les exceptions régionales 
que nous avons indiquées. 

I ne faudrait pas ou- 
blier, cependant, qu'il y 
a une certaine différence 
entre les brachymorphes 
du Piémont et ceux de la 
Vénétie. Les premiers ont 
une taille (soldats 1m. 650, 
conscrits I m. 627) moins 
élevée que les derniers 
(soldats I m. 666, conscrits 
Im. 653). Il y a peut-étre 
aussi des différences de 
morphologie faciale qui 
permettraient d’affirmer 
la présence dans les zones 
de la Vénétie de l’Homo 
dinaricus, brachymorphe 
de grande taille, de Deni- 
ker, 

Faisons encore deux 
remarques qui auront une 
certaine importance pour 
les études que nous de- 
vons aborder. 

A. Si lon compare 
la colonne 1 de notre ta- 
bleau (indice céphalique 
moyen) aux colonnes 8 
), on constate qu’il suffit 
pour déceler la présence 
la rigueur et faute de 


mieux, pour une premiére et grossiére approximation, l’indice céphalique moyen suffi- 
rait 4 donner une idée de la fréquence des différents types craniens de population. 

B. Silon compare la colonne I, ou les colonnes 8 et 9 (portant toutes sur l’indice cépha- 
lique) aux autres colonnes, on trouve qu’en Italie les brachymorphes ont, en comparaison 
avec les dolichomorphes, une taille plus élevée et une coloration moins foncée ou claire. 


Il s’ensuit que, dans certaines conditions, et faute de mieux, 


il ne serait pas impossible 


de se restreindre dans un premier essai de comparaison entre la géographie de la race et la 
geographie de la mortalité par le cancer, a l’étude (pour les pays ou se trouvent en présence 


: 


les trois ou quatre types d’Homo dont nous avons parlé) de la répartition précise de 
Vindice céphalique, éclairée par quelques indications, méme non statistiques, sur la colora- 
tion et la taille. Nous ne suivrons cependant pas toujours cette voie, et, surtout dans les 
recherches par lesquelles nous commencerons nos travaux, nous aurons soin de ne laisser 
dans l’ombre aucune donnée susceptible d’augmenter la valeur de notre étude. 

Les différents faits anthropologiques que nos chiffres viennent d’indiquer appa- 
raitront d’une maniére évidente, grace 4 un simple calcul qui met en comparaison chaque 
groupe successif d’indices céphaliques moyens avec la moyenne correspondante de chaque 
caractére (méthode dite des moyennes correspondantes). Nous nous servirons ici, pour 
former les groupes successifs, des seize indices céphaliques moyens, de la division de la 
série en quatre parties contenant chacune le méme nombre de régions (quatre), de sorte 
que le premier groupe contiendra les quatre régions qui tombent avant le premier « quartile » 
de la série d’indices céphaliques ; le deuxiéme groupe contiendra les quatre régions qui tom- 
bent entre le premier et le deuxiéme «quartile», etc... Or, en calculant, pour chacun de ces 
quatre groupes successifs, les moyennes des pourcentages de brachymorphes ou de doli- 
chomorphes, celles des pourcentages des types blond ou brun, et les moyennes de la taille 
moyenne et du thorax moyen (il s’agit des pourcentages et des moyennes qui figurent 
déja au tableau précédent, page 48), on arrive au nouveau tableau qui suit. 

D’aprés ce nouveau tableau, il apparait que, au fur et 4 mesure que l’on passe du 
premier groupe de régions (a l’indice plus bas, dolichomorphes) aux autres groupes de 
régions jusqu’a arriver au dernier groupe (a indices les plus élevés, brachymorphes) 
on passe en méme temps du sud au nord; et l’on constate aussi que le pourcentage de 
brachymorphes augmente (24,1, 46,5, 65,9, 84,4) tandis que celui des dolichomorphes 
diminue; que le type brun diminue, tandis que le type blond augmente; que la taille 
s’éléve (I m. 632, Im. 636, Im. 649, I m. 659), de méme que le thorax se développe 
(86,4, 86,9, 87,4, 87,6), tous ces mouvements, en augmentation ou en diminution, se 
faisant de maniére assez réguliére. 


Indices céphaliques des seize régions italiennes en ordre croissant, et en quatre groupes 
s s. , “ S\ 
contenant chacun quatre régions, et moyennes correspondantes d’ autres caractéres 
anthro polo giques. 


Moyennes pour chaque groupe de quatre régions 


des pourcentages 


Régions, et indices céphaliques des pourcentages de des types des moyennes 
brachy- | dolicho- de la du 
morphes | morphes brun blond taille thorax 

Sardaigne (77,5), Calabre (78,4), 
Sicile (79,6), Pouilles (79,8) . . . 24,1 75,9 61,3 51 163,2 86,4 

Basilicate (80,8), Latium (81,0), 
Abruzzes (81,9), Campanie (82,1). 46,5 53,5 53,6 71 163,6 86,9 

Toscane (82,3), Ligurie (82,3), 
Marches (84,0), Ombrie (84,1) . 65,9 34,1 48,2 9,9 164,9 87,4 

Lombardie (84,4), Vénétie (85,0), 
Emilie (85,2), Piémont (85,9) . . 84,4 15,6 44,5 11,8 165,6 87,6 
Royaume (82,7)... . 61,4 38,6 50,I 9,3 164,7 87,1 


B. Reépartition géographique de la mortalité par le cancer en Italie. 


Notre rapport de 1925, déja cité, a traité, en particulier, cette question. Nous y ren- 
voyons donc le lecteur. Mais ici nous ajoutons des nouvelles données, et nous presenterons 
aussi des observations spéciales au sujet des causes d’erreur que la répartition géographique 
d'une cause de décés telle que le cancer peut porter avec elle. 


Les tableaux qui suivent indiquent la répartition de la mortalité par le cancer en 
Italie (16 régions): 

a) Pour les deux sexes réunis, de tout Age (1919-21); 

6) Pour les hommes et les femmes séparément, agés de 20 ans et plus (1919-1921); 

c) Pour les deux sexes réunis, de 40 ans et plus (LQIQ-21) ; 

a) Pour les deux sexes réunis, de tout age, en 1912-16 et en 1887-1891 pour que l’on 
puisse avoir une vue d’ensemble de la répartition géographique de la mortalité, par le 
cancer, telle qu’elle se présentait il y a plusieurs années. 

Les chiffres entre parenthéses indiquent le nombre absolu de décés par cancer, pendant 
la période tout entiére, dans chaque région; ils ont servi a calculer chaque taux de morta- 
lité. D’autres indications se trouvent en note aux tableaux. 


Mortalité par cancer pour 100.000 individus vivants de chaque groupe}. 


As Hommes et femmes | Hommes 4gés de | Femmes Agées de 
Regions de tout Age 20 ans et plus 20 ans et plus 
IQIQ-192I IQIQ-Ig2I IQIQ-1921 
(1) (2) (3) 
PIEMONE) Seen ee ne 79 ~~ (8.106) II5 (3.410) 145 (4.615) 
Ligurie |." sheen eee OTe (33205) 128 = (1.410) 166 = (1.815) 
Lombardie sf.) 2 se 95 (13.652) 170 — (6.708) 163 (6.748) 
Nord -..4 Vénétie.. 20 3 eee 68 = (7.205) 129 )=—_ (3.387) 125 (3.666) 
Emilie.) ee jinn Noneaes 105 (8.410) 182." {4.£70) 183 (4.128) 
Loscane sn. 0 hehe 106 = (8.545) 176 = (4.074) 185 (4.369) 
Marches:.7/ 27. ei panease: 73 (2.380) 128) (1104) T1255 \(T.29%) 
Ombrie’s/ si) 2003, 4 ot ae 61 (1.264) 93 ~( 554) TL. (605) 
Centre i att een eae 85 (3-335) 125 (1.450) 158. (1n834) 
Abruzzes et Molise. . . . 45 (1.911) 7h Aen Aspe 825 (Teas) 
| (Campane oo. enh eae ae 47 (4.647) 63) (9.673) 94 (2.876) 
Pouilles): Oo tees eae 41 (2.596) 53. ~(. 909) 87.) (e612 
Midi . Bs aR fo aa sea PUPS BOR 0557) Se e2OL) 79  ( 34%) 
Calabre 2 ics nica teva ie 40 (1.690) 62 ( 608) 81 (1.052) 
Tec } SIC S oy ay RW a idea ares 45 (4.948) 62. (1.924) 91 4(2:025) 
Sardaigne . ef el ns nite tie eit B35 as9O2) Sie (2 yp) 69 =( 503) 
Dialer ewe ws 7I (73.473) II5 (32.705) I29Q (39.528) 
a I A ee i 
Mortalité par cancer pour 100.000 individus vivants de 4o ans et plus, les deux sexes réunis, 
IQIg-Ig2I 2. 

Piémon ts iiOw Le RON ENT pe 235 (8.025) 

Tuiguimie/ 3% Pig tanert econ ene 252, (3.225) 

Lombardie 233.5 Win. ins pene aera 284 (13.456) 

NV EnCHION 7 oy ues Ree) avant 140 = (7.053) 

Pome. (es de tin er as eae ee ae 313 = (8.298) 

SLOsCaney sn’ actin tN ea ene Re 326 = (8.443) 

Marches») 2° 30st tie ah eenes 218 (2-335) 

Omi brie a iii wi Wee ea a ae ae 210 (1.249) 

UF nt bos esata, Alea te eae 227 (3.284) 

A.bruzzeset Molisen. wus) eens I40 = (1.869) 

Campaditie tosis fat tens Bee ae 138 = (4.549) 

Pouilles, 65.6. yee ae aoe le 117) (23521) 

Basilicate wiras a) Cie ene aan 123/08 (0542) 

Calabro "| 15). haan 0s Wmnnanie tame II7_— (1.660) 

DICE 51 5 ee Geom eee ee eae 128 (4.849) 

Sardaligne sh is ase ear IIr’ (,875) 

Tale fea ce Ae 200 (72.233) 


1 Population vivante d’aprés le dénombrement de IQII. 
* Le nombre absolu de décés est celui des décés de 20 ans et plus; on ne commet qu’une erreur minime en se 


servant de cette donnée au lieu de celle résultant du nombre de déces de 40 ans et plus. La population vivante 
est celle du recensement de 1921, Agée de 40 ans et plus. 


ae 57) = 


Mortahté par cancer pour 100.000 individus, les deux sexes réunts, et de tous les ages}, 


Période Période Période Période 
IQI2-I1916 1887-1891 IQI2-I1916 1887-1891 
Piemont 3 . Wij ae(E3.030) |) 37,2) ( 5.905) Abruzzes et 
ASU bLOn pasmcets 7pm b42895)) 1952.0) ( 2.520) Molise). 46,9 ( 3-452) | 29,6 ( 2.022) 
Lombardie . . 85,5 (21.229) | 53,6 (10.512) Campane...) 44,7 ( 7-613) | 32,5 ( 4.880) 
WVic MOGI ct er ctal 6655) (f2.311))') 44,3) ( 6.519 Poutllest aise ~n: ALOU (A515 2)ae eee (ne Aor) 
Hmiltem ie sais 95,0, (13-323) | 65,7 ( 7.513) iBasili¢acermems. A'45 2a (elie O77) 2350 (OOS) 
pLOSGAnN Ciara. 98,2 (13.624) | 68,2 ( 7.991) Calabre. 3 0% AOV 2H (822087 )a 23a (ile 5 27) 
Marches ... TST ATLA Te 55,20 1\( 2.725) Sicile mee ee 220 (Gs O07) e m2O5Qun (427735) 
Ombre weer co. SOOM 23r27 mim 4a.ow (eT. o4r) Sardaigne. . . 2 2a lente fat Gee |e 7, (O20) 
Latium. . .. | 71,2 ( 4.897) | 46,7 ( 2.382) Italie. . | 66,2 (118.816) | 42,7 (64.190) 
Voici les quelques observa- Figure N° 15. 
tions que suggére une premiére Ee ba vg) LTALIE: Be 
inspection de nos tableaux: Répartition géographique de la mortalitée par cancer chez 
raed les hommes de 20 ans et plus, période de IgIg 4 1921, 


I. Le midi et les iles sont 
beaucoup moins atteints par le 
cancer que le centre et le nord. 


pour 100.000 individus. 


2. Le nord et le centre sont 
assez lourdement frappés puis- 
que les taux de mortalité de 
chacune de leurs régions sont, 
_ a une ou deux exceptions pres, 
constamment supérieurs au 


‘ Morlalite pour 100000 1d 
XS Seer J 

SOMO 50 - 74 
. Se EL 
YY, '00 — 124 


Ke 


: Bom 68125 — [49 
taux général pour I’Italie. 
150 - 174 


3. Le taux du Latium est 
assez élevé, mais il ne faut pas 
oublier que la ville de Rome 
exerce une forte attraction sur 
les malades, attraction qui 
déborde le cadre de la région. 


175 - 200 


4. Deux régions attirent 
spécialement notre attention 
comme étant celles oti la morta- 
lité par cancer est la plus élevée: 
la Toscane (aucentre) et l’Emilie 
(au nord, mais confinant aux 
régions du centre). 


5. La Ligurie et la Lom- 
bardte suivent de trés prés, avec 
des taux assez élevés. = 


1 Chiffres calculés par l’Annuario Statistico, de 1917-18, page 60. 
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L’examen que nous venons de faire, ainsi que d’autres examens qu’on pourrait 
effectuer sur la répartition géographique indiquée par nos chiffres, seront facilités par le 


_ tableau suivant qui représente les chiffres des trois tableaux précédents par ordre de rang. 


Les numéros les plus bas indiquant les régions out la mortalité par le cancer est la plus 
basse, on constate immédiatement que les régions du midi et les {les ont toujours des 
numeros allant de 1 4 7; que ces numéros sont plus bas que ceux entre lesquels se place 
la mortalité par le cancer, pour l’Italie entiére; que la Toscane et l’Emilie se rangent 
toujours aux deux rangs les plus élevés: 15 et 16, etc. 

Ce tableau et les trois tableaux qui précédent suggérent aussi les observations suivantes: 

Sil’on compare entre elles les différentes colonnes de nos tableaux, on remarque, d’une 
part, que le taux de mortalité par le cancer a constamment augmenté dans chaque région 
(de 1887-1891 a 1919-2T) a une ou deux exceptions prés; et que, d’autre part, l’augmentation 
de la mortalité par le cancer a été généralement plus forte pour les régions du nord et pour 
celles du centre, oti la mortalité était déja assez élevée, que pour les régions du midi et les ‘les. 


Numéros @crdre, ou vang, que les seize régions italiennes occupent dans les différentes séries 
de mortalité par le cancer, le N° 1 indiquant la mortalité la plus basse, 
et le N° 16 la plus élevée. 


Période I919-1921 Période 
heyi Période Periode |Les 2 sexes}! Hommes Femmes [goss oc 
Regions 1887-1891 | 1912-1916 éunis 2 Le gency 
: réunis 20 ans 20 ans réunis, 40 
(tout age) et plus et plus ans et plus 
HPIGMOMbI wastes eat. ak 8 12 Il 9 LE I2 
I Ry Os Soe OR ae 12 13 13 Ty 14 13 
Lombardie. . . . . . 13 14 14 14 13 14 
Ménéetiewes sf. wf)... Ke) 9 9 13 9 7 
AOE Se 2h 58g 15 15 15 16 15 15 
oscanew, wk. 7s So, 16 16 16 15 16 16 
2 ENG Ne a 14 II 10 II 9 ie) 
(OM more A) eee ae ee 9 8 8 8 8 9 
LOST 6 II imo) 12 IO 12 It 
Abruzzes et Molise 5 y 5 7 4 H 
Campanie . est te a 6 yi 6 7 6 
emegmrn oh. ss 4 3 4 2 5 2 
Basilicate 3 5 2 3 2 4 
Calabre . 2 2 2 4 3 2 
Sicile 6 4 5 4 6 i 
Sardaigne . be A Seas I | I I I ul I 
EGLTC TR ns) 3 (8-9) (8-9) (9-r0) (9 bts) (9-10) (S-9) 


On peut remarquer aussi que, dans ses grandes lignes, la répartition régionale 
du cancer reste la méme, quelle que soit la colonne de nos tableaux que nous interrogions. 


Ss) 72 
Tae entre la colonne de la mor- 
N(N?2 — 1) 


lité pour tous les Ages ensemble, (1919-1921) et celle pour les ages de 40 ans et plus, on 
trouve 0,969 qui est presque l’unité, celle-ci indiquant que les éléments des deux series 
se placent rigoureusement suivant les mémes rangs 1. Cependant, on peut voir que cette 
répartition sinon dans ses grandes lignes, du moins dans ses détails, change légerement 
suivant que l’on considére séparément les hommes ou les femmes. On remarque aussi que 
la répartition géographique de la mortalité par le cancer, pour les hommes et les fem- 
mes ensemble, suit de plus prés celle des femmes que celle des hommes. 

Tels sont donc les résultats statistiques et, pour ainsi dire formels que nos tableaux 
peuvent suggérer. Nous verrons plus loin si les chiffres eux-mémes sur lesquels nous avons 
travaillé présentent un degré de confiance tel que les résultats obtenus puissent étre 
considérés comme des résultats réels. 

1 Le coefficient ¢ dont nous nous servons ici donne une bonne approximation du coefficient v de Bravais, en 


En effet, en calculant «l’indice des rangs » (¢ =I — 


posant v = 2 Sin (Z °). 


bt eae 


1 


INDICE CEPHALIQUE MOYEN ET MORTALITE PAR LE CANCER. 


Pour nos comparaisons entre la répartition géographique de l’indice céphalique et 
celle de la mortalité par le cancer, nous appliquerons tout d’abord la méthode des moyennes 
correspondantes. 

Un coup d’ceil aux indices céphaliques des seize régions italiennes nous montre qu'ils 
oscillent entre un minimum de 77,5 (Sardaigne) et un maximum de 85,9 (Piémont). 
Placons ces indices en ordre croissant et répartissons cette série de seize indices céphaliques 
en quatre tranches égales: la premiere comprendra les quatre indices les plus bas 
(premier quart de la série), et la derniere les quatre indices les plus élevés (dernier quart 
de la série). Placons en regard de chaque indice céphalique de cette série ascendante le 
taux correspondant de mortalité par le cancer. On trouvera le résultat de cette opération 
au tableau ci-joint. Cette disposition permet de voir assez facilement si la mortalité 
par le cancer augmente ou diminue lorsque Vindice céphalique augmente. Dans notre 
cas, a l’augmentation de l’indice céphalique correspond une diminution de la mortalité 
par le cancer. 


Mortalité correspondante par le cancer pour 


: ont eee 100.000 habitants de chaque groupe d’age 
Indices céphaliques des seize régions italiennes it: 2 


en ordre croissant (c’est-a-dire passage des Hommes de Femmes de Hommes et 

dolichomorphes aux brachymorphes) 20 ans et 20 ans et femmes de 

plus plus tout age 

I9QIQ-1921 IQIQ-192I IQIQ-1921 
77,5 Sardaipne fide pelts) hae a oa 51 69 35 
78,4 Calabret, 7. Woke cee seein er eae 62 81 40 
79,6 SICH SoS RM a aioe Vinal tcaee: ec Mate 62 gI 45 
79,8 Powillesityt act yee smh: pee ee 53 87 41 
80,8 IDasilicatercme eho entree eee 57 79 39 
81,0 Latium. na Pee ee oe 125 158 85 
81,9 ‘A bruzzes et) Molise). re). ye vane 7 82 AS 
82,1 Campanie ? Bowie sae wo ee 63 94 47 
82,3 Toscane. .. . . SU chal ta hota aa 176 185 106 
82,3 Lapurie:;, een as eee eee 128 166 gI 
84,0 Marches yc thptriticnt ed oneness teak 128 125 73 
84,1") COmbriet Oya we ots Dee ae 93 117 61 
84,4 Lombardiéwive cei 2c) tee eee 170 163 95 
85,0, (  Ven6te O2 ATs tio tnt cee aces 129 125 68 
85,2 Emilie Sart Or gy EPR aL het hah 181 183 105 
85,9 Piémonty She ua eek oun ee II5 145 ne 
82,7 Tialte £02 (ght e? tet eT ee e IIs I29 7t 


Renversons maintenant les réles et mettons en ordre croissant les taux de mortalité 
par le cancer, en inscrivant en face de chaque taux de mortalité de la série ainsi composée 
Vindice céphalique correspondant. Nous avons le tableau suivant. Nous nous bornerons 
‘the ce Neate a répéter les chiffres de mortalité du groupe d’Age de 20 ans et plus 

ommes). 
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Taux de mortalité par le cancer dans Indice 
16 régions italiennes, par ordre croissant céphalique 
(hommes de 20 ans et plus) correspondant 
51 Sardaigne. 77,5 
53 Pouilles. 79,8 
57 Basilicate. 80,8 
62 Calabre. 78,4 
62 ~=Sicile. : 79,6 
63 Campanie. ... 82,1 
71 Abruzzes et Molis 81,9 
93 Ombrie. 84,1 
II5 Piémont 85,9 
I25 Latium. 81,0 
128 Ligurie . 82,3 
128 Marches 84,0 
129 Vénétie. 85,0 
170 Lombardie . 84,4 
176 Toscane 82,3 
181 Emilie . 85,2 
II5 Italie. 82,7 


Ici encore, on voit que lorsque la série de la mortalité par le cancer va en augmentant, 
les indices céphaliques passent, grosso modo, de la dolichomorphie a la brachymorphie. 
On obtiendrait une vision synthétique de ces faits, en plagant en face de chaque 
quart de la série ascendante les moyennes correspondantes de l’autre phénoméne: c’est- 
a-dire en face du premier quart des indices céphaliques croissants, la moyenne des quatre 
taux de mortalité, etc. Les résultats sont indiqués au tableau suivant: 


Classes d’indices céphaliques 


Les plus dolicho- 


morphes: 
ref groupe 77,5 
ZmMerSroupe - 80,8 
Les plus brachy- 
morphes: 
ZV eSrOUpe a 82,3 
Amel oroupe) 84,4 


ascendants 

78,4 \ 79,6 | 79,8 
81,0 81,9 82,1 
S2 sb eo4 On lee SA: I 
85,0 85,2 85,9 


Moyenne des taux correspondants 
de mortalité par le cancer 


Hommes et 
femmes de tout 
age 


Hommes Femmes 
de 20 ans et plus | de 20 ans et plus 


57 82 
Oe 1038 
131 148 
149 154 


LS 


1 44 sans la mortalité du Latium. 
2 64 sans la mortalité du Latium. 
% 85 sans la mortalité du Latium. 


Se ie 
Et en renversant les réles, on obtient: 


I. Aux quatre groupes de mortalité croissante, pour les hommes de 20 ans et plus, 
correspondent les quatre moyennes suivantes des indices céphaliques: 


79.1 81,9 83,3 84,2. 


iS) 


. Aux quatre groupes de mortalité croissante, pour les femmes de 20 ans et plus, 
correspondent les quatre moyennes suivantes des indices céphaliques: 


797 81,4 84,0 83,9. 


IB) 


3. Aux quatre groupes de mortalité croissante, pour les deux sexes réunis de tout 
age, correspondent les quatre moyennes suivantes des indices céphaliques: 


79,1 81,9 84,0 83,9. 


En général, il y a augmentation plus ou moins réguliére de mortalité, en passant 
du premier au quatriéme groupe d’indices céphaliques, 4 savoir en passant des dolicho- 
morphes aux brachymorphes; et il y a augmentation plus ou moins réguliére d’indice 
céphalique (c’est-a-dire qu’il y a passage des dolichomorphes aux brachymorphes) lors- 
qu’on procéde du groupe de la mortalité la plus basse au groupe oti la mortalité est la 
plus élevée. 


On peut calculer la moyenne des différents taux comme nous l’avons fait, si l’ou 
veut avoir une premiére idée assez approximative de l’allure générale du phénoméne. 
Mais l’on pourrait observer qu’au lieu de se servir de la moyenne tirée de taux diffé- 
rents de mortalité, il faudrait calculer chaque moyenne non pas d’aprés des moyennes, 
mais d’aprés les chiffres absolus du groupe considéré. Voici ce que nous voulons dire: 


Soit, d’une part, la série des indices céphaliques, en ordre croissant, telle qu’elle 
figure dans nos tableaux précédents. En face du premier groupe des quatre indices: 
77,5, 78,4, 79,9, 79,8, le calcul des moyennes des taux correspondants de mortalité donne, 
ee ed = 57, et, pour les femmes Agées 


= 82. Les quatre régions comprises dans ce groupe 


4 

sont la Sardaigne, la Calabre, la Sicile et les Pouilles. Le calcul de la moyenne pour la 
mortalité (hommes), au lieu d’étre effectué en additionnant 51, 62, 62, 53 et en divisant 
par 4, aurait pu étre effectué en calculant le rapport entre la somme des décés annuels 
par le cancer (hommes Agés de 20 ans et plus, dans les quatre régions) et la population 
masculine totale des quatre régions, Agée de 20 ans et plus. Ce calcul ne donne pas 
toujours des résultats trés différents de ceux de l’autre: mais parfois il améne a des 
chiffres assez éloignés de ceux qu’on obtient par l’autre méthode. 


Tous les éléments de ce nouveau calcul sont groupés dans les deux tableaux suivants: 
le premier donne des chiffres absolus des décés par le cancer et de la population par sexe, 
de 20 ans et plus dans chaque région (919-1921) et la population de 40 ans et plus; 
le deuxiéme contient les chiffres absolus des décés par le cancer, hommes et femmes 


ensemble, de tout age, pour la méme période, et la population totale des deux sexes, 
dans chaque région. 


pour les hommes de 20 ans et plus 


6 8 8 
de 20 ans et plus OO OE vers Ore Jor 


ener 


Décés par le cancer | 

pendant la période | Population Agée de 20 ans et plus 
I919-1921 (population (911) 
agée de 20 ans et plus) 


Population agée 
de 40 ans et plus 
(les deux sexes 


Indices céphaliques moyens 
des régions italiennes, 


par ordre croissant réunis) 
(1921) 
Hommes Femmes Hommes * Femmes 

77,5 Sardaigne 372 503 242.716 241.760 262,177 
78,4  Calabre 608 1.052 329.087 430.390 469.578 
79,6  Sicile 1.924 2.925 1.033.456 1.069.942 1.261.089 
79,8  Pouilles 909 Woe 570.057 514.188 US, 2Al 
80,8 Basilicate 201 341 118.414 144.558 145.488 
St Om latin 1.45 1.834 387.202 386.048 482.607 
81,9 Abruzzes et M. 751 Tpetieli 355.153 450.439 444.928 
82,1 Campanie 1673 2.876 883.581 1.015.227 1.101.130 
82,3 Toscane $:074 4.369 773.188 788.544 862.202 
; S25 Ligurie 1.410 815 366.301 364.043 420.099 
84,0 Marches 1.104 12o0 287.747 329.061 356.547 
84,1 Ombrie 554 695 198.578 198.007 198.0106 
84,4 Lombardic 6.708 6.748 1.314.899 1.384.009 We 77423 
85,0 Vénétic A389 3.666 876,091 978.364 1.687.988 
85,2 Enmilie 4.170 he 42528 768.099 753-136 884.193 
85,9  Piémont 3.410 4.015 987.119 1.057.661 I.14£.002 


SS NSS SSS SST SSS SSS A TSS ish Cs A Nn 
Se na a AE AER RP EEE SEA MAL ORE DN Tih Cel DEES TS RM eR 
Décés par cancer, 
population de 


poe rye arson tout age Population de tout 
par ordre croissant de pendant la période ,; Age (1911) 
Vindice céphalique 1919-1921, les deux 2 ; 


sexes réunis 


Sardaigne. . . go2 852.407 
if COMANDES . 5.0) st 1.690 1.402.151 
SlOtle mashes he 4.948 3.672.258 
IPowillesme eee. 2.596 2.130.151 
Basilicate .. 557 474.021 
iBanahibeny Son ae 3.335 1.302.423 
Abruzzes et M. T.QII I.430.706 
Campanie. . . 4.647 3.311.990 
Hoscame wa). |. 8.545 2.694.700 
k ; iounieem a, ake 3.265 T.197.231 
A Marches 2.380 1.093.253 
‘ Ombrios £0 52 1.264 686.596 
* 
Lombardie . . 13.652 4-799.473 
a Venctie-w— =... 7.205 3.527.300 
t Bria ae oS 8.410 2.081.201 
2 Piémont ... 8.106 3.424.450 
>? 
cs 


; 7: rif ) 
Taux pondéré de mortalité pour 372 + 608 + 1.924 + 909 
les quatre premiéres régions (hommes 3 x 100.000 
agés de 20 ans et plus) 242.716 + 329.087 + 1.033.450 + 570.657 J} 


en: 


a 


‘ 


ce qui donne un taux de mortalité de 58 pour 100.000 hommes agés de 20 ans et plus. On aurait pu calculer, 
— et on aurait obtenu le méme résultat —, en multipliant le taux de mortalité de chaque région par le nombre 
absolu des habitants de la région, puis en divisant la somme de ces produits par le total des habitants. 

Voici, en effet, le résultat de ce nouveau calcul des moyennes correspondantes 
(pondérées). 


Taux de mortalité par cancer, 1919-21, calculés 
sur le nombre absolu des décés et de la population 
de chaque groupe 


Groupes de régions par ordre croissant de l’indice (Pour 100.000 individus de chaque groupe) 


céphalique mae 
Hommes de Femmes .de iss dens eter 
20 ans et plus | 20 ans et plus sealed 
P 4 P tout age 

Groupe I (le plus dolichomorphe) .... . 58 86 42 
Groupe IT PL iets gama eApEO | Be oo hc 78 103 C58 
Groupedlh les Wy Nin itemcch ec Uh. Ween meena 146 160 IIo 
Groupe IV (le plus brachymorphe) ... . I49 153 86 


L’allure générale du phénoméne reste a peu prés celle que la méthode de la 
moyenne arithmétique simple avait indiquée; mais ici, la coincidence entre |’élévation 
de Vindice céphalique (brachycéphalie) et l’élévation du taux de mortalité est moins 
réguliére. On remarque: 


19 Que les deux premiers groupes d’indices céphaliques (77,5 4 82,1, dolichomorphes) 
ont des taux de mortalité par le cancer plus bas que les deux derniers (82,3 4 85,9, brachy- 
morphes) ; 

2° Que le troisiéme groupe, par contre (indices 82,3 4 84,1: Toscane, Ligurie, Marches, 
Ombrie) aurait une mortalité plus élevée que le dernier. Y a-t-il lieu de soupconner que les 
dolichomorphes ont une mortalité par cancer trés basse, les brachymorphes une mortalité 
plus élevée, et les zones ot les deux éléments sont fortement mélangés une mortalité plus 
élevée encore ? 

On peut répéter nos calculs pour la population de 40 ans et plus. Les données numeé- 
riques nécessaires a ce nouveau travail se trouvent dans les tableaux que nous avons 
déja mis sous les yeux du lecteur. Or, si l’on calcule les moyennes ou les taux correspon- 
dants de mortalité pour chaque groupe de régions placées par ordre d’indice céphalique 
croissant, voici le résultat: 


Taux de mortalité par le cancer, | 
I919-192I1, Correspondant a chaque 
groupe; les deux sexes réunis 
(agés de 40 ans et plus) 

(Pour 100.000 individus de 
chaque sexe) 


Groupes de régions par ordre crois- 
sant de lindice céphalique. 


Moyenne des Taux moyens 


taux 1 (taux pondérés) 
Groupe I (le plus dolichomorphe) 118 N22 
Groupe II Sige Aro cea ; 157 157 
Gronpexli la. ee mae aes 251 274 
Groupe IV (le plus brachymorphe) 243 232 


RT SSE ET ESSE SEEDED SE TE ET LT ECO 5 ET CIID PPE OR EE hs SE FI PPE 


_ } Voici les taux pour chaque région (nombre des décés par le cancer, de 20 ans et plus, par rapport 4 la popu- 
lation vivante de 40 ans et plus, les deux sexes réunis): Sardaigne, 111; Calabre, 117; Sicile, 128; Pouilles, 117; 
dasilicate, 123; Latium, 227; Abruzzes et Molise, 140; Campanie, 138; Toscane, 326; Ligurie, 252; Marches, 
218; Ombrie, 210; Lombardie, 284; Vénétie, 140; Emilie, 313; Piémont, 235. 


— 65 — 


Un diagramme peut donner aussi une idée de l’allure que prend la variation de I’indice 
céphalique en passant d’une région a l'autre et de celle que prend, en méme temps, I’allure 
de la mortalité correspondante par le cancer. II suffit d’inscrire l’un aprés l’autre, sur une 
ligne horizontale et a des distances égales, les noms des seize régions d’Italie, par ordre 
céphalique crovssant, c’est-a-dire des dolichomorphes aux brachymorphes, de représenter 
ensuite par une coordonnée ou un point l’indice céphalique de chaque région, de maniére 
a avoir une ligne ascendante ou plus ou moins ascendante, et de représenter en méme temps, 
sur ce méme diagramme, pour chaque région, son taux de mortalité par le cancer. Nous 
nous limiterons a la série concernant la mortalité des hommes agés de 20 ans et plus et 
nous nous servirons d’un diagramme logarithmique. On voit que, tandis que la ligne 
de Vindice céphalique monte, la ligne de la mortalité, avec des oscillations et des irrégu- 
larités plus ou moins marquées, tend aussi A monter; la premiére partie de cette ligne-ci 
est au-dessous de la ligne de l’indice céphalique; la deuxiéme partie saute au-dessus. 
(Voir figure 18 4 la page suivante.) 


Dvailleurs, la série de la mortalité, telle que nous venons de l’obtenir en placant 
chaque mortalité régionale en face de chaque indice céphalique croissant, peut étre inter- 
polée par une ligne droite qui est nettement ascendante. La série de la mortalité, en effet, 
donne les taux suivants: 51, 62, 62, 53, 57, 125) 71, 03,070) 1200125 ga FOmneO Tor 
115, ces taux se référant respectivement aux régions suivantes: Sardaigne, Calabre, 
Sicile, Pouilles, Basilicate, Latium, Abruzzes, Campanie, Toscane, Ligurie, Marches, 
Ombrie, Lombardie, Vénétie, Emilie, Piémont. En interpolant une ligne droite, Véquation 
qui en résulte est y = 104 + 7,13 x dans laquelle la valeur 104 indique la moyenne des 
seize taux, le signe + indique que la ligne droite est ascendante et la valeur 7,13 mesure 
de combien la ligne droite monte en passant d’un terme al’autre de la série théorique 
formant la ligne droite 1. 


Mais quelle est 1’« erreur » de ce coefficient d’élévation (slope of trend) de la ligne 


droite ? L’on sait que cette erreur est indiquée par o, = ou a, est égal a la racine 


Gy 
V dx? 
carrée de la moyenne des carrés des écarts entre la ligne droite et la série brute, c’est-a- 

: ra a7 pie ee ; P . , 
dire qu'il résulte du calcul de o,? =>’ ou 7 représente chaque écart. Et =x? est égal 


. N (N?— 
al! T) 
12 


a0r, dansinotre cas, ¢,2 = aoe = 910, les écarts étant pris entre la série brute 


et les chiffres de la ligne droite arrondis a la premiére décimale; co, = 30,1; 2x? = 340; par 


: ; £7 230,1 
eonsequent, l erreur est 95 —=— = 1,64. 
V 340 


La signification de cette erreur est donnée par le rapport entre le coefficient 
d’élévation de la ligne droite, que nous connaissons, et l’erreur elle-méme, c’est-a-dire 


Bape 233 


164 434, cette derniere valeur montrant que le coefficient d’élévation de la ligne 


1 Nous avons opéré ici sur la succession des taux de mortalité de chaque région comme si toutes les 
distances entre les régions placées sur la ligne des abscisses étaient égales; on comprend bien que la ligne 
droite résultant de cette interpolation n’a pas la signification qu’elle a dans les cas ou les intervalles sont 
réellement égaux, par exemple, dans une série dite de temps. De méme, il ne faut pas confondre «1’erreur 
probable » qui résulte de notre calcul avec la mesure de V’approximation entre la ligne interpolée et le mou- 
vement réel du phénoméne. 


Lh h 


+ BGR 
_ SOOUIAQL 


| sipsequioy 


L-g1uedwey 3 
+ SOZZNIQY | 
F SAYING | 


-QUBIEDIES 


091; log 
ol" | OL! 
oe yey) 
OB Sees o6t 
OO 1 QYTAD 
003 los 
013} long 
033 | ~ Ee 


Saury)1se507 


“AJUVSSIOLI BANID AUN JuauUadd (a9StAQ aUsYy ‘snd Ja SUD OE ap sasy Samumoy) sAsdUvI 9 Avg AIYwILOML ap SJuvpuodsasso9d 
xnvy say anb j10a ug *(anuyuos aazuyurogd ausy) quvssros9 anbywygao a0Upur p asps4o Avg SagUusyDY JUOS SAUUaYYIL SUOIAZA SAT 


‘ATIVIT 


"ST oN O5nSiq 


droite est de 4 fois et demi environ plus grand que son « erreur ». Il y aurait donc lieu 
de croire, peut-étre, que la déviation de la ligne droite, telle que nous l’avons obtenue, 
d’une ligne horizontale, n’est pas accidentelle. 


* 
* k 


Voici encore une méthode parmi les plus simples et les plus rapides, pour une premiére 
étude de deux séries (anthropologique ou raciale, d’une part; de mortalité par le cancer, 
d’autre part), sans toutefois vouloir l’appliquer a toutes nos series. 

En répartissant dans les quatre « cadrans » d’un carré les données relatives a l’indice 
céphalique et la mortalité par cancer des seize régions italiennes (mortalité des hommes 
agés de 20 ans et plus) nous aurons les quatre « cadrans » suivants: 


Mortahité par le cancer et indice céphalique en Italie. Mortalité des hommes de 20 ans et 
plus. Les chiffres de chaque carré indiquent le nombre de régions qui ont simultanément 
Vindice céphalique et la mortalité par cancer indiqués par les tétes de colonne. 


Indice céphalique 


Supérieur a Inférieur & 
Vindice médian? | l’indice médian1 
Supérieure a 
la mortalité 7 I 
Mortalité médiane 2 
par —__— | — 
le cancer Inférieure a la 
mortalité I oj 
médiane ? | 


a RPS SS ESC SS TS ST PS 
On voit immédiatement qu’il existe une association entre les variables qui occupent les 


« cadrans » qui ont pour téte de colonne: indice supérieur et mortalité supérieure, d’une 
part, et: indice inférieur et mortalité inférieure de l’autre. En calculant les chiffres théort- 


. X 8 x< 
ques de chaque « cadran », on aura pour le premier « cadran », en haut, a gauche, Tey coat 


et de méme pour les autres « cadrans ». C’est-a-dire que dans les deux « cadrans » ot l’on 
trouve marqué 7 et 7, le nombre des associations effectives est supérieur a celui des 
associations théoriques, et vice versa. 
et oe 

Une autre méthode simple et rapide pour se faire une idée du degré d’association 
de deux variables consiste a calculer |’indice dit des rangs. 

Si l’on place les seize régions par ordre croissant d’indice céphalique en donnant a 
chaque région un numéro d’ordre, I, 2, 3... 16, et si l’on inscrit en face de chaque région 
le numéro d’ordre de chaque mortalité correspondante, les deux series de numéros d’ordre 


6 (2d? 
correspondent-elles ? La formule des rangs p = I — we nous donne, pour les deux 


séries: indice céphalique et mortalité des sujets 4gés de 20 ans et plus, 1 — 0,107 = 0,893 
pour les hommes et I — 0,309 = 0,691 pour les femmes, indiquant que les deux séries 
(indice céphalique et mortalité) se disposent presque dans le meme ordre. Si la disposition 


82,1 82, 
1 L’indice céphalique médian est “i = 82,2. 


II 
2 Le taux médian de mortalité est oh. = 104. 


= 6g 


avait été absolument pareille (indice croissant, mortalité croissante), le résultat de notre 
calcul auraitété = 1. Le résultat 0,893, ou 0,6g1, est assez prés de r 1. 


Quoique le nombre des éléments composant nos séries (seize régions) soit peut-étre 
pat) et quoique on 
1°2 
puisse discuter sur l’opportunité de l’usage de ce coefficient dans le cas que nous envisageons, 
voici le résultat du calcul de y pour la mesure du degré de corrélation entre la série 
formée par l’indice céphalique des seize régions et celle formée par la mortalité due 
au cancer chez les individus de 40 ans et plus. La valeur de la variabilité « est de 2,43 
pour l’indice céphalique (c’est-a-dire que cette valeur mesure le degré d’hétérogénéité 
des régions italiennes quant a l’indice céphalique), et de 72,3 pour la mortalité (pour 
100.000 individus de 40 ans et plus). La somme des produits des écarts 5 (x y) est de 
1.767 
2.811 
est assez basse; elle résulte de 0,102 *, de sorte que le coefficient en question résulte 


trop bas pour le calcul du coefficient de corrélation de Bravais, 7 = 


1.767. Par conséquence 7 = = 0,63. L’erreur probable de ce coefficient de corrélation 


¥ = 0,63 = 0,102. 


Cela pourrait indiquer l’existence d’une corrélation significative, positive ou d’ordre direct, 
ou du méme signe, entre l’augmentation (ou la diminution) de l’indice céphalique et Vaug- 
mentation (ou la diminution) de la mortalité par le cancer. 


EV) 


POURCENTAGE DE CRANES DOLICHOMORPHES ET DE CRANES BRACHYMORPHES DANS CHAQUE 
REGION D’ITALIE, ET MORTALITE CORRESPONDANTE PAR LE CANCER. 


Nous avons montré déja (paragraphe VIII de notre Chapitre I) que l’indice céphalique 
moyen de chaque zone risque de donner des indications plus ou moins inexactes sur la 
composition raciale de ces zones, et nous ajoutions qu’il vaut mieux se servir (lorsque la 
chose est possible) du pourcentage, dans chaque zone, de cranes brachymorphes ou doli- 
chomorphes. L’Antropometria militare italiana permet de calculer ces pourcentages. 
Calculons donc pour chaque région le pourcentage d’individus qui présentent un indice 


cephalique de 82 et plus. Ce seront les brachymorphes. Nous calculerons également le 


pourcentage d’individus dont l’indice céphalique est inférieur 4 82; ce seront les doli- 
chomorphes. 


1 Dans le calcul de p, lorsque deux régions présentent le méme taux, nous donnons & chacune d’elles 


le méme numéro d’ordre; puis la région qui vient immédiatement aprés regoit un numéro d’ordre supérieur 
de deux unités. 


, : ; sys 
2 L’erreur probable du coefficient de corrélation r est donnée par 0,6745 (tin 9) ) 


n 


Les résultats de nos calculs et les moyennes des taux correspondants de mortalité 
par le cancer sont indiqués dans le tableau suivant. Nous nous limiterons, en ce qui touche 


. la mortalité, aux séries des individus Agés de 20 ans et plus. 


Les résultats sont absolument les mémes que ceux déja obtenus en comparant la 
série croissante des indices céphaliques moyens 4 la série de la mortalité. Les moyennes 
de la mortalité, pour chacun des quatre groupes, restent les mémes. C’est que chacun 
des quatre groupes d’indices céphaliques croissants embrasse les méme régions que chaque 
groupe de pourcentages croissants de brachymorphes. 


Taux moyens de mortalité 

d’aprés les chiffres absolus 

des décés et de la popu- 
lation 


Moyennes des taux corres- 
pondants de mortalité 


Pourcentages de cranes brachymorphes (82 et par le cancer 


plus sur le vivant) en ordve croissant dans 


les seize régions italiennes 


Hommes de | Femmes de | Hommes de | Femmes de 


20 ans et 20 ans et 20 ans et 20 ans et 
plus plus plus plus 
15,2 19,9 28,9 32,3 57 82 58 86 
42,2 43,5 47.1 53.2 79 1 104 ? 78 103 
57,8 59,8 Gitte) 74,4 131 148 146 160 
81,3 84,1 84,4 87,9 149 154 149 153 


Taux de mortalité 
d’aprés les chiffres absolus 
des décés et de la popu- 


Moyennes des taux corres- 
pondants de mortalité 
par le cancer (hommes de 


Pourcentages de cranes dolichomorphes (indice 
inférieur 4 82 sur le vivant) en ordre croissant 


dans les seize régions italiennes 20 ans et plus) iauod 
T2°% 15,6 15,9 18,7 149 149 
25,0 28,3 40,2 42,2 131 146 
40,8 52,9 56,5 57,8 79a 78 
67,7 71,1 80,1 84,8 57 58 


Vi: 


POURCENTAGE DU TYPE BRUN ET DU TYPE BLOND DANS CHAQUE REGION ET MORTALITE 
CORRESPONDANTE PAR LE CANCER. 


L’Antropometria militare italiana donne le pourcentage des individus de type brun 
et celui des individus de tyfe blond dans chacune des seize régions italiennes *. Or, si 


1 64, sil’on écarte la mortalité du Latium. 

2 85, sil’on écarte la mortalité du Latium. i , “y 

3 L’Antropometria militare italiana calcule ces pourcentages de maniére suivante: Si, dans une région 
déterminée, le Piémont, 12,4 pour cent’d’individus ont¥des cheveux blonds, et 13,6 pour cent ies yeux bleus, 
la moitié de la somme de ces deux pourcentages donnera le pourcentage de types blonds ; 13,0%. De méme, 


,0 , P 
en Sicile, le pourcentage des individus de type blond est SO DT = 6,3%. Nous adopterons cette méthode 


d’évaluation des types blonds ou bruns, sans en faire la critique. Le type brun résulte, également, de la moitié de la 


, ie BOG 7 One 
somme des pourcentages de cheveux noirs et yeux chatain foncé et trés:foncé. En Sicile, SenEAP ath Sesto 


l’on met en regard de la série des régions italiennes rangées par ordre croissant de leurs 
pourcentages en types brun ou blond, la mortalité correspondante par le cancer, on obtient 
les tableaux suivants: 


Taux de mortalité d’aprés 
les chiffres absolus des décés 
et de la population 


Moyennes des mortalités 
: correspondantes 
Pourcentages croissants de type brun 


Hommes de | Femmes de | Hommes de | Femmes de 
20 ans et plus|20 ans et plus|20 ans et plus|20 ans et plus 


41,5% 41,8 44,5 47,6 136 150 140 148 
47,7 48,7 49,0 50,2 145 153 162 168 
50,8 52,9 54:7 55.2 78 1 105 2 72 100 
56,0 57:3 62,2 70,4 58 80 60 85 


Les mémes moyennes et les mémes taux se présentent, si le calcul est fait en prenant, 
comme répartition des régions en quatre groupes, le pourcentage du type blond. En 
effet, chacun de ces quatre groupes se compose des mémes régions, que l’arrangement 
se fasse soit par ordre croissant de types blonds, soit par ordre décroissant de types bruns. 


_ Certes, on peut constater que, dans l’allure générale il y a coincidence entre l’augmen- 
tation du taux de cancérosité et la diminution du pourcentage du type brun, ou |’augmen- 
tation du type blond, mais on remarquera encore une fois qu’un des groupes (le deuxiéme) 
fait exception a l’allure réguliére de la diminution de la mortalité: c’est le groupe formé 
par la Toscane, l’Ombrie, les Marches et 1’Emilie (la Toscane et l’Emilie sont des régions 
ou la mortalité par le cancer est la plus élevée). I] n’en reste pas moins vrai que les deux 
premiers groupes ont une mortalité plus élevée que celle des deux derniers groupes. 


L’indice des rangs, calculé sur la série des régions échelonnées d’aprés I’ordre crois- 
sant de types bruns, et sur la série correspondante de mortalité par le cancer, est de 
— 0,78 pour la mortalité des hommes et de — 0,72 pour la mortalité des femmes (20 ans 
et plus), ce qui indiquerait une disposition inverse des deux séries. La disposition inverse 
parfaite aurait donné — 1. 


be Nous répéterons ici le calcul du coefficient de corrélation de Bravais, pour la répar- 
tition geographique du type brun et celle de la mortalité par cancer (les deux sexes réunis, 
ages de 40 ans et plus). La valeur de c est de 7,2 pour le type brun, et de 72,3 pour la 


SL La somme des produits des écarts 3 (x) est de — 4.968. Par conséquent, 
4.9 4 : ; 
ee as 0,60. L’erreur probable de ce coefficient de corrélation est 0,108; de sorte 


que le coefficient en question s’écrit: 


¥ = — 0,60 + 0,108, 


nous laissant soupconner l’existence d’une corrélation inverse entre la mortalité par 
cancer et la fréquence du type brun. 


1G?) si l’on écarte la mortalité du Latium. 
? 88, si l’on écarte la mortalité du Latium. 


VI. 
TAILLE MOYENNE ET MORTALITE PAR LE CANCER. 


La taille considérée isolément n’a pas une trés grande valeur dans nos recherches. 
Il faut Vassocier aux autres caractéres physiques et physiologiques. Cependant, voici 
le résultat que donne la comparaison entre la répartition régionale de la taille en Italie 
et la répartition correspondante de la mortalité par le cancer. Cette comparaison est 
faite d’aprés la méthode déja indiquée. La taille est celle des soldats Aagés de 20 ans?: 


Moyenne des taux corres- | Taux de mortalitéd’aprés les 


pondants de mortalité chiffres absolus des décés 
Taille moyenne dans chaque région, en ordre par le cancer et de la population 
croissant —_ a, | —- YN 
Hommes de | Femmes de | Hommes de | Femmes de 
20 ans et plus} 20 ans et plus]20 ans et plus|20 ans et plus 
162,1 162,7 163,4 163,4 60 78 60 79 
163,7 163,7 163,7 163,9 Vi 96 67 95 
164,4 164,4 165,0 165,4 129 ? Ts nae 136 157 
165,4 165,6 165,7 166,6 151 160 156 157 


Ici aussi, la mortalité tend 4 s’élever avec la taille: les deux premiers groupes (tailles 
les plus basses) ont une mortalité moindre que les deux derniers (tailles plus élevées). 

Nous pourrions examiner, d’autre part, non pas la taille des soldats agés de 20 ans, 
c’est-a-dire des recrues, mais celle des conscrits *. Voici le résultat de cette nouvelle recherche, 
pour laquelle nous nous limitons au calcul des moyennes des taux: 


1 La taille dont nous donnons ici les mensurations est celle des soldats de 20 ans. Ce n'est donc pas celle 
des conscrits ou celle de la population masculine totale des classes d’age adulte. Cependant, il y a un certain 
rapport entre ces différentes tailles. D’aprés Deniker, la taille de la population masculine totale adulte est 
presque la méme que celle de la population masculine agée de 22 ans, et si ’on veut avoir la taille a 22 ans, il 
suffirait d’ajouter un centimétre a celle des conscrits (nous disons conscrits, et non pas recrues) ; voir J. DENIKER 
(dans Journal of Anthropological Institute of Great Britain and Iveland, 1904, Pp. 194). A son tour, et toujours 
d’aprés Deniker, la taille des conscrits est inférieure & peu prés d’un centimetre a celle des recrues de 20 ans 
(soldats de 20 ans); donc, cette derniére donnerait la mesure de la population totale masculine adulte. D aprés 
Giuffrida- Ruggieri, le rapport entre la taille des conscrits et celle des recrues, du moins pour les différentes 
régions de l’Italie, ne serait pas aussi simple que le croyait Deniker, puisque la différence entre la taille des 
comscrits et celle des recrues dépasse, dans certaines régions, 2 et 3 centimetres (dans la ce Rivista geografica 
italiana», Firenze, IX, 1905). Ces régions sont les régions du Midi, dont nous avons indique depuis longtemps 
les indices de pauvreté biologique et économique; A. Niceroro, Italiani del Norde I taliani del Sud, Turin 1900 
Par contre, et toujours d’aprés Giuffrida-Ruggieri (Op. cit.), c’est la taille des conscrits qui correspondrait, en 
Italie, & peu prés & la taille de la population masculine adulte totale. C’est pourquoi notre texte prend aussi en 
considération la taille moyenne régionale des conscrits. 

2 130 sans le Latium. 

8 148 sans le Latium. ] 

4 Voir, pour la répartition régionale de la taille des conscrits, la monographie de V. GIUFFRIDA-RUGGIERI, 
« Rivista geografica italiana », Firenze, 1905. 


ann ne er re rss SSS SSS 


Moyenne des taux correspondants de mortalité par le 


Classes de tailles en ordre croissant mes 
(conscrits) 


Hommes de 20 ans et plus | Femmes de 20 ans et plus 


1,589 1,591 1,594 1,603 50 76 
1,607 1,608 1,610 1,623 80 106 
1,623 1,626 1,627 1,632 27 138 
1,636 1,639 1,639 1,653 154 165 


Les conclusions restent a peu prés les mémes. Nous pourrons ici calculer l’indice 
des rangs, qui donne (conscrits) 0,907 pour les rangs de la taille et de la mortalité mascu- 
line et 0,881 pour la taille et la mortalité féminine. 

Nous pourrons aussi répéter pour la taille le calcul du coefficient 7 de corrélation ; 
en posant, d’une part, la répartition de la taille des soldats dans les seize régions, et, 
de Vautre, la répartition de la mortalité par le cancer pour les deux sexes réunis, Agés 
de 40 ans et plus, on obtient: la variabilité de la taille, c’est-a-dire c, est de 1,17; celle 
de la mortalité est de 72,3; la somme des produits des écarts, c’est-A-dire (xy) est 


puna 2 , was 5 V5 5 
9245) d ou? 7) = 2 - Il en résulte: 7 = 0,68 + 0,100. Ce qui indique une corrélation 


directe significative entre la taille et la mortalité des régions italiennes. 


VII. 


POURCENTAGE DES INDIVIDUS PRESENTANT EN MEME TEMPS UNE PETITE TAILLE ET 
DES CRANES DOLICHOMORPHES, DANS CHAQUE REGION, ET MORTALITE CORRESPONDANTE 
PAR LE CANCER, 


La petite taille et la dolichocéphalie sont parmi les traits caractéristiques de l’Homo 
mediterraneus en Italie. Les chiffres de l’Anthropométrie militaire ne donnent pas, centi- 
métre par centimétre et unité par unité, le pourcentage des individus présentant a la 
fois ces deux caractéres dans chaque région, mais donnent les nombres absolus des 
individus présentant simultanément ces deux caractéres entre certaines limites. Nous 
pourrons donc calculer pour chaque région le pourcentage des individus présentant 
simultanément une taille inférieure 4 1 m. 65 et un indice céphalique inférieur a 80. II 
aurait été préférable — pour isoler les dolichoméditerranéens — de s’arréter A une taille 
un peu inférieure, et 4 un indice un peu supérieur, puisqu’il s’agit d’indices céphaliques 
pris sur le vivant, mais le classement fait par l’Anthropométrie nous oblige a adopter cette 
répartition. Les pourcentages ainsi obtenus nous donnent une idée du nombre relatif 
d'individus: Homo mediterraneus, présentant, d’une maniére assez marqueée, les caractéres 
de la race. En plagant en regard de la série croissante de ces pourcentages les taux cor- 
Tespondants de mortalité par le cancer, et en nous limitant a calculer les moyennes des 
taux, on obtient le tableau suivant: 


a 


; Cue tee ) f Moyennes des taux correspon- 
Proportion (pour t000) des individus présentant en méme temps une dants de mortalité par le cancer 
taille inférieure 41 m. 65 et un indice céphalique ‘inférieur & 80: (doli--| _______ 7k ae 
chomorphes de petite taille) dans chacune des seize régions italiennes | Hommes de 20 | Femmes de 20 


ans et plus ans et plus 
ae ee ee Ie ee pe SO EN ee 
Groupe Th 26 So). 28 33 39 149 154 
Groupe II 84 102 III II5 131 148 
GroupeIII 162 191 220 274 79 1 103 ? 
Groupe IV 307 327 428 559 57 82 


1 64, si l’on écarte la mortalité du Latium, — ? 85, si l’on écarte la mortalité du Latium. 


fl est clair qu’au fur et 4 mesure que la proportion des individus Homo mediter- 
raneus s'éléve (cette proportion va d’un minimum de 26 pour mille dans la Vénétie a 
un maximum de 559 en Sardaigne), le taux de mortalité par le cancer diminue. 

Et si l’on place en regard les deux séries et que l’on calcule l’indice des rangs, on 
trouve un indice de — 0,806 pour les hommes (de 20 ans et plus) et de — 0,675 pour les 
femmes (de 20 ans et plus). Ces indices sont trés prés de — 1, ce dernier chiffre indiquant 
Vinversion parfaite des deux séries. 

Le calcul du coefficient de corrélation de Bravais r donne les valeurs suivantes. 
La variabilité « pour la série des proportions d’individus ayant une taille inférieure 
a I m. 50 et un crane d’indice inférieur 4 80 est 151; la variabilité ¢ pour la série de la 
mortalité (les deux sexes réunis, 40 ans et plus) est 72,3; la somme des produits des 


écarts (2 xy) est — 118.867. Par conséquent, on aura 
EL LO.) 
tek pee OT = — 0,68 + 0,106. 
174.676,8 ie 


Ce coefficient 0,68 + 0,106 indique une corrélation inverse significative, entre le 
, . ‘ , 5 ? 
pourcentage d’hommes du type medtterraneus et la mortalité par le cancer. 


Vals 


LES DOLICHOMORPHES DU MIDI DE L’ITALIE — « Homo MEDITERRANEUS » — ONT-ILS 
UNE MOINDRE RECEPTIVITE POUR LE CANCER ? ESSAI DE CONTROLE DE CETTE HYPOTHESE 
PAR LES ZONES DOLICHOMORPHES DU CENTRE ET DU NORD DE L’ITALIE. 


De ce qui a été dit, résulterait-il que les dolichomorphes — Homo mediterraneus — 
présentent une moindre réceptivité pour le cancer ? Tandis que les brachymorphes, 
par contre, — Homo alpinus et Homo dinaricus — sont plus réceptifs ? 

Il ne suffit pas de constater l’association de deux variables (race et cancer) pour 
passer a des conclusions trop hatives. Supposons, en effet, que dans un pays donné, ou 
a une époque donnée, une grande mortalité par le cancer soit surtout due au fait que 
la sélection naturelle de la premiére enfance par mortalité est moins sévére et moins 
efficace?. En Italie, par exemple, la mortalité infantile est plus élevée dans le midi que 
dans le nord (et le nombre des survivants est moindre dans le midi que dans le nord). 
La répartition géographique de la mortalité par le cancer en Italie s’associe donc a 
celle de la mortalité infantile et de la survivance. Les races aussi sont différentes, ainsi 
que nous l’avons vu, du midi au nord, et si l’on s’arrétait uniquement a la comparaison 
entre la race et la mortalité par cancer, on serait tenté d’attribuer au facteur «race » 
ce qui pourrait étre attribué a la différence de sélection naturelle par mortalité infantile. 
Ce n'est qu’un exemple. On pourrait en donner d’autres et formuler d’autres hypo- 
théses du méme genre, toujours a propos de la répartition géographique du cancer. 

Admettons, pour le moment, que l’on puisse s’arréter a l’association entre le cancer 
et la race; nous avons un moyen de contrdler cette hypothése, du moins, en partie: c’est 
l'étude des lots ou oasis que présente une répartition géographique de la race. En effet, 
en Italie, dans le nord et dans le centre, qui sont brachymorphes, — Homo alpinus et 
Homo dinaricus, — on trouve quelques ilots ou oasis de populations dolychomorphes 
(Homo mediterraneus ); et dans le sud dolychomorphe, quelques ilots (quoique plus rares) 


1 C’est l’idée que nous avons avancée dans notre rapport déja cité sur le cancer de l’utérus et du sein, publié 
par la Section d’hygiéne de la Société des Nations, Genéve 1925. 


de brachymorphes. Si le cancer est fonction de la race, ne devrions-nous pas nous attendre 
a ce que les élots, qui se différencient, de la population environnante par la race, s’en diffé- 
rencient aussi par leur taux de mortalité due au cancer ? 

Nous savons bien que nous n’arriverons pas ainsi a la certitude, car les « facteurs » 
qui exercent leur influence sur un taux de mortalité par une cause déterminée de décés 
sont tellement complexes qu’il se pourrait que quelques-uns d’entre eux viennent contre- 
carrer dans ces élots l’influence de la race sur le cancer. I] s’agirait de l’action de ce que nous 
avons appelé ailleurs des «interférences »: l’action d’une «loi» déterminée d’association 
est masquée par l’entrée en jeu d’autres «lois» et d’autres facteurs. Ces considérations 
n’empéchent cependant pas le chercheur de se servir de ce moyen de controle. Dans I’Italie 
du nord et du centre dont nous avons constaté la brachycéphalie, il existe deux zones 
dont la population représente des flots dolichomorphes d’Homo mediterraneus: ce sont 
certaines provinces de la Toscane, et les deux provinces qui forment la Ligurie. II suffit 
de regarder le cartogramme, a la page suivante, de l’indice céphalique de ces zones. Nous 
y faisons également figurer les provinces limitrophes pour que les lecteurs saisissent 
mieux l’importance du fait que nous venons d’indiquer. Le tableau suivant, en outre, 
donnera certains détails nécessaires pour apprécier nos observations a leur juste valeur. 
SE nT 

Taux de mor- 


Pourcentage de | pourcentage de | talité par le 


eee tae cranes eee) cranes dolicho- | cancer (par 
q y ees a : morphes? _|10.000 habitants) 
(82 et plus) (1909-1913) # 
DOSCANE 3))¢0i.ge a een 82,3 57,8 42,2 
Provinces dela Toscane : 
Massa ce ode Riaien ania 80,3 39,4 60,6 7,06 
Lucques ae re me 79,7 33,7 66,3 8,68 
Dis 24 AU AI ia wean a 82,8 51,1 48,9 8,21 
Lavourne =». (eee 79,6 Bir 68,9 9,94 . 
Florence v4 ae le ee 83,1 65,3 34,1 10,94 
ATCZZO Uf be ban eee 83,9 75,5 24,5 9,91 
Grosseto nC: atu Madde 83,0 65,6 34,4 8,73 
Senne teeta tow ee 83,8 71,9 28,1 1592 
LIGURIE eee LING een 82,3 59,8 40,2 
Provinces dela Ligurie : 
Génes Fae ae eee et 82,4 60,2 39,8 755 
Porto Maurizio eos eee 82,2 57,1 42,9 8,63 


ee MMM 


En consultant nos chiffres et notre cartogramme, on voit aisément qu’en Toscane, 
les provinces de Massa, de Lucques et de Livourne sont peuplées en majorité par des 
dolichomorphes, et les autres (Florence, Arezzo, Grosseto, Sienne) par des brachymorphes. 
Dans la province de Pise, les deux types sont presque également représentés. 

Si le type dolichomorphe était moins réceptif au cancer, la Toscane, A demi brachy- 
céphale, mais possédant un gros ilot de dolichomorphes, devrait avoir un taux de mortalité 
par le cancer relativement bas. Il n’en est rien, puisque la Toscane est précisément une des 
régions ot le taux de mortalité par le cancer est le plus élevé. 

. La statistique italienne n’enregistre pas les décés au domicile habituel du défunt; 
Sil en €tait ainsi, nous pourrions pousser bien plus loin notre investigation et comparer 


1 D’aprés le tableau III bis de VAntropometria militare, tome 1. 
sd et ° Calculés d’aprés les sériations de l’Antropometria militare, tome 1, id., id. 
* Décés de 1909-1913 et population de 1911; taux calculés par G. SORMANI, 1918. 
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Figure No 19. 


ITALIE. 
Indice céphalique moyen dans quelques provinces de /’ Italie. 

1. Massa 11. Benevento 21. Brescia 31. Sondrio 
2. Lucques 12. Chieti 22. Crémone 32. Mantoue 
3. Livourne 13. Ancone 23. Milan 33. Parme 
4. Pise 14. Grosseto 24. Come 34. Reggio d’Emilie 
5. Porto Maurizio 15. Sienne 25. Pavie 35. Modéne 
6. Génes 16.. Arezzo 26. Alessandrie 36. Ravenne 
7. Teramo 17. Florence 27. Plaisance 37. Forli 
8. Aquila 18. Bologne 28. Cunéo 38. Pesaro 
9g. Caserta 1g. Ferrare 29. Turin 
10. Campobasso 20. Bergame 30. Novare 

Pi id ( =~: 


: 


0 
INDICE CEPHALIQUE 


pe sash: 
Gl e78 8, 
OA: 
br -30.0; 


62 


entre elles les provinces dolichomorphes et les provinces brachymorphes de la Toscane, 
quant a la mortalité par le cancer. Nous devons donc nous contenter d’interroger le taux 
de mortalité de la Toscane tout entiére. Nous avons placé cependant, et a titre de simple 
renseignement, les taux de mortalité par province a coté des données anthropologiques 
de notre tableau. 

Quant a la Ligurie, ou les dolichomorphes sont aussi assez nombreux (voir encore 
le tableau, et la figure 19), on devrait s’attendre A y trouver une mortalité cancéreuse 
méridionale, c’est-a-dire assez basse. I] n’en est rien ici non plus: le taux de mortalité 
par le cancer est assez élevé en Ligurie. 

En conclusion, les taux de mortalité par le cancer, en Toscane, oti se trouve 1’tlot 
dolichomorphe, et en Ligurie, qui est une région dolichomorphe environnée par des régions 
brachymorphes, au lieu de se rapprocher des taux du midi dolichomorphe, se rapprochent 
de ceux du nord brachymorphe, et méme les dépassent. 

Passons maintenant a l’ilot brachymorphe du sud dolichomorphe. Cet flot a beaucoup 
moins d’importance que ceux que nous venons d’examiner; il est presque entiérement 
dans la province de Chieti; un coup d’ceil a la figure 19 et au tableau ci-dessous en donnera 
une idée suffisamment exacte: 


a 
Taux de morta- 
lité par le cancer 
par 10.000 hab, 


Pourcentage des | Pourcentage des 


Indi éphali- 
phe gaymneal RAE) Wye brachy- | cranes dolicho- 


que moyen! 


a 8 

morphes morphes (1909-1913) 4 
ABRUZZES et MOLISE. .. . SI,9 53,2 46,8 _— 

Provinces : 

Aquila hyn ae ee ane 81,0 34.4 65,6 5,38 
Chisti 2a ose 2 ae 83,3 66,3 33,7 4,50 
Teram 0 ye een ae ee 81,6 39,8 60,2 4,06 
Campobasso (Molise) . . . 81,6 52,2 47,8 4,46 


Ici également, les taux de mortalité par province ne sont donnés qu’a titre d’indi- 
cation. Nous devons nous contenter d’observer que, en bloc, la région des Abruzzes et du 
Molise, ot: l’on trouve une certaine masse de brachymorphes, au lieu de présenter un taux 
de mortalité voisin du taux du nord brachymorphe, présente un taux trés bas, voisin de celui 
du midi dolichomorphe. Il est vrai qu’un certain nombre des cancéreux de cette région 
meurent probablement 4 Rome et a Naples, et y sont enregistrés. 

En conclusion, il ne ressort pas de ce premier contrdéle que les brachymorphes ou les 
dolichomorphes conservent a peu prés leur taux (élevé ou bas) de mortalité par le cancer 
dans les « ilots » italiens. I] est douteux, d’autre part, que le « mélange » de races brachy- 
morphes du type alpinus, par exemple, avec des dolichomorphes du type mediterraneus 
cause une prédisposition plus marquée au cancer: mais il ne s’agirait en tout cas que d’un 
simple soupgon qu’il serait sage de contrdler. Nous savons que le mélange des races a été 
Invoqué comme explication de bien des choses. Lombroso s’y était particuliérement 
attaché, et l’appelait «innesto di razze» (greffe de races). I] croyait que cette greffe pouvait 
donner comme résultat des formes plus actives et plus élevées d’intelligence et de civili- 
Sation et méme des formes spéciales de criminalité 5. Mais l’existence de ces rapports est 
Join d’étre un fait bien établi. 


1 2 
’ 


, °, * Mémes remarques que pour le tableau précédent, 
®° C. LomBroso: L’ Uomo delinquente, 5™€ édition, Turin, 1897, page 200, 


Troisiéme chapitre 


Par le professeur Alfredo NICEFORO. 


LA RACE ET LE CANCER DANS LA PENINSULE IBERIQUE 


[. 


REPARTITION DE LA RACE EN ESPAGNE. 


Parmi les indications numériques nécessaires a |’étude de la répartition géographique 
de la race: indice céphalique, taille, forme de la face, coloration des yeux et des cheveux, 
les données relatives a l’indice céphalique, surtout, sont assez satisfaisantes en Espagne. 
L’ouvrage bien connu du regretté professeur Oloriz, publié en 1894, porte sur l’indice 
céphalique de 8.368 Espagnols (indice sur le vivant) 1. Depuis, L. de Hoyos Sainz a mesuré 
Vindice céphalique de 3.500 cranes espagnols *. Pour les données anthropométriques 
sur la taille, on peut rappeler encore une étude d’Oloriz, mais ses données les plus utili- 
sables n’offrent que le pourcentage des hautes tailles (plus de 1™710) et des petites tailles 
(moins de 1™560) par province *. Les observations relatives a la coloration des yeux et 
des cheveux ne sont que fragmentaires. De bonnes études d’ensemble sur la forme du nez 
et de la face, sur le crane, dans les différentes régions espagnoles, ont été faites par Hoyos 
Sainz, dans l’ouvrage déja cité. 

D’apres ces recherches, nous savons: 


1° Que l’Espagne présente une population assez homogéne, du point de vue dela race, 
appartenant en bonne majorité au type méditerranéen dolichomorphe (Homo mediter- 
raneus) ; 


2° Que cette population est en général de petite taille et de coloration foncée; 


3° Qu’il y a, cependant, des différences régionales‘*; c’est de ces différences régionales 
que nous nous servirons de préférence pour l'étude de notre probléme. 
Quelles sont ces différences régionales ? 


1 F. Ovoriz: Distvibucion geografica del indice cefdlico en Espana, Madrid, 1894. 

2 L. DE Hoyos Sainz: Caractéres génévaux des Crania hispanica, « Comptes rendus du XIV® Congrés inter- 
national d’anthropologie, Genéve, 1912, tome 2, et Cavactéristiques générales des cranes espagnols, « 1’ Anthro- 
pologie », XXXIV, 1913, page 430. Voir aussi, sur les dimensions du crane espagnol: T. DE ARANzapDI: Dimen- 
stones de la calvaria en Espana, etc., « Boletin de la Real Sociedad espafiola de Historia Natural », juin rors. 

8 F. Otoriz: Discursos leidos en la R. Academia de Medicina, mayo 1896; Madrid, 1896. (Voir surtout a la 

age 60.) 
Si 4 W. RipLtey: The races of Europe, London 1900, pages 273-275. Voir aussi le résumé substantiel que 
A. A. MENDES CorREA fait des caractéres anthropologiques des Espagnols dans son livre: Raga e naciona- 
lidade, Porto (1919), au chapitre V: « Povos irmaos », page 97. 
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17. Burgos 
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1. La Corogne 
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ESPAGNE. 
Pourcentage | 
; des cranes Grandes Mortalité 
Indice brachy- tailles: par le cancer 
Na J céphalique morphes | pourcentage | par 10.000 
Régions et provinces moyen de | supérieurs a | des tailles habitants 
chaque lindice 80 | supérieures 
province dans chaque | a Im. 71 IQIQ-1921 
végion 1 
GALICIENNE: 36,1 6,34 
Haft Gorognes icy ahkotr yee etn amen 78,9 3,05 6,35 
IPontevedtatrcca.taeut yk: aren 79,0 2,78 7,76 
OPenSe ty. he) se ober Mak eer eee 78,5 2,75 4,54 
CANTABRIQUE: 51,4 . 5,65 
Lgo® lay cape! alpen tea Sleep iaaee 80,1 0,77 4,01 
OViédo eal nga y ee ene oe ee 80,9 5,48 5,04 
Santander se) 2) wae Mean 79,9 5,95 722 
Vasco-NAVARRAISE: 33,7 6,66 
BISCa Veh has cach w eee ee are 78,8 ? 6,18 
IATA Val ete ae ic me hs Tk ae ae 79,1 ? 72 
GuipuzGOas oe. ep eee ee ee 78,8 ? 7,00 
Navarre: ont 2 Ue eee, Borne meres 78,4 7,99 6,80 
CATALANE: 24,4 7,98 
Lériday ic (iio wren a, tea 78,5 7,02 4,91 
GETOD2A AG en eye cl ae DSEE 8,02 6,15 
Barcelones io. ear. sp a ean tar eeee aes 78,2 10,41 9,83 
Larragone@n se) ii. woe ae a ee ee 77,6 11,31 5,03 
CASTILLANE SUPERIEURE: 20,5 7,08 
LiGOn YY) (PAE eeu seal ied hae me 7S 4,02 5,53 
Palencia Gigi ay loa eee eee 77,0 5,49 phi 
BUrOS 8. pF Peo ted atv eee a a THES 4,29 8,29 
Logrono 324. heerih ca nee abe ee nee 78,0 23,54 6,64 
ZAIN OTA IS SIR ioe eee sth ones 7753 4,93 5,71 
Valladoliditeis, sce a tale aie 77,8 4,38 9,71 
SalamanGves ince ae ome nee ee 78,1 3,95 7,01 
AIT Ne CRE ten irae te ae ae ce Ma 77,3 13,91 6,51 
SEGOVIELIE. ee ce eaten Cone ain 78,1 7,85 6,69 
ARAGONAISE: 17,9 5,99 
Fuesta (acs otis eros as ene 77,0 9,18 4,22 
paragosse: Wey ig cere. wae ee 77,4 8,19 7,30 
Teruel yo pera le Bere ee ee 97733 7,03 4,42 
SOTA 7/2 a Vemonh Hite Vee few tin corn te tue 77,4 10,12 6,95 
Guadalajara Mag% 1y.) 0.) peimaneeate a957 14,53 6,35 
VALENCIENNE : 11,4 4,93 
Castell6n ck. ce, bed ee ee 76,7 7,87 4,90 
Valence: cuca hs ora token ene 76,9 4,43 5,20 
Alicante 0.5 ce st aaa ee ie eS 76,7 5,69 4,46 


1 D’aprés les sériations publiées par Oloriz a la page 146 de son ouvrage, déja cité. 
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ESPAGNE (suite). 
ESS SS SEES LOEB ERT SELES EL SLL EI DIET OL GEILE EDD EEE EEE GEG ELLE ODE LIB ECD AEE IEEE ABA GAOL Eee 


Pourcentage 
Indice des cranes Grandes Mortalité 
céphalique brachy- tailles: par le cancer 
Régions et provinces moyen de POS Fe ee bode ore 
hae supérieurs & | des tailles habitants 
Pais Vindice 80 | supérieures 
dans chaque | &1m.7I 19 19-1921 
région 

CASTILLANE INFERIEURE: 29,9 5,96 
CuenCat tiem circa; chee «| tule Boies 78,5 8,68 4,62 
Albacete n beri reat aes, 6 Mates. bs 78,3 ais 4,46 
Madrid*....... a) US ek ee 78,6 6,38 9,38 
EL OIG CameweMr TREC Crs ss oe 7933 6,20 5,08 
Caceres 2 2 1 ee ee ee eee 78,5 4,83 4,57 
Ciudad Rear MemsMeeat ss chi</i<) e's 78,1 9,86 5,18 
ISEYERW OYA 6. Bg! sod oS DOL eeONn 78,3 6,30 3,95 
HAvuTE-ANDALOUSIE: 21,8 4,55 
MuUrGlews mn le tens Leh s,s 78,0 4,69 4:43 
PRITIVCT IA sat mye eT Eel) 351 5) 9! 8 77,8 4,63 4,34 
Grenade tree ST a 77,9 9,16 4:77 
PACH os) a1 aon PE i.e 7714 9,48 4,73 
(Coyne 4 Bb 5 4 6 +a 35 Romeo 77,9 6,67 4,44 
BassE-ANDALOUSIE: 36,9 6,39 
OSG LESS eee ee a Ce rare 78,5 9,10 6,36 
Taha giey. UG ve ee ees ey ao) ORC 79,1 16,67 5,20 
Malaga... + +2 es ees 79,1 18,21 5,93 
(Cavehbre: 514 ae Be SLAP Manan 7935 Tae) 7,80 

ESPAGNE EWM ce ares Ss Ao 26,5 6,05 2 


Pour nos comparaisons entre la race et la mortalité par le cancer, il nous faut des zones 
territoriales plus étendues que la province, et cela afin de diminuer autant que possible 
l’inconvénient que présente le systéme qui consiste 4 enregistrer les décés non pas au lieu 
du domicile habituel, mais 1A ott le décés est survenu. L’Espagne peut étre partagée en 
dix régions, pour chacune desquelles nous avons établi des taux et des pourcentages qui 
sont exposés dans le tableau pages 80-81. (Pour la répartition géographique de l’Espagne 
en «régions historiques », voir l’ouvrage d’Oloriz sur l’indice céphalique, etc., page 138.) 
Nous donnons également des cartogrammes indiquant la distribution régionale (et non 
plus provinciale) du pourcentage de cranes brachymorphes. Au lieu de prendre comme 
limite des cranes brachymorphes sur le vivant, l’indice 81,99, nous prendrons ici |’in- 
dice 79,99, d’aprés le groupement des sériations régionales que fait Oloriz a la page 146 
de son ouvrage déja cité. L’inconvénient n’est pas grave; il en résulte une augmen- 
tation du nombre des brachymorphes dans chaque région; mais comme nous cherchons 
moins le nombre absolu ou le pourcentage des brachymorphes (étrangers au type 
fondamental espagnol) de chaque région, que l’ordre hiérarchique de ces différentes 
régions par rapport au nombre de brachymorphes qu’elles présentent, ce pourcentage 
suffit 4 nous donner le renseignement en question. 


1 Province de Madrid. La ville a un indice de 77,9. 
2 Nombre absolu des décés, 38.044; moyenne annuelle des décés, 12.681; population moyenne, 20.947.274 


(y compris les Canaries et les Baléares). 
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Du reste, l’ouvrage d’Oloriz présente aussi la sériation des indices céphaliques, 
unité par unité, dans chaque région (page 143) et dans chaque province (page 80) et 
permet ainsi de calculer le pourcentage des brachymorphes de 81,99 et plus. Nous y 
aurons recours dans quelques cas particuliers. 

Si l’on regarde, pour commencer, la carte géographique de l’indice céphalique, 
on remarque immédiatement que sur le fond dolichomorphe des provinces espagnoles 
a indices céphaliques de 76, 77, 78...... 78,99, se détache une zone ot les brachymorphes 
doivent étre assez nombreux, ou du moins plus nombreux que dans le reste de l’Espagne; 
ce sont les provinces du nord: Lugo et Oviédo, avec un indice moyen de 8o et plus, et 
celles de Pontevedra et de Santander, avec un indice de 79 et plus. En regardant la carte 
géographique par régions, d’ailleurs, on constate que ce sont les deux régions du nord: 
région galicienne et région canta brique (cette derniére surtout) ot les brachymorphes doivent 
se trouver le plus nombreux. En effet, si l’on s’arréte aux indices de 80 et plus, on trouve, 
pour l’Espagne entiére, 26,5 % d’individus présentant ces indices; mais on trouve 36,1 % 
pour la région galicienne et 51,4 % pour la région cantabrique. 

On trouve, en outre, dans le midi de l’Espagne, une zone ot les brachymorphes 
doivent étre en nombre relativement élevé (quoique ce nombre n’atteigne pas celui des 
provinces de Lugo et d’Oviédo): ce sont les provinces de Huelva, de Cadix et de Malaga, 
qui composent (avec Séville) la région de la Basse-Andalousie. 

En somme, les dolichomorphes peuplent l’Espagne en trés grande majorité, mais 
on trouve au nord des zones qu’on peut considérer comme zones d’exception: les zones 
galicienne et cantabrique; il en existe aussi au midi, quoique sous une forme atténuée: 
la Basse-Andalousie. Par contre, les dolichomorphes forment la presque totalité des habi- 
tants des provinces de Castellén, de Valence, d’Alicante (indices de 76,7 et de 76,9) le 
long de la Méditerranée, provinces qui constituent la région valencienne. 

C’est sur ces zones spéciales, et surtout sur les régions galicienne et cantabrique, 
que doit se porter notre attention. 

Par les études déja citées sur l’anthropologie du peuple espagnol, nous savons: 


I. Que les dolichomorphes espagnols sont, en grande majorité, du type méditerranéen 
Homo mediterraneus — de petite taille; on y trouve, il est vrai, une certaine quantité de 
tailles assez élevées (Deniker) dans certaines zones (catalane et valencienne). En étudiant 
de plus prés cette population dolichomorphe, on trouve encore quelques anomalies: par 
exemple, des individus qui, tout en ayant la face assez allongée (leptoprosope), ont parfois 
le nez de forme élargie (plathyrrinien), ce que Hoyos Sainz attribue a des mélanges africains. 


2. Que les zones d’exception renferment probablement un bon nombre de spécimens 
del’Homo alpinus. Le professeur Hoyos Sainz en étudiant les cranes de la région cantabri- 
que parle du crane « platicéphale et brachycéphale cantabrique », présentant aussi une 
face large et plutdt écrasée (face que les anthropologistes appellent face caméprosope 
de la région cantabrique et galaique). 

Or, puisque nous avons soupconné — a propos de 1’Italie — que de l’Homo mediterra- 
neus et de Homo alpinus c’est ce dernier qui serait le plus frappé par le cancer, il serait 
tout naturel de rechercher si les différentes régions de l’Espagne confirment cette supposi- 
tion. Mais des graves difficultés se présentent ici lorsqu’on s’efforce d’étudier la répartition 
de la mortalité par le cancer. C’est d’abord la méthode d’enregistrement des décés (lieu 
du décés et non demeure habituelle du décédé), de telle sorte que l’attraction des villes ot 
les moyens d’assistance sont plus nombreux fait sentir. son influence sur la répartition 
géographique, et nous ne sommes pas sfirs que cet inconvenient pulisse etre diminué par le 
groupement des provinces en régions, ainsi que nous l’avons fait pour l’Italie. Ensuite, 
il faut remarquer que le nombre des causes de décés figurant sous la rubrique « causes 
inconnues ou mal définies » varie sensiblement d’une région a l’autre et que, si elles ne 


constituent que le 0,7 ou le 1,2 pour cent des décés 4 Madrid, 4 Barcelone et ailleurs, elles 
montent a des chiffres assez élevés dans d’autres zones. Le taux de mortalité par causes 
inconnues ou mal définies est, par exemple, de 2 pour 10.000 habitants, dans la région 
valencienne, mais il monte a 9 dans la région castillane supérieure et dans la région can- 
tabrique. Certes, il ne faudrait pas croire que le nombre des décés par causes inconnues 
doive venir s’ajouter au nombre des décés par le cancer de la région, mais ce taux peut 
indiquer le soin avec lequel, dans chaque région, on établit le certificat de décés, ou plus 
exactement le diagnostic qui y figure. 

Nous aurons, du reste, l’occasion de revenir sur ce point, qui ne concerne pas seulement 
le pays dont nous nous occupons ici, mais qui a une importance générale pour 1’établisse- 
ment d’une géographie du cancer. 


II. 


COMPARAISON ENTRE LA GEOGRAPHIE DU CANCER ET LA GEOGRAPHIE DE LA RACE EN 
ESPAGNE. 


La figure 23 ci-aprés indique la répartition géographique de la mortalité par le cancer 
par provinces, en Espagne et dans le tableau ci-dessous on trouvera les chiffres correspon- 
dants. 


Mortalité par le cancer dans les différentes provinces de l’ Espagne pour 10.000 habitants, 
pendant la période de 1919 & Ig2T. 
el Ra ee Eee 


Taux Taux 
Provinces Nom- | Moyen- : pour Provinces Nom- | Moyen- , pour 
bege bre ne Population |, Reena ee bre ne Population TA 
capitales ab- | annuel-| moyenne | papj- capitales ab- | annuel- | moyenne babi: 
solu le tants solu le tants 
Alava year 211 70,3 97.564,3 7,20 Leonia 662 220,6 | 398.959,0 | 5,53 
Albacete . . 387 129,— | 289.046,— | 4,46 Leriday. og 6 442 147,3 300.225,6 | 4,91 
Alicante . . 672 224,— | 502.063,6 | 4,46 Logrofio . . 371 123,6 | 186,185,3 | 6,64 
Almeria . . 491 10357 cle i377-422,5 0 ao Ibugol ean ie. 655 218,3 | 473-340,6 | 4,61 
Awilag ene 411 1375—) |) 200.2907,0 1 065m Madrid . . | 2.803 934.3 | 996.350,6 | 9,38 
Badajoz .. 766 255,3 | 646.094,— | 3,95 Malaga .. 955 318,3 | 536.668,3 | 5,93 
Baléares . . O11 203,6 | 333-324,—- | 6,11 Mureie®. << 840 280,— | 633.244,3 | 4,42 
Barcelone. . | 3.675 | 1.225,— |1 245.798,3 | 9,83 Navarre . . 654 218,— | 320.695,— | 6,80 
Biscaye .. 726 242,—- | 391.327,3 6,18 Orense. . . 559 186,3 410.200,3 | 4,54 
Burgos... 853 284,3 | 342.995,6 | 8,29 Oviedo cme e|elee26 409,3 | 725.641,6 | 5,64 
Caceres... . 574 91,3 | 418.504,— | 4,57 Palencia . . 451 150,3 194.917,6 | 7,71 
Cadix ae, ep alanis 37s |4 75 O22R Ome TOO Pontevedra . | 1.213 404,3 | 521.211,6 | 7,76 
Canaries . . 596 198,6 | 517.237,5 | 3,84 Salamanque. 690 230,— | 329.619,— | 7,01 
Castell6n . . 460 153,3 312.658,6 | 4,90 || Santander . 703 234,3 324.452,3 7,22 
Ciudad-Real 669 223,— | 429.533,3 | 5,18 Saragosse. . | 1.058 352,60 | 483.126,3 | 7,30 
Cordoue . . 731 243,60 | 548.396,3 | 4,44 || Ségovie. . . 341 113,6 | 169.682,6 | 6,69 
Corogne . . | 1.327 | 442,3 | 696.727,6 | 6,35 |] Séville . . . | 1.244 | 414,6 | 651.436,6 | 6,36 
Cuenca.) 3 4 393 131 | 283.642;37| + 4,621] Soran 325 108.3 | 155.666,— | 6,95 
Gerona .. 608 202,6 | 329.282, | 6,15 Tarragone . 557 185,6 | 329.596,— | 5,63 
Grenade . . 792 | 264,— | 553.846,3 | 4,77 || Teruel . . . 337 | 112,3 | 253.980,- | 4,42 
Guadalajara 400 133,3 | 210.026,— | 6,35 Tolede*.2; 676 225,3 | 443.081,— | 5,08 
Guipuzcoa . 534 ¥78,— 1 £254.210,3 9) (97,00 :|| Valeticea 4) 11442 480,6 | 924.197,— | 5,20 
Huelva... 531 177,— 340.109,— | 5,20 Valladolid . 823 274,3 282.243,3 9,71 
Huesca. . . 314 104,3 | 246.966,3 | 4,22 || Zamora .. 454 151,3 | 264.575,- | 5,71 
Jaén... . | 716) 273,- | 575.3463 | 4,73 Espagne . | 38.044| 12.681,3|20.94.7274,3| 6,05 
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Mais nous avons déja dit que nous devons choisir des zones plus vastes 


nous avons donc calcul 
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En consultant nos chiffres et les figures, on pourrait observer, en premier lieu, 
que la mortalité par le cancer pour l’Espagne tout entiére est plutét basse. Elle n’est 
que de 6 pour dix mille habitants (de tout Age et des deux sexes) — (période 1919-21). 
La mortalité italienne pour la méme période est légérement supérieure (7,1). 

Nous savons que d’autres pays — centre et nord de l’Europe — ont eu des taux 
de mortalité par cancer bien plus élevés: 10 en Hollande, ro en Ecosse, 9,8 en Angleterre, 
9,6 en Norvége, 8 en France, etc., au cours de la période qui précéda immédiatement 
la guerre; ces taux deviennent sensiblement plus élevés pour la période 1919-1921. On 
pourrait donc se demander si des taux de mortalité aussi bas ne sont pas dus au fait 
que I’Italie et l’Espagne (l’Espagne beaucoup plus que I’Italie), sont des pays oii les 
dolichomorphes méditerranéens sont trés abondants. II s’agirait 14 d’une supposition 
trop hypothétique pour qu’on puisse la prendre immédiatement en considération, et 
les raisons qui nous empéchent de nous arréter 4 cette idée sont évidentes. 

Comparons plutét les régions nettement dolichomorphes de l’Espagne aux autres 
régions du méme pays, du point de vue du cancer. 

La premiére méthode consistera 4 placer les dix régions de |’Espagne par ordre de 
pourcentage d’éléments dolichomorphes ou méme brachymorphes que chacune d’elles 
présente et 4 établir l’ordre que prendront alors, pour chaque région, les taux respectifs 
de mortalité par le cancer. Voici le tableau qui résulte de ce calcul: 


ee ee eee 


Mortalité par le cancer, et répartition de la race dans les dix régions espagnoles. 


Pourcentage des Mortalité par le 
E individus présentant cancer pour 
Régions espagnoles un indice céphalique 10.000 habitants 
de 80 et plus (proba- tous les ages 
blement, en majorité réunis 
brachymorphes) 
i NIBICNCICNIG care we MRE St eh ctte Tee bel we) ef w ae 11,4 4,93 
AMAPOUAISE als. ec) d's 8 S¢ Wenner eee 17,9 5,99 
Belane Superieure 2921 Bo. ie ee heels 20,5 7,08 
Bree ANC AICUSIG dH etl hs isis) sys fee ay 8 21,8 4,55 
Peer SAO ET Wea he Stina! feninsiclp. a, (6 aes ce> «> 24,4 7,98 
Brestaliatiae Witetioure iy Lies ce sks) so spe 4 oe > 8 29,9 5,96 
VESTN EY Cha ENE AL 4S ig Be AMG ere eee 33.7 6,66 
Lo ETRE ot a ly ele: ee re 30,1 6,34 
PIRererROGAIOUSION «sists 37) /s) <6) et a 36,9 6,39 
BeUrADQUe Eh elec tole sli ee ie 4, 51,4 5,65 
VESTA Oo Gh ce OA ON Se 26,5 6,05 
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Si la mortalité par le cancer augmentait avec la proportion d’éléments brachy- 
morphes, on devrait, en supposant le phénoméne de l’attraction des grandes villes 
complétement éliminé par le groupement régional, et toutes autres causes de perturba- 
tion écartées, trouver, dans la deuxiéme colonne, des taux de mortalité qui augmen- 
teraient plus ou moins rapidement en passant de la région valencienne, ot il y a un 
minimum d’éléments «étrangers», a la région cantabrique qui en compte un maximum. 
Il n’en est rien. Les taux de mortalité se suivent sans un ordre apparent. ey 

Les taux de mortalité sur lesquels nous venons d’opérer ne sont que des taux géné- 
riques puisqu’ils se référent 4 la population de tout age. La mortalite par le cancer étant, 
par contre, presque nulle au-dessous de 40 ans, il vaut mieux calculer le taux de la morta- 
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lité en rapportant le nombre des décés par le cancer a la population de 40 ans et plus. 


Les données nécessaires 4 ce nouveau calcul se trouvent dans le tableau qui suit: 


Mortalité par le cancer dans les différentes provinces de l’Espagne pour 10.000 habitants 
(4o ans et plus), pendant la période de 1919 a 1921. 


Tauxp. Tauxp. 

prec Nome Popula- |10.000 Popula- |10.000 
Moyenne | tion 1910 | habit. Moyenne | tion 1910 | habit. 

woe oe annuelle | 40 ans | de 4o annuelle | 40 ans | de 4o 
CN ae Pie et plus | ans et et plus | ans et 


Provinces Nom- 
avec bre 
capitales absolu 


plus plus 
AMERYBIA Go A 211 70,3 28.080 | 25,04 Lerida ene 442 147,3 90.899 | 16,21 
Albacete . . 387 129 76.355 | 16,89 Logrofio . . 371 123,6 54-579 | 22,66 
Alicante .. 672 224 143.349 | 13,63 Lugo lena 555 218,3 | 145.162 | 15,04 
Almeria .. 491 T0357 100.984 | 16,21 Madrid. . . | 2.803 934.3 | 254.160 | 36,76. 
UAV Al cre eee 411 137, 58.330 | 23,49 Malaga. . . 955 318,3 | 167.251 | 21,62 
Badajoz .. 766 25553 173.173 | 14,74 IMUtCie yee 840 280 160.350 | 17,46 
Baléares . . 611 203,6 | 104.204 | 19,54 Navarre . . 654 182 Q1.221 | 23,90 
Barcelone. . | 3.675 e225 350.111 | 34,99 Orense. . . 559 186,3 136.214 | 13,68 
Biscaye .. 726 242 90.078 | 26,87 Oviédo. . . | 1.228 | ~ 409,3 | 184.951 | 22,13 
IBUESOS 2 eee 853 284,3 IOI.851 | 27,91 Palenciaga 451 150,3 57-648 | 26,08 
Caceres. . . 574 19I,3 II1I.989 | 17,08 Pontevedra. | 1.213 404,3 155-198 | 26,05 
Cadi? 79 peddle is 371 130.189 | 28,50 Salamanque. 690 230 98.718 | 23,30 
Canaries . . 596 198,6 | 106.919 | 18,57 Santander . 703 234,3 77.916 | 30,08 
Castell6én . . 460 153,3 99.011 | 15,49 Saragosse. . | 1.058 352,6 | 132.001 | 26,72 
Ciudad-Real. 669 22 102.479 | 21,76 Ségovie. . . 340 | T1346 47.282 | 24,04 
Cordoue . . 731 243,60 | 146.031 | 16,89 Seville.) Wixveag 414,5 | 181.077 | 22,90 
Corogne . . | 1.327 442,3 | 198.828 | 22,24 SOLA hasan 325 108,3 45.867 | 23,62 
Cuenca 1.1% 393 131 87.938 | 14,90 || Tarragone . 557 185,6 | 109.792 | 16,91 
Gerona tye 608 202,6 97-551 | 20,78 Slenuielaseune 337 I12,3 77.285 | 14,53 
Grenade . . 792 264 144.633 | 18,75 ‘Glede ayaa 676 225,3 | 115.638 | 19,49 
Guadalajara. 400 133,3 62.554 | 21,32 Valence “5.1 2.448 480,6 | 246.489 | 19,50 
Guiptzcoa . 534 178 61.286 | 29,04 Valladolid . 823 Perle) 82.709 | 33,16 
Huelva. 02% 531 Gry, 86.196 | 20,53 Zamora. . . 454 151,3 86.553 | 17,48 
Huesca. “2. 314 104,3 76.992 | 13,55 | ——_—_ 
Jacnieaee 716 272) 140.356 | 18,58 Espagne. . |38.044| 12.681,3 |5.768.r29 | 21,99 
Leonie 662 220,6 | 113.683 | 19,41 : 

N.B. — Les taux de mortalité ont été calculés sur le nombre de décés par le cancer pour tous les ages 


(1919-1921) mais par rapport a la population agée de 4o ans et plus (1910). La proportion des décés par le 
cancer chez la population Agée de 40 ans et plus pendant la période de 1908 4 1920 était de 9,0%. 

En groupant, d’aprés ce tableau, les provinces en régions, et en calculant, d’aprés 
le nombre total des décés de chaque région, le taux de mortalité, on peut comparer ces 


nouveaux taux aux pourcentages croissants de brachymorphes, et l’on arrive aux chiffres 
ci-dessous: 


ce eee 


aie Mortalité par le Mortalité par le 
Régions espagnoles par ordre | cancer par 10.000 Régions espagnoles par ordre | cancer par 10.000 
croissant d’éléments habitants croissant d’éléments habitants 
brachymorphes (40 ans et plus) brachymorphes (40 ans et plus) 
(1919-1921) (1919-1921) 
Valencienne. sk sh | Meee al 17,55 Vasco-Navarraise ..... 26,17 
Aragonaise Ain aa Lahr AS cn 20,54 Galiciesine ah. Ger aint cosy 21,07 
Castillane supérieure. . . . 24,03 Basse-Andalousie ..... 23,51 
Haute-Andalousie . .. . . 17,52 Canta brique:’? “awe cniiee 21,12 
Catalane” 2) IL aes 27,15 
Castillane inférieure . . . . 22,66 Espagne a) shia 21,99 


ee 
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Il est facile de constater, ici encore, que la mortalité par le cancer ne semble pas 
augmenter de maniére trés nette en passant des zones ott les brachymorphes sont absents, 
ou presque, a celles ot ils se trouvent en quantité relativement nombreux. Cependant, 
ici la deuxiéme moitié de la série de la mortalité présente, dans son ensemble, des taux 
plus élevés que ceux de la premiére moitié. 

On peut aussi se demander si les dix taux de mortalité qui se suivent, selon l’ordre 
de brachycéphalie croissante, et tels qu’ils sont présentés dans l’un des tableaux pré- 
cédents, aprés avoir été interpolés par une ligne droite, indiquent, grace a cette ligne, 
un mouvement profond d’ascension, ou de descente, ou paralléle a la ligne des abscisses. 
C’est le calcul que nous avons déja fait pour les taux des seize régions italiennes (vers la 
fin du paragraphe III de la deuxiéme partie. Voir aussi note concernant ce calcul). 

La série formant la succession des dix régions pour la mortalité par le cancer, de tout 
age (pour 100.000 habitants, taux arrondis: 49, 60, 71, 46, 80, 60, 67, 63, 64, 57), a, comme 
équation d’une ligne droite: 

= 61,7 + 0,62 #. 
Et la série concernant la mortalité par le cancer pour la population 4gée de 40 ans et plus, 
a, comme équation d’une ligne droite (pour I0.000 individus de 40 ans et plus, taux 
arrondis: 18, 21, 24, 18, 27, etc.): 
y = 22,3 + 0,32 #. 

Il s’agit donc de lignes droites ascendantes, en raison de 0,62 pour la premiére, et de 
0,32 pour l’autre, de lignes ascendantes, comme |’était celles que le lecteur connait déja pour 
l'Italie, indiquant que la direction profonde de la série formée par les taux de mortalité, 
rangés par ordre de brachymorphes croissant, est dans le sens de l’augmentation. Mais 
tandis que l’«erreur» du degré d’élévation pour la série italienne était bien plus petite que ce 
méme degré d’élévation, ici l’«erreur» est presque égale au degré d’élévation ou méme plus 
grande. En effet, pour la premiére ligne droite (mortalité pour tous les ages ensemble) 


d’otr = = 0,60 indiquant que le degré d’élévation est presque la moitié de I’«erreur». 


A 


Et pour la deuxiéme ligne droite (mortalité pour les classes d’age de 40 ans et au-dessus) 


0,32 
° 


= 0,30, d’ot 


indiquant que le degré d’élévation est égal a l’«erreur». mf: 

Il faut conclure que le nombre des termes composant nos deux series (Io termes) 
est trop petit pour que la ligne droite qui résulte d’un calcul d’interpolation puisse vérita- 
blement indiquer la direction du mouvement (d’élévation ou de diminution). 

De méme, le calcul du coefficient de corrélation de Bravais, 7, entre le pourcentage 
de brachymorphes que chaque région posséde (11 %, 18%, 21%, 22 %, en chiffres 
arrondis), et la mortalité correspondante par le cancer (40 ans et plus), donne les valeurs 
suivantes : ; lis 

¢, pour les brachymorphes 10,9; o, pour la mortalité 2,9; & (xy) = 79,80, d’ot 

79,80 
Sieg 316,1 


qui indiquerait une corrélation positive entre l’augmentation du pourcentage des brachy- 
morphes et l’augmentation de la mortalité; mais l'erreur probable de ce coefficient est 
de 0,20, ce qui indique que le coefficient en question n’est pas significatif, puisqu’il égale, 
presque, son erreur probable. 


= 0,25, 
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Voyons plutét quel est le résultat que donne un examen limité aux régions extrémes 
du point de vue de la race, c’est-a-dire aux régions: cantabrique, galicienne et basse- 
andalouse, ott les éléments brachymorphes sont en plus grand nombre que partout ailleurs 
en Espagne; et aux régions valencienne et aragonaise, ou ces éléments « étrangers » sont 
presque nuls, la totalité de la population étant de type dolichomorphe. 


Quelques mots tout d’abord sur la composition des provinces qui forment ces régions, 
du point de vue de l’indice céphalique. Le pourcentage d’individus moins dolichocéphales 
ou bien franchement brachycéphales, dont nous nous sommes servis jusqu’a présent pour 
l'étude de ces régions, a été calculé par nous en utilisant les sériations régionales d’ Oloriz, 
d’aprés lesquelles nous avons été obligé de couper la sériation a la limite de 80. C’est 
ainsi que nous avons calculé le pourcentage de 36,1 pour la région galicienne, 51,4 pour 
la région cantabrique, 36,9 pour la Basse-Andalousie, etc., jusqu’A 11,4 pour la région 
valencienne. Mais la séparation entre dolychomorphes et brachymorphes se faisant 
a 81,99 sur le vivant, et cette séparation pouvant se faire 4 81,99 sur les éléments étudiés 
par Oloriz pour les provinces, voici les résultats de ce nouveau calcul pour les provinces 
qui nous intéressent plus particuligrement: 


Pourcentage d’individus présentant un indice céphalique supérieur a 81,99 (probablement 
brachymorphes en majorité). 


RN BASE IE SITE BLT EI ESET SEIT IGEN EBS EBT TIRE 8. OSS AAD PELE DELO ILD TLE IT RITE EES LE ELLE INIT 


Région cantabrique : Région valencienne : 
EGGON ee 4) eos 26,43 CastellOnia fmt 4,03 
OViEdOwste es) sey Ne 32,59 Valence: .... ci even sue 3,17 
Santander, ......- 27,79 Alicante au. s cms ons 4354 
Région galicienne : Région avagonaise : 
LaCorogne ..... 14,52 ISRIGS Gi ig die Bo a8 4.23 
Pontevedra ..... 13,20 Saragosse ...... 4,55 
Orense ......-. 9,34 Toruelje aly face trot 5185 
; ; Soria ek eee ee 5,3 
iene 12,24 eaunerarinta ait a 
La i 17,05 
Malaga) 0/). 6.6 2 15,42 
SBE aire cb atin hs iis, 21,14 


Il y a donc une différence sensible entre les pourcentages en brachymorphes des 
deux groupes de provinces extrémes. Que devient la mortalité par le cancer de ces deux 
groupes ? Les trois régions ot les brachymorphes sont relativement nombreux ont 
une mortalité de 5,65, 6,34, et 6,39 (tous les ages ensemble) et de 21,12, 21,07, 23,51 
(population Agée de 4o ans et plus), tandis que la mortalité des deux régions exclusive- 
ment ou presque dolichomorphes, est de 4,93 et 5,99 respectivement (tous les ages 
ensemble) et de 17,55 et 20,54 (population agée de 40 ans et plus). On pourrait voir dans 
ces chiffres une petite différence en faveur des zones dolichomorphes, mais il serait bien 
téméraire de formuler une conclusion a cet égard. 


Nous pourrions aussi considérer, en un bloc, les régions les plus riches en éléments 
« étrangers » et comparer ce bloc au reste du territoire espagnol. Nous aurions alors le 
tableau suivant: 
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SE SSS SSS SSS sis SSS 
Taux de mortalité par le cancer 
par 10,000 habitants 


Tous les Ages Population de 40 ans 
ensemble et plus 
fa op ee ee Be ee ee ek 


Régions espagnoles owt le pourcentage d’individus présentant 
un indice céphalique de 80 et plus est supérieur & 30 %: 
Cantabrique . edt ple okays Muon are ie 
Vasco-navatraise . 
Galicienne . 
Basse-andalouse 


Régions espagnoles ou le pourcentage d’individus présentant 
un indice céphalique de 80 et plus est inférieur & 30 one 
Valencienne. ..">.5.8s 3.) ta ae eee 
Aragonaise. | . . . 
Castillane supérieure 
Haute-andalouse . Bee Loe ee ai) 22 
Catalanes S20, 5k Bn ae 
Castillane inférieure. 


——————————— 

Certes, les zones ot les brachycéphales sont plus nombreux ont un taux de mortalité 
par le cancer un peu supérieur, mais qui oserait tirer des conclusions d’une différence si 
minime, sans tenir compte des causes d’erreur qui peuvent se cacher dans les matériaux 
sur lesquels nous avons travaillé ? 

Sil’on s’arrétait seulement aux trois régions: cantabrique, galicienne, basse-andalouse 
(dont les pourcentages d’indice céphalique de 80 et plus sont 51,4, 36,1, 36,9, tandis 
que pour la région vasco-navarraise le pourcentage n’est que de 35,7), le taux de mortalité, 


par le cancer, de ce groupe deviendrait 6,16 (pour tous les ages ensemble) et 22,0 (pour la 
catégorie de 40 ans et plus). | 


: 


6,08 21,9 


III. 


LA RACE ET LE CANCER AU PORTUGAL. | 


Les données anthropologiques utilisables pour une étude de la géographie actuelle 
des races au Portugal ne sont pas aussi détaillées que celles que nous possédons sur 
Espagne ou surtout sur l’Italie. Quant aux données démographiques sur la mortalité 
par le cancer, il y a lieu de penser que nous nous heurtons ici aussi A plusieurs difficultés. 

L’indice céphalique au Portugal a été étudié par Ferraz de Macedo, et, d’aprés des 
données recueillies grace aux anthropologues portugais, par Deniker. Ferraz de Macedo 
a étudié aussi l’indice nasal et l’indice facial 1. La coloration a été étudiée par E. Tama- 
gnini et par d’autres auteurs: la taille par Sant’Ana Marques, tandis qu’un résumé 
substantiel de nos connaissances sur la géographie anthropologique actuelle du Portugal 
a été fait par Mendes Correa 2. Les données numeériques de ces études sont suffisantes 


1 FERRAZ DE MAcEDo: «Comptes rendus du Congrés international d’anthropologie criminelle & Bruxelles », 
1892; J. DENIKER, op. cit., L’indice céphalique, etc. : 


? Au thapitre: « Etnogenia portugesa » de son livre Raga e nacionalidade, Porto, 1910, page 87. 


pour donner une idée générale du type de la race chez la population portugaise, mais 
elles ne permettent pas une étude approfondie et définitive, du point de vue de la réparti- 
tion régionale, 

D’une maniére générale, cette population est assez homogéne du point de vue de 
la race, bien plus homogéne que la population italienne et plus homogéne que la popula- 
tion espagnole, qui l’est assez. 

Il s'agit, en l’espéce, d’un type dolichomorphe accusé. Les types brachymorphes 
sont rares et on ne les rencontre en quelque quantité que dans les restes néolitiques de 
Mugem. La taille est petite, la coloration brune. C’est le type « ibero-insular » de Mendes 
Correa, ou méditerranéen, auquel de rares types nordiques, et méme berbéres, de tailles 
élevées (Mendes Correa) sont mélangés. 

Les indices moyens provinciaux accusent tous la dolichocéphalie franche (moins de 75) 
ou la sous-dolichocéphalie (de 75,01 4 77,77). La ou ces moyennes sont le plus élevées, nous 
pouvons soupconner l’existence de quelques types brachymorphes. Ce sont les provinces 
de Minho (nord) et d’Algarve (sud). Mendes Correa fait remarquer que l’influence de la 
brachycéphalie apparait aussi dans les provinces de Douro et d’Alamtejo (sud-est). Au 
sein des populations de ces provinces, en effet, on trouverait des individus appartenant a 
une variété de l’Homo alpinus (Mendes Correa, page 94). Il faut remarquer, cependant, 
que cette répartition n’a qu’une valeur relative puisque le nombre des cranes ayant servi 
aux recherches de Ferraz de Macedo est trés limité (417 cranes masculins et 485 féminins). 

On pourra aussi consulter avec profit les cartes de la coloration des yeux et des cheveux 
de Tamagnini, celle de la taille, reproduite par Mendes Correa (dans son livre: Homo, 
Lisbonne, 1921, page 254); cet examen confirme l’existence d’une légére influence brachy- 
céphale dans les régions susmentionnées. I] nous fait constater également, dans ces régions, 
une taille un peu plus élevée, et (dans le nord, 4 Minho) un certain nombre de colorations 
moins foncées. 

Quant a la répartition géographique de la mortalité par le cancer au Portugal, notre 
premier tableau en donne les taux pour chacune des dix-sept provinces (de la partie 
continentale), calculés pour la population de tout age. Le deuxiéme tableau donne les 
taux calculés pour la population de 40 ans et plus. 


Mortalité par le cancer au Portugal (par 10.000 habitants, tous les dges réunis ) 


1913-1921. 
TOES an ToO2t : Taux moyen 
Provinces ——— ciara ORS Reta —— ame annuel par er 
Total Moyenne oat habitants 
POUL ME ie ee SS ae 805 89,4 341.163 2,62 
(E'S Eugen eg nae i aa 336 37,3 197.532 1,89 
AGA aes phen SS. Mh vs, 361 40,1 378.471 1,06 
LEE At Ce SN I cava 140 15,5 178.555 0,87 
Castelo-Branco 4). 0)... 3 172 19,1 239-933 0,80 
COUNT ody es he 562 62,4 355-502 1,76 
Bvotac atthe’. a ve aS 406 45,1 151.361 2,88 
PET WS ae ci Coane ae 447 49,7 "270.029 1,84 
CSU ATAD Issel) Rov ndy ety ret NR ¢ 185 20,6 _ 262,081 0,79 
og EPL REE eh CO 329 36,6 272.859 1,34 
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Mortalité par le cancer au Portugal (par 10.000 habitants, tous les dges réunis} 
1913-1921 (suite). 


I9I3 a I9Q2I 
Taux moyen 


7 5 | JAD NG Gin canes | Raia ae Population 
Provinces 1917 annuel par 10.000 
Total Moyenne habitants 
Lisbonne-ville .....- - 3-796 421,2 466.992 9,02 
» communes... - 1.263 140,3 435.722 3222 
Porcalesree yen ie 312 3457 145.150 2,39 
IPorto-villee.)- t-ce 1.290 143,3 199.640 7,18 
» communes. ...- - 969 107,7 493-930 2,18 
Santarems nee sn ae fe sete 628 69,8 329.643 2,12 
Viana do Castelo. . ..- - 394 43,8 226.604 1,93 
Vila- Rial icp suis = ecu oe 128 14,2 239.317 0,59 
VISCT) Aero tie listen eee ibenea he es 310 34,4 409.378 0,84 
Partie continentale. . . 12.833 I.425,9 5-593-762 2,55 
Agcores : 
Angra do Hai) ics ut 2605 29,4 68.283 4,31 
Horta (8 années) . . . . 84 10,5 47.856 2,19 
Ponta-Delgada. .... 436 48,4 119.881 4,01 
Madére (53.4. eee 774 86 175.500 4,90 
Partie insulaive1 . .. r.559 1 173,2 1 4II.520 4,21 
(Poviugall Vier, weer 14.392 + Z.599,r 1} 6.005.282 2,66 
Mortalité par le cancer au Portugal (1915-1919). 
(Population agée de 4o ans et plus). 
Population agée Nombre moyen | Taux de mortalité 
de 40 ans et plus annuel des décés pour 
(1917) (1915-1919) 100.000 habitants 
AVEIPOns2 fo} ce che Reel os pou emce 97.656 84,- 86,2 
Beja; 7. Ue otavide sl te iceatetare I hie Monies 51.218 28,4 555 
Brava hi ick alabetcr tl ake se eomte 105.752 31,6 29,9 
Ibragance Jeno. m.tee ened ates 53-406 12,8 18,9 
Castelo-Branco.. =) 7) se 66.994 12,6 18,8 
Coimbra ssc puma elutes Mae eels 107.287 55.4 ' 51,6 
Evora sutseie ate, iets teaaet eons bene 40.603 30,2 96,6 
by Coe aieeryl caliee (ch BGs Got al 72.054 41,4 57,0 
Guarda) Fo! i hae oe eens 75.691 18,6 24,4 
Leiria... ich ie pene ee ne eas 76.800 34,4 44,8 
Lisbonne)’ .5-y Diies peat cranes 248.001 490,0 197,6 
Portalegres, i) ote unas maeeeess 39.624 34,- 85,8 
POLO: (or oe a tane ere a ee ome ae 174.352 234,- 134,2 
Santaten i) 5 eesthey ao wie nthe 92.775 62,— 66,8 
Viana do Castelo \ 4. 3) ses) st pd 71.239 38,8 53,6 
Vila- Rial hice he orn eaeec is Mie ea 67.276 14,2 21,1 
Visas. a UN oe ee See ier, 120.933 25,6 2152 
Partie continentale . . . I.462.265 I.249,0 85,4 


ESS RIN TTS SS SE ES EIS TEST RSS PE I ETO BE ES EES aD EP PRE ET TY EIST BEA SRS PS aS EL SSD PASE ASU 5 EI SSS ITE 
1 Horta (Acores) 1921 non compris. 


On voit que les taux de mortalité par le cancer sont trés bas: 2, 55 pour 10.000 habitants 
de tout age et 8,54 pour 10.000 habitants Agés de 40 ans et plus (contre 7,1 et 20,0 respec- 
tivement en Italie, et 6,1 et 22,0 respectivement en Espagne), et l’on a tout de suite l’im- 
pression que ces taux sont trop bas. On voit en méme temps que les grandes villes et les 
grands centres d’attraction de la population et des malades ont des taux assez élevés 
de mortalité par le cancer: c’est le cas de Porto et de Lisbonne, ce qui fait comprendre 
encore une fois le rdle que jouent |’attraction des grandes villes et les moyens cliniques 
et de diagnostics qui s’y trouvent, dans la répartition statistique de la mortalité cancéreuse. 

Mais il faut ajouter que, dans une bonne partie des provinces du Portugal, le nombre 
des décés qui sont enregistrés comme dus A des causes inconnues ou mal définies est trés 
élevé, et ce nombre est plus élevé 14 ott les décés enregistrés comme dus au cancer sont 
trés bas. Ainsi, dans les provinces de Guarda, de Bragance, de Viseu, de Vila-Rial, de 
Castelo-Branco ot! la mortalité par cancer est de 2,4, 1,9, 2,I, 2,1, 1,9 (pour 10.000 
habitants agés de 40 ans et plus) la mortalité respective par cause inconnue ou mal 
définie a été (en 1915-1919) de 281, 332, 262, 325, 345 (id., id.). Par contre, 4 Lisbonne- 
ville ce chiffre tombe & 45. 

Dans ces conditions, il n’est guére possible d’établir des comparaisons, méme approxi- 
matives, entre la répartition de la race et celle du cancer. Toutefois, voici le tableau qui 
résulte d’un rapprochement entre la répartition régionale de l’indice céphalique et celle 
du cancer. Dans ce tableau, les données démographiques des deux tableaux précédents, qui 
sont répartis en provinces, sont groupées autant que possible par régions, selon la répar- 
tition régvonale sous laquelle sont présentées les données anthropologiques: Minho (Braga, 
Porto, Viana), Tvaz-os-Montes (Bragance, Vila-Rial), Beiva (Aveiro, Castelo-Branco, 
Coimbra, Guarda, Viseu), Estremadure (Leiria, Lisbonne, Santarem), Alemtejo (Beja, 
Evora, Portalegre), Algarve (Faro). 


PORTUGAL. 
Neen SL SRS PE TOE SEAR SE TSUN SS VSS STIS STDS EE TS SSRI TESS 


1913-1921 


Indice céphalique Mortalité par le cancer pour 


(sur le crane) 


Provinces 10.000 habitants de 
Hommes Femmes Tout age 40 ans et plus 

LUNGS Se 757 rhs 2,60 11,80 
Traz-os-Montes ..... 72,5 73,- 0,70 2,24 
WI OULOM i cia clas sie. tes 73,8 74,9 eT =i 
IbeitavAltaig mentite or: 72,6 GAS 1,40 4,19 
eiray Daixa usa s roi eblieil s 73,7 76,— 
Egtremadute .: 1 4.) 7453 75,0 4,44. 14,- 
Be POTI TOPOS Sa (tis) a alae 5 74,8 76,6 2,37 7°73 
ST OR Te 75,3 76,3 1,84 5,64 

LE GPR EEE Taye fice, ' M4) os 745 — 2,56 8,54 
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Quatriéme chapitre 


Par le professeur Alfredo NICEFORO. 


LA RACE ET LE CANCER EN BELGIQUE ET EN HOLLANDE 


1. 
REPARTITION GEOGRAPHIQUE DE LA RACE EN BELGIQUE. 


Ce sont surtout les travaux de Houzé qui nous renseignent sur la répartition géogra- 
phique des races en Belgique+. D’aprés ces travaux, notamment d’aprés le mémoire 
sur l’indice céphalique, on constate: 


I. Que sept des neuf provinces du royaume ont des indices céphaliques moyens 
inférieurs 4 82 (sur le vivant). Deux provinces seulement accusent des indices céphaliques 
de 82 et plus. La Belgique est donc, en bonne partie, un pays de dolichomorphes. 


2. Que les deux provinces ot les brachymorphes sont le plus nombreux sont le 
Brabant (avec Bruxelles) et le Luxembourg; la premiére a un indice moyen de 82,34 et la 
deuxiéme de 83,38. 

. Qu’en général, les quatre provinces du nord de la Belgique: Flandre-Occidentale 
(Ostende), Flandre-Orientale (Gand), Anvers (Anvers), Limbourg (Hasselt) sont peuplées 
par une grande majorité de dolichomorphes, tandis que les quatre provinces du Midi, 
Hainaut (Charleroi), Namur (Namur), Liége (Liége), Luxembourg (Arlon) tout en étant 
telativement dolichomorphes, présentent une certaine proportion de brachymorphes. 


Répartition géographique de quelques caractéres anthropologiques en Belgique. 


Indice céphalique 


Provinces (sur le vivant) Taille moyenne 
I. .ATIVEDS§ sp Gola ich Ae Be ee ee Oe ee 79,38 Im. 663 
2.) Brabant (1's 0h eel inate ie ees 82,34 Im. 657 
3. Blandre-Occidentalew) ts. uns cen ee ; 80,52 Im. 656 
4. / Hlandre-Onientaley seas 20), bee 80,11 Im. 656 
5. Hainaut. 57.0 t ateraa ore a ee ee 81,36 Im. 654 
Gu Liege cif Me ee eee aot ole lee eee 81,13 Im. 658 
7. Bam bourg:. sia) cases ae ener aa 78,91 Im. 671 
8.5 Latxem boar p 0s aus cena ee en ne RAS: 83,38 Im. 658 
9.) “Namur. Pia, Gaeta al Re oan gen rae 80,72 I m. 662 


1 E. Hovuzk, « Bulletin de la Société d’anthropologie de Bruxelles », 1887 et 1888. 


LISTE DES PROVINCES DE BELGIQUE 


arvangées selon la numérotation employée sur les cartogrammes. 


I. Anvers 

2. Brabant 

3. Flandre-Occidentale 
4. Flandre-Orientale 

5. Hainaut 


Figure N° 26. 


BELGIQUE. 


6. Liége 

7. Limbourg 

8. Luxembourg 
9. Namur 


Répartition géographique de V indice céphalique. 
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Figure N° 27. 


BELGIQUE. 


képartition géographique de la taille. 
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La province du Brabant (Bruxelles) se rattache, dans sa partie septentrionale, aux 
dolichomorphes du nord, et, dans sa partie méridionale, aux brachymorphes du midi. 


Des travaux et observations de Houzé, il ressort également: 


4. Que la taille des populations des provinces dolichomorphes est, en général, plus 
Clevée que celle des populations moins dolichomorphes et que la coloration blonde ou 
claire est bien plus fréquente chez les premiéres que chez les secondes. Quant a la relation 
existant entre la répartition de la taille et celle de indice céphalique, l’on peut voir, 
grace a un calcul trés simple, que les trois provinces de notre tableau ou l'indice céphalique 
est le plus bas (Limbourg, Anvers, Flandre-Orientale) ont une moyenne des tailles moyennes 
de 166,3; que les trois provinces qui suivent, par ordre d’indice céphalique croissant 
(Flandre-Occidentale, Namur, Liége) ont une moyenne des tailles moyennes de 165,9, 


et que trois provinces, enfin, oti l’indice céphalique est le plus élevé (Hainaut, Brabant, 
Luxembourg), ont une moyenne des tailles moyennes de 165,6. Il apparaitrait donc que la 
taille diminue en passant des dolichomorphes (blonds) aux brachymorphes, si toutefois 
le calcul trés grossier que nous venons de faire peut mener a des conclusions dignes de 
foi. L’indice des rangs, en ce qui concerne les deux séries, donne une valeur de —o,48, 
indiquant que, a l’ordre croissant des indices céphaliques correspond, & peu prés, l’ordre 
décroissant des tailles. 

Les cartogrammes que nous publions aideront le lecteur 4 mieux comprendre cette’ 
description de la répartition des races en Belgique. 

En somme, la Belgique serait peuplée, surtout dans le nord, par des représentants 
de l’Homo europaeus, dolichoblond et aurait un certain nombre de représentants de 
V Homo alpinus dans le midi. | 

Ces indications ne constituent que les lignes trés générales de la répartition des races 
en Belgique. Houzé lui-méme et ses savants collégues belges ont mis en relief des faits 
particuliers qu’il ne faut pas ignorer: des individus de type brachymorphe peuplaient déja 
la Belgique a l’époque néolithique (J. Fraipont et Houzé); cette pénétration des brachy- 
morphes néolithiques se serait faite par les pays qui sont actuellement la Suisse et la France; 
si ’on rapproche la géographie des races de celle des langues, en Belgique, on trouve que la 
zone flamande (nord) est plus dolichomorphe que la zone wallonne (midi) ; on trouve aussi 
que les provinces les plus dolichoblondes sont le Limbourg, Anvers et la partie septen- 
trionale du Brabant; et que, si le nord de la Belgique, dans ses deux provinces des Flandres, 
est un peu moins dolichomorphe que les autres provinces du nord, c’est a cause de la 
fusion des populations des Flandres avec |’élément brachymorphe (celtique) du sud. Les 
Wallons du midi, parmi lesquels se trouvent les brachymorphes, sont moins brachymorphes 
dans les régions de Liége et du Hainaut que les envahisseurs «germaniques» dolichoblonds 
ont toujours traversées pour se répandre dans le midi (Houzé). On a voulu faire observer 
en méme temps que, si les brachymorphes belges sont de taille plus élevée que les brachy- 
morphes francais, auxquels ils se rattachent, c’est parce que la haute taille des dolicho- 
blonds a fait sentir sur eux son influence. Ces détails devraient attirer encore une fois 
Vattention des chercheurs. Plusieurs de ces problémes devraient faire l’objet de nouvelles 
études. 


FL: 


RACE ET MORTALITE PAR LE CANCER EN BELGIQUE. 


L’étude de la répartition géographique de la mortalité par le cancer en Belgique se 
heurte ici encore a la grave difficulté que provoque l’enregistrement des décés au lieu du 
décés et non au lieu du domicile habituel du défunt. On comprend aisément que des grands 
centres, comme Bruxelles, Liége et Anvers, attirent un grand nombre de malades, tandis 
que les provinces moins bien partagées au point de vue des établissements hospitaliers 
accusent un moins grand nombre de décés par le cancer. Il faut ajouter qu’il y a, ici aussi, 
une certaine différence entre les provinces, du point de vue du nombre de deécés inscrits 
sous la rubrique « maladies inconnues ou mal définies ». Dans la province d’Anvers, par 
exemple, il n’y en a que 2,6 pour 100 décés, tandis que dans celle du Luxembourg ce pour- 
centage s’éléve 4 5°%. Dans cette méme province (Luxembourg) qui a un taux minimum 
de mortalité par le cancer, on trouve le taux le plus élevé de mortalité par sénilité (105 
pour 10.000 habitants; décés et habitants agés de 40 ans et plus) et l’on sait que sous la 
rubrique « sénilité », il peut se cacher un certain nombre de décés par cancer, 
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Voici deux tableaux indiquant la répartition géographique de la mortalité par le 
cancer en Belgique et se référant, l’un, a la population 4gée de 21 ans et plus, et l’autre 
a celle de 40 ans et plus 


A 


Mortalité par le cancer dans les provinces de la Belgique au cours de la période IQIQ a 1922. 


i 


Nombre de décés par cancer 
Habitants agés de 


Provinces 2I ans et plus Taux p. 10.000 
(31 déc. 1920) IQIQ-1922 Moyenne habitants 

dade: (21 ans et plus) 
DPE ADV CLS beat! Mtb amie cae 603.789 3.187 797 13,2 
Zim BrADAntg ws megneous Mikee T,001.812 5.167 1.292 12,9 
3. Flandre-Occidentale. . 475.012 DA2k 580 12,2 
4. Flandre-Orientale. . . 670.865 3.175 794 11,8 
Sot Raat. eu etey maa 822.642 3.547 887 10,8 
Oa Ligeia Biman gre tae 588.131 2.941 720 12,2 
Wo Wl bOUrE ae Auben gone 160.055 574 143 8,9 
8.) Laxemboure seen 138.657 515 129 9,3 
oS INGA UE ct Cea Ree 228.910 1.040 260 11,4 
Feoyaume. 0. aie 4.689.873 22.467 5-617 42,0 


Mortalité par le cancer en Belgique au cours de la période 1919 & 1922. 


SEER SESS TERRES SS FESS TREE SLRS SP SS SE SS EEO 
Taux pour 


Population 10.000 hab. 

Provinces agée de 40 ans Agés de 40 ans 
et plus et plus 
I9QIO 1910 
ITEVETS Shes Je RA UC ee 241.923 32,98 
Brabant Go. a vee aot eek 419.167 30,82 
Flandre-Occidentale . . . 244.430 23,72 
Flandre-Orientale . .. . 318.440 24,94 
Frainaute ie 0) ole eee 390.658 22,72 
Li¢ge AA Nt Ole rien ede 271.588 26,51 
Limboyre 7002 a koe 72.300 19,78 
Lxem bourse one 72.768 17,73 
IN aur 7. See ake ae 122.037 21,31 
Royaume... . 2.153.327 26,09 


LER At SSA WSS RS? Se ASS SPR eA De PART PL 


Il n’est pas aisé de comparer, sic ef sumpliciter, la carte du cancer a celle de la races 
entre autres a cause de la difficulté qu'il y aa constituer des groupement territoriaux de 
telle sorte qu’ils fassent disparaitre, ou quiils atténuent l’attraction des grands centres, 
hospitaliers, les plus importants de ceux-ci pouvant attirer les malades d’une province 
autre que celle ou ils se trouvent. 
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Figure No 28. 
BELGIQUE. 


Répartition géographique de la mortalité par le cancer pour 100.000 individus de tout age, 
période 1920-1922. 
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Figure No 29. 


BELGIQUE. 


Répartition géographique de la mortalité par le cancer, parme la population adgée de 4o ans 
et plus, période 1919-1922. 


1. Anvers 4. Flandre-Orientale 7. Limbourg 
2. Brabant 5. Hainaut 8. Luxembourg 
3. Flandre-Occidentale 6. Liége g. Namur 
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Quoi qu’il en soit, en consultant les deux tableaux, on trouve: 

_ I. Que le rang occupé par les neuf provinces belges d’aprés le taux croissant de mor- 
talité, calculé sur la population de 21 ans et plus, est presque le méme que si on les range 
d’aprés la mortalité, calculée sur la population de 40 ans et plus. L’indice des rangs, pour 
ces deux séries, est de 0,94. 


2. Le classement des: neuf provinces, d’aprés leur indice céphalique croissant, et 
celui de ces mémes provinces d’aprés leur taux de mortalité (population agée de 40 ans 
et plus) donne un indice des rangs de — 0,15. Le signe de l’indice est négatif, ce qui ferait 
soupgonner l’existence d’un rapport inverse (l’indice céphalique augmente et la mortalité 
diminue), mais la valeur de l’indice est trop faible pour qu’on en puisse tirer des conclusions. 

Nous pourrions suivre aussi, pour former des groupements plus larges, une autre 
méthode. Nous pourrions placer d’un cété les quatre provinces les plus dolichomorphes 
(Limbourg, Anvers, les deux Flandres), et de l’autre les quatre provinces les moins dolicho- 
morphes (Hainaut, Namur, Liége, Luxembourg), en laissant de cété le Brabant, qui est 
partagé entre dolichomorphes et brachymorphes, mais nous ne serions pas certains pour- 
tant d’avoir ainsi éliminé l’influence de l’attraction des centres et certaines autres causes 
derreurs. En constituant ces deux blocs et en calculant pour chacun d’eux le rapport 
existant entre le nombre moyen des décés par le cancer de chaque bloc et la population 
totale (de 21 ans et plus, ou de 40 ans et plus) de chaque bloc, nous obtiendrons le résultat 
suivant: 


ee EE 


Taux de morta- 


Provinces Population Décés_ | lité (par 10.000 

(21 ans et plus) habitants) 

Les quatre provinces les plus dolichomorphes make 1.909.721 2.315 T2A0 

Les quatre provinces les moins dolichomorphes. . . 1.778.340 1.996 T},2 

Population 

(40 ans et plus) 

Les quatre provinces les plusdolichomorphes . . , 877.099 23L5 26,4 

Les quatre provinces les moins dolichomorphes. . . 857.051 1.996 23,3 


Ce résultat nous laisse toujours de lincertitude, bien qu’il y ait probablement lieu 
de conclure a une plus grande mortalité, par le cancer, des dolichoblonds que des brachy- 
morphes. 


III. 
REPARTITION GEOGRAPHIQUE DE LA RACE EN HOLLANDE. 


La documentation n’est pas rare; cependant on ne pourrait pas dire qu'elle soit 
compléte, ni dans ses détails, bien approfondie. Les travaux les plus importants sont 
les mémoires de A. Sasse, du Dt De Man, de L. Bolk, sur l’indice céphalique, sur la 
pigmentation et sur la taille et les deux monographies de Deniker, l’une sur l’indice 
céphalique (1899) et l’autre sur la taille (t908) en Europe '. Pa 

Si on se contente d’esquisser dans SP aatee lignes la répartition géographique 
des races en Hollande, on trouvera que la Hollande, bien que peuplée en grande majorité 
par des dolichoblonds, de grande taille, représentants du type Homo europaeus, contient 
dans ses provinces, surtout dans les zones du midi (Zélande, Brabant Septentrional, 
Limbourg), un certain nombre d’individus du type brachymorphe, bruns, de pigmentation 
moins claire que le reste de la population, et de taille moins élevée. Ils seraient les 
représentants du type Homo alpinus, qui existait déja sur le sol hollandais a l’époque 


1 Voir la bibliographie dans le mémoire de J. DENIKER sur l’indice céphalique en Europe et a la fin du 
volume de E. Pirrarp, déja cité, sur Les races et I’ histoire. 


préhistorique. Des brachycéphales blonds (H. orientalis de Deniker?) se trouveraient, 
d’autre part, dans les régions du nord-est de la Hollande: dans Ja Drenthe, dans 
l’Overyssel et 4 Groningue. 

Cette esquisse est bien vague et bien imprécise, méme pour un apergcu trés général, 
et la documentation qui serait nécessaire pour le préciser est encore fragmentaire. 

Voici d’abord les tableaux numériques et les cartogrammes que nous venons de com- 
poser a ce sujet. Les onze provinces de la Hollande sont disposées, dans notre premier 
tableau, par ordre géographique, approximativement du nord au sud; la premiére colonne 
contient les indices céphaliques moyens de chaque province, tels qu’on les trouve dans 
le mémoire de Bolk; la deuxiéme, la taille moyenne; la troisiéme, le pourcentage d’indi- 
vidus (adolescents) aux yeux bleus et aux cheveux clairs; la quatriéme, le pourcentage des 
types bruns (adultes); la derniére, le pourcentage d’enfants aux cheveux noirs et’aux 
yeux foncés. 


Répartition géographique de quelques caractéres anthropologiques en Hollande. 


SS Ee a SS SS SSS 


Pourcentage de 


yeux clairs | yeux bruns 

(adolescents) | (adolescents) 
BYISe gives Sen ee 80,4. Ty Lid 43,2 “17 
Groningue. . . 81,2 169,8 41,3 1,4 
Drentheaie. am. 81,0 107.4 39.4 T53 
Overyssel . . . 81,4 168,7 3555 1,6 
Hollande-Septent. 80,5 170,7 Bi 1,8 
Gueldre: = 7.2.44 80,4 169,2 34,4 2,8 
Oirecht ar une. 80,5 169,6 30,1 2,4 
Hollande-Mérid. 79,6 169,3 31,4 2,5 
Zelandew de ahh. 80,8 167,9 28,4 4,1 
Brabant-Septent. 81,5 167,1 22,3 4,0 
Limboung 0p. 80,6 167,3 21,8 4,7 


Un premier examen de ce tableau indique que la Hollande est essentiellement un 
pays de dolichoblonds de grande taille; toutefois, dans quelques zones du midi, il ya 
quelques éléments dolichomorphes de coloration foncée. Il est difficile d’aboutir 4 des 


conclusions moins vagues, étant donné les éléments numériques que nous possédons, 
jusqu’a ce jour. 
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LISTE DES PROVINCES DES PaAys-BAS 


arvangées selon lV ordre de numérotation employé sur les carvtogvammes. 


I. Frise 7. Hollande-Méridionale 
2. Groningue 8. Zélande 

3. Drenthe g. Brabant-Septentrional 
4. Overyssel to. Utrecht 

5. Hollande-Septentrionale 11. Limbourg 

6. Gueldre 


Figure No 30. 


Pays-BAs. 


Répartition géograpiique de Vindice céphalique. 
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1 We 
RACE ET MORTALITE PAR LE CANCER EN HOLLANDE. 


Quant a la répartition géographique de la mortalité par le cancer, en Hollande, elle 
est telle que l’indiquent notre tableau numérique et nos figures 33 et 34. (pages 104 et 105). 


Répartition géographique de la mortalité par le cancer aux Pays-Bas par sexe, chez la 
population de 40 ans et au-dessus, pour la période de IgIg a 192T. 


Hommes Femmes 


= Taux Taux 
| Moyenne | Popula- iene Moyenne } Popula- woe 


| T : 
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| i y annuelle | tion de Sea annuelle | tion de 
aa deg deo des décés | 40 ans annuel | des décés des décés | 40 ans ees 
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Figure Ne 33. 


Pays-Bas. 


Répartition géographique de la mortalité par le cancer. Taux pour 100.000 individus, 
période 1920-1922. 
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Figure No 34. 
Pays-Bas. 


Répartition géographique de la mortalité par le cancer 
chez la population dgée de 4o ans et plus, période 1919-1921. 
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Si nos chiffres représentent la vraie répartition de la mortalité par le cancer dans 
les onze provinces hollandaises, c’est-a-dire que, si les taux ne sont pas faussés par 
influence que pourrait avoir la répartition des décés par sénilité et par cause inconnue 
ou mal définie, nous pourrions nous efforcer de rapprocher la répartition de la mortalité 
de ce que nous savons des races habitant la Hollande. Si l’on classe par ordre d’indice 
céphalique croissant les onze provinces hollandaises et si l’on inscrit a coté de chaque 
province le taux de sa mortalité par le cancer, on ne trouve pas de régle dans l’ordre selon 
lequel les taux de mortalité se suivent. La moyenne des trois premiers taux (correspon- 
dant aux trois provinces oti l’indice céphalique est le plus bas) est de 38,73; puis, les 
moyennes des taux successifs, de trois en trois (a l’exception du dernier groupe qui est 
formé de deux provinces au lieu de trois), sont: 36, 44; 39,09; 37,12. Si donc l’indice cépha- 
lique, s’éléve, le taux de mortalité n’accuse aucun mouvement, soit d’élévation, soit de 
diminution, qui soit bien défini. Au lieu de calculer la moyenne des taux, l’on peut calculer 


a) LT OMe 


les moyennes pondérées; on aura alors, 37,68 pour la mortalité des trois provinces a indice 
céphalique le plus bas (dolichomorphes) et puis, 38,32; 39,36; 36,72. La mortalité parait 
s’élever en passant vers les brachymorphes, mais, tout a coup, elle retombe brusquement. 
D’autre part, si l’on classe par ordre de pourcentage croissant de blonds les onze pro- 
vinces hollandaises et si l’on inscrit a cété de chaque province le taux de sa mortalité par 
le cancer, on trouve que cette mortalité s’éléve en passant vers les provinces ou le pour- 
centage des blonds est le plus élevé: les moyennes successives de taux de mortalité sont, 
en effet 34,66; 38,76; 38,14; 41,23. En calculant a l’aide de moyennes pondérées, ces taux 
de mortalité deviennent: 38,44; 38,42; 37,92; 41,46. 

En répétant le calcul pour la série des enfants de type noir-brun (les provinces 
étant placées par ordre de pourcentages croissants de ce type), on trouverait les moyennes 
successives suivantes pour la .mortalité: 39,02; 40,55; 37,01; 33,63, la premiére moyenne 
se référant aux provinces qui ont un minimum de sujet de type brun et la dermiére aux 
provinces qui en ont un maximum. 

Mais les indications anthropologiques relatives a la répartition de indice cépha- 
lique, etc., réunies dans notre tableau, sont-elles suffisantes pour donner véritablement 
la répartition régionale de la race dans toutes ses nuances ? Et les précisions dans le 
diagnostic, ou les possibilités d’un diagnostic exact, sont-elles égales dans toutes les 
provinces du pays ? 

Le nombre d’éléments (provinces) que notre tableau fournit est trop bas pour 
justifier un calcul des corrélations a l’aide du coefficient 7 de Bravais; néanmoins, voici 
le résultat que donne ce calcul: 

Indice céphalique (onze données de la premiére colonne du tableau) et mortalité par le 
cancer (Frise 41,9; Groningue 40,6; Drenthe 38,9, etc.), 7 = + 0,05 + 0,20; c’est-a-dire 
résultat insignifiant. 

Pourcentage des enfants du type now-brun et mortalité par cancer, y = — 0,76 + 0,09; 
c’est-a-dire, résultat significatif, indiquant une corrélation inverse entre la mortalité 
par le cancer et le type brun (ce type est-il, en Hollande, le type Homo alpinus, ou le 
Homo mediterraneus, ou les deux ensemble?). Il y aurait aussi une autre recherche a 
faire. Les descriptions qu’ont faites quelques anthropologistes hollandais, de la réparti- 
tion des races en Hollande, s’accordent pour montrer dans la Zélande, dans le Brabant et 
dans le Limbourg, la fréquence d’un type brachycéphale brun (Homo alpinus); dans la 
Frise, dans la Hollande-Septentrionale et Méridionale, dans la Gueldre et 4 Utrecht la 
prédominance du dolichocépale blond (Homo nordicus), et dans les trois provinces de 
Groningue, de la Drenthe et de |’Overyssel, la fréquence de blonds moins dolichocéphales 
appartenant probablement au type de |’Homo orientalis (de Deniker) 1. Or quelle est la 
mortalité par cancer dans ces trois groupes de provinces? Si l’on se limite a faire la 
moyenne des taux de mortalité, on trouve: Homo alpinus, 34,66; Homo orientalis, 39,02; 
Homo nordicus, 39,20. Si l’on calcule les moyennes pondérées, on trouve: 34,88; 39,00; 
38,69. La zone méridionale ott les brachymorphes bruns sont assez fréquents aurait donc 
un taux inférieur aux taux des autres zones. 


1 Des recherches spéciales sur les brachycéphales de la Zélande se trouvent dans le mémoire de VicToR 
JAcguEs, «Bulletin de la Société d’anthropologie de Bruxelles», 1889, page 157.On y montre, par exemple, 
comment, dans certaines zones de la Zélande, les crfnes d’un indice supérieur 4 80 (brachymorphes) atteignent 
le 54, le 85, le 81 % de Ja totalité des crines examinés. 
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Cinquiéme chapitre 


Par le professeur Alfredo NICEFORO. 


QUELQUES OBSERVATIONS SUR LA RACE ET LE CANCER DANS LES PAYS 
SCANDINAVES, EN BAVIERE ET DANS LES PAYS DE L’ANCIEN 
EMPIRE D’AUTRICHE, POUVANT SERVIR DE CONTROLE AUX OBSER- 
VATIONS DEJA FAITES. 
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Les quelques observations qui vont suivre, 4 propos de la race et du cancer parmi 
les populations scandinaves et certaines autres populations, ne seront formulées qu’a 
titre de contrdle des hypothéses provisoires que les chapitres précédents peuvent suggérer, 

Les pays scandinaves: Suéde, Norvége et Danemark forment un bloc assez homogéne, 
les deux premiers surtout, de population du type Homo europaeus: taille trés élevée, crane 
dolichomorphe, face allongée, pigmentation claire. Nous avons déja rencontré ce type en 
Belgique et en Hollande; il en existe des traces dans le nord-est de la France; mais c’est 
dans les pays scandinaves qu’il se présente de la maniére la plus homogéne. « II s’agit 
d'une continuité de type aussi bien dans l’espace que dans le temps, puisque la physionomie 
ethnique dont nous venons de parler était déja ce qu’elle est aujourd’hui — dans cette 
circonscription géographique — aux Ages de la pierre et du bronze!. » 

Si la race avait une influence sur le cancer et si cette influence était différente pour 
chacun des types Homo europaeus, alpinus ou mediterraneus, c’est peut-étre en observant 
ce bloc homogéne de scandinaves et en le comparant 4 ce que nous savons déja des deux 
autres races qu’on aurait le plus de chances de projeter un peu de clarté sur le probléme 
des rapports de la race et du cancer. 

La premiére chose a faire, c’est de comparer le taux de la mortalité par cancer des 
pays que nous avons déja examinés a ceux de la Suéde et de la Norvége, en tenant compte 
de la composition ethnique de ces différents pays. 

L’Italie dolichobrune du sud (Homo mediterraneus) donne, dans son ensemble, un 
taux de mortalité par le cancer d’environ 12 pour 10.000 habitants (40 ans et plus, 1910- 
1921). 

: t Ttalie brachymorphe du nord (Homo alpinus et Homo dinaricus) donne, dans son 
ensemble, un taux d’environ 24 pour 10.000 habitants (donc, bien plus élevé que le taux 
précédent). 

L’Espagne dolichobrune (Homo mediterraneus) donne, pour sa part, dans son ensem- 
ble, un taux de 22 pour 10.000 habitants (40 ans et plus, rg1g-1g21). Laissons de cété 
le Portugal, étant donné le trés grand nombre de décés pour causes inconnues ou mal 
définies que présentent plusieurs de ses provinces. 


* Eug. Pitrarp: Les races et V'histoive, déja cité, page 259. 


Figure N° 35. 
SUEDE. 
Répartition géographique de la mortalité par le cancer 
parmt la population agée de 4o ans et plus, période 1911-1915. 


=, SUEDE 
——————— Mortalite par le 


eP: Cancer 
_ 1911-1915 


My \aux moyen p:l0000hab} 
Ve 40 annees et plus. i 
ee 96 - 27.9 4. 

| 28 ~ 29.9 5. 

30 - 319 6. 

oF -ua39 ae 

34 - 359 8. 

36 - 37,9 9. 

SOyerao TO} 

40 el plus II. 

bee 

Le, 

14. 

15. 

To. 

17, 

\ 18, 

ie 19. 

20. 

7a 

5—-f=>== Piss 
L==f= 22° 
ee 24. 


25. 


LISTE DES PROVINCES 


DE LA SUEDE 


arrangées selon la 
numeérotation employée 
dans la figure ct-contre. 


Stockholm-ville 
Stockholm 
Upsala 
Sédermanland 
Ostergotland 
Jonképing 
Kronoberg 
Kalmar 
Gotland 
Blekinge 
Kristianstad 
Malméhus 
Halland 
Géteborg & Bohus 
Alvsborg 
Skaraborg 
Varmland 
Orebro 
Vastmanland 
Kopparberg 
Gavleborg 
Vasternorrland 
Jamtland 
Vasterbotten 
Norbotten. 


La Belgique, oti les dolichoblonds et les brachymorphes sont mélangés, mais ou les 
dolichoblonds (Homo nordicus) sont tres nombreux, donne, dans son ensemble, un taux 
de mortalité par le cancer, de 26 pour 10.000 habitants (40 ans et plus, 1919-1922). 

La Hollande, ot la population, appartient en grande partie, au type dolichoblond (Homo 
nordicus) donne un taux tres élevé: 38 pour 10.000 habitants (40 ans et plus, 1919-1921). 

Eh bien, a part l’erreur de logique dans laquelle on pourrait tomber, erreur que les 
logiciens indiquent sous la désignation de: fausse cause ou accident, c’est-a-dire un sophisme 
qui considére comme la cause ce qui n’est pas la cause, comme essentiel et universel ce qui 
nest qu’accidentel et particulier, A part, donc, l’erreur de logique en question, — qu’on 
indique aussi par la formule : cum hoc, ergo proper hoc, — pourrait-on dire d’aprés les 
rapprochements que nous venons de rappeler, que les dolichobruns sont les moins touchés 
par le cancer, et que les brachycéphales le sont un peu plus, tandis que les dolichoblonds 
Se placent en premiére ligne ? La Suéde et la Norvége sont les pays typiques des dolicho- 
blonds. Que nous révéle le taux de mortalité cancéreuse de ces pays? 

Prenons la Suéde, d’abord. Il s’agit d’un pays fonciérement dolichoblond, qui posséde 
cependant des zones ot ce type est moins nombreux (voir le cartogramme que nous avons 
deja donné, au commencement de cette étude (page 43), d’apres les observations de 
Lundborg). Ces zones sont celles de l’extréme-nord: Lappland et Vasterbotten et certaines 
zones de l’extréme-sud: Skane, Halland, Blekinge, Gotland. Les dolichoblonds y sont en 
proportion un peu moins élevée, c’est-a-dire que, dans l’extréme-nord, il doit y avoir des 
éléments lappons qui sont brachycéphales et des éléments finnois qui sont mésocéphales, 
ou moins dolichocéphales que les vrais dolichocéphales. L’extréme-sud, d’autre part, s’est 
probablement trouvée sous linfiuence des migrations brachymorphes provenant du sud: 
Ja trainée « brachycéphale » traversant diagonalement !’Europe y a laissé ses traces. 

Mais ces problémes seront indiqués avec quelque détail au chapitre spécial qui sera 
consacré aux pays scandinaves (par mon collégue le professeur Pittard); ici, il s’agit 
tout simplement d’examiner le taux de mortalité pour l’ensemble de ce pays dolichoblond. 

Ce taux (40 ans et plus, 1911-1915) s’éléve A 33,4 pour 10.000 habitants: il serait 
presque certainement un peu plus élevé s’il était calculé pour la méme période, plus 
récente, d’aprés laquelle ont été calculés les taux des autres pays (1919-1921). Cest un 
taux qui se rapproche du taux des dolichoblonds hollandais et qui est bien plus élevé que 
les taux de la Belgique (dolichoblonds et quelques brachymorphes) et du nord 
brachycéphale italien. I] est, enfin, presque le double du taux de I’Italie du sud 
(dolichobruns), et il s’éléve au-dessus du taux espagnol (dolichobruns) que de douze 
unités. (Voir figure 35 ci-contre.) 

Peut-on remarquer quelques différences entre la mortalité par cancer des zones 
suédoises, moins pures, de l’extréme-nord, ou de l’extréme-sud ( quelques brachymorphes), 
et celle du reste du pays? La réponse est incertaine — du moins d’aprés un premier coup 
d'ceil sur les chiffres —- car tandis que la mortalité cancéreuse pour le pays tout entier 
est de 33,4, ainsi que nous l’avons déja dit, dans le Norbotten et le Vasterbotten (extréme- 
nord), elle descend 4 27,48 ou elle monte a 38,15 et dans l’extréme-sud, provinces de 
Kristianstad et de Malm6 (Skane), elle se chiffre 4 26,39 et & 29,63; dans la zone de Blekinge 
a 32,09, dans celle de Halland a 28,32. Ily a quelque apparence d une moindre mortalité 
dans le Norbotten, pour l’extréme-nord, et dans les zones de lextréme-sud. Mais il 
serait bien téméraire de formuler des conclusions. Il est bon de rappeler qu’en Suéde les 
décés sont inscrits au lieu du domicile habituel du défunt, ce qui constitue une bonne 
garantie pour l’établissement et l’étude de la répartition des causes de déces. 

La Norvége aussi est un pays essentiellement dolichoblond (Homo nordicus | quoi- 
qu’on y trouve quelques mosaiques d’éléments étrangers, provenant peut-étre d émi- 
grations finniques et autres. Sur les cétes, on constate des Jocalisations sous-brachycé- 
phales (16 et méme 24°% de brachymorphes) mais de grande taille. Nous nous bornerons 
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Figure N° 36. 
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a noter que le taux de mortalité par cancer pour la N orvege est de 33,6 pour 10.000 habi- 
tants (40 ans et plus, 1919-1921). Il se rapproche donc de celui de la Suéde, mais 
peut-étre, est-il de quelque peu inférieur 4 celui-ci. 

En somme, le taux de mortalité des dolichoblonds est assez élevé (Hollande, Suéde, 
Norvége), il l’est un peu moins en Belgique ot cependant |’Homo nordicus est assez 
fréquent; le taux des brachymorphes (Homo alpinus et dinaricus) est bien plus bas 
(Italie du nord), mais l’Espagne dolichobrune (Homo mediierraneus) donne un taux 
qui répéte presque celui de l’Italie brachymorphe du nord. Ce sont surtout les dolichobruns 
du sud d’Italie qui présentent le taux le plus bas, bien éloigné de celui des brachymorphes 
et encore plus éloigné que celui des dolichoblonds. 


It 


Les pays scandinaves, —Suéde et Norvége, —nous ont servi d’exemple pour quelques 
observations sur les populations dolichoblondes de race Homo nordicus ou europaeus. 
La Baviére mérite d’attirer notre attention, puisqu’elle constitue l’un des blocs relative- 
ment homogénes de la coulée brachymorphe, qui traverse diagonalement 1’Europe. 

La Baviere se trouve dans cette partie de l’Allemagne méridionale qui est si sensible- 
ment différente, au point de vue anthropologique, de la partie septentrionale. Tandis que 
le nord de l’Allemagne est habité par des représentants en bon nombre de l’Homo europaeus, 
dolichoblond, le midi, Baviére comprise, est habité par le type opposé, que nous venons 
@indiquer (alpinus et dinaricus). a. 

L’indice céphalique (sur le crane) a été étudié en Baviére par Ranke, qui a examiné 
et mesuré de nombreux exemplaires, tirés des ossuaires de différentes parties du pays: 
ossuaires de Ebrach, Regensburg, Waischenfeld, Michelsfeld, Cham, Althoetting, Priem, 
Beuerberg, Wallenshauser, Aufkirchen. Les deux premiers ossuaires sont trés anciens; 
pour les autres, les indices céphaliques moyens sont les suivants, dans l’ordre correspon- 
dant a celui des ossuaires: 84,8, 83,4, 82,3, 82,7, 83,6, 83,3, 85,2, 83,2. Wallenshauser 
(85,2), Beueberg (83,3), Priem (83,6), Althoetting (82,7), se trouvent dans la partie méri- 
dionale du pays; Aufkirchen (83,2), dans la partie centrale; les autres ossuaires, dans le 
nord et le nord-est (84,8, 83,4, 82,3) 1. 

Il serait bien téméraire d’étendre le résultat obtenu par l’examen de chaque ossuaire 
a la zone trés large des pays environnants, et de dessiner une carte géographique de V’indice 
céphalique de la Baviére a l’aide de ces chiffres seulement ; par conséquent, il serait bien 
téméraire de faire ressortir nettement, d’aprés ces moyennes, les zones plus brachycéphales 
et celles qui le sont moins. Cependant, les mensurations de Ranke sont suffisantes, pour 
nous faire comprendre qu'il s’agit d’un pays fortement brachycéphale. Ce bloc assez 
homogéne présente des pourcentages élevés de coloration foncée des cheveux ; c est un 
bloc que nous pouvons considérer comme constitué soit par des représentants de l’Homo 
alpinus, soit par des variétés de cette grande catégorie de brachymorphes: alpinus propre- 
ment dit, et dimarique de Deniker. Or, quel est le taux de mortalité cancéreuse de ce bloc 
@hommes, alpinus et, en partie, dinaricus ? , aes ie 

Le tableau ci-aprés nous apprend que ce taux est extrémement ¢levé: 41,88 décés 
pour 10.000 habitants (40 ans et plus, 1908-1912). C’est le taux global le plus Clevé que nous 
ayons rencontré jusqu’a présent. Méme si l’on s’arréte au taux de chacune des huit régions 
formant la Baviére (voir figure 37 et tableau, pages I16 et 117), nous devons constater que 
ces taux, tout en présentant des différences entre eux (d un minimum de 32,51 a un 
maximum de 51,01) restent toujours 4 un degré trés élevé de |’échelle que nous connaissons. 

Il s’ensuit que, si l’on devait simplement juger d’aprés les éléments que nous avons 
étudiés jusqu’a présent, et si l’on devait conclure simplement en comparant la repartition 


1 J. Ranke, Munich, 1881 et 1883. 
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LISTE DES SUBDIVISIONS DE LA BAVIERE 


arrangées selon la numérotation employée dans la figure N° 37. 


I. Haute-Baviére 5. Haute-Franconie 

2. Basse-Baviére 6. Moyenne-Franconie 
3. Palatinat 7. Basse-Franconie 

4. Haut-Palatinat 8. Souabe 


Figure N° 37, 


BAVIERE. 


Répartition géographique de la mortalité pay le cancer parmi la population dgée de 4o ans 


et plus, période 1908-1912. 


Ea BAVIERE 


2=25==5 Mortalite parle 
—==-- pftZw Cancer 


p= —==F 908-12 


Guay & 


Taux moyen pt 10000 hab 
40annees et plus. 


E=j 32 - 339 
ES 34 - 35.9 
iG 36 -379 
Es 38 - 399 
UA 43.4 
GM 49 et plus. 


de la race a celle de la mortalité par le cancer, les brachymorphes de la Baviére semble- 
raient occuper la premiére place dans l’échelle, ou, du moins, ils s'y trouveraient a cété des 
dolichoblonds, — les dolichobruns venant en derniére ligne. 


Mortahité par le cancer en Baviére, pay provinces et par sexe, chez la population 
dgée de 40 ans et plus, pendant la période de 1908 a 19121, 


Population 1910,| Total des décés; Moyenne Taux moyens 
Districts 40 ans et au- période annuelle annuels par 
dessus 1908-1912 1908-1912 10.000 habitants 
a) Total 
ilaute-Bavicres ... .Ja 5. 415.504 10.598 2.119,6 51,01 
asse-Daviere. sia) s eee he 201.218 3.548 709,60 35,27 
ana tinate Vea es irae ct eae eee ns 232.252 4.046 809,2 34,84 
iagucealatitat we ses tit) ee 161.585 2.909 581,8 36,01 
Haute-Franconie ..... 179.431 ZROL7, 583.4 32,51 
Moyenne-Franconie .... 243.600 5.292 1.058,4 43,41 
aSSe-HLanconiel fsa) ys s5. ce 196.351 3.814 702.0 38,85 
SOU DG Bet ht tate eee rete eg 217.285 5.365 1.073,0 49.38 
DEX TDD ies = I.838.226 38.489 7.697,8 41,88 
Population 1910;|Total des décés Moyenne Taux moyens 
40 ans et au- période annuelle annuels par 
dessus IQIO-19I2 IQIO-IQI2 10.000 habitants 
b) Hommes je: Si Wie ee 
PA AMILCDAVICTel Vviavs tsp rsa) s 197.223 2.767 922.3 46,77 
PBasse=baviere . 9... es 97.196 969 323 33°23 
Palatinat yy iat fore Sepia ee 107.291 1.087 362,3 33,77 
tlamitsialatinat om «sls a) 76.693 775 256,3 33,68 
Haute-Franconie ..... 84.712 796 265,3 31,32 
Moyenne-Franconie .... 114.268 1.375 458,3 40,11 
Basse-Franconie Waka) Shs Os 92.996 1.087 362,3 38,96 
eg ee vip eh ea 103.798 1.540 513,3 49,45 
Bayiére. 5 2. 874.387 10.396 3-405,3 39,53 
c) Femmes (eee ee eee 
Hante-Bavicte < .6  . e 218.281 3-772 1.257,3 57,60 
USASSO=DAVICTE | eros cs Ks 104.022 1.246 415,3 39,33 
Palatinat RR Akg se ae ee 115,901 1.366 45553 39,27 
Pate alatinat’ . 0. 6. 84.622 958 319,3 37,74 
Meldute-Pranconie: 9%... . 94.719 999 B33 35,16 
Moyenne-Franconie ... . 129.332 1.901 633,6 49,00 
Basse-Franconie ..... 103,355 1.883 427,6 41,38 
SOE) 5 Ra aren aie 113.547 1.822 607,3 49,16 
(Baiierers snus 963.839 13.347 4.449 46,16 


Remarquons, d’ailleurs, que les taux bavarois accusent des oscillations assez sensibles 
d'une province a l’autre (voir la figure 38), ce qui montrerait que le taux de mortalité 
d'une race homogéne, ou relativement homogéne, peut présenter des écarts assez forts. 
Dans les statistiques bavaroises, les décés sont enregistrés au lieu du domicile habituel, 
et non au lieu ot le décés est survenu; ce qui donne plus de valeur a l’interprétation étio- 
logique et médicale des statistiques. | er ee 


1-Les taux moyetis ont “été ‘caleulés d’aprés les chiffres des décés par le cancer pour toute la population, 


divisée par le chiffre de la population Agée de 4o ans et plus. x 
4 proportion des décés par le cancer parmi la population de moins de 40 ans, pendant la période de 1908 & 
& 1912, s’éléve a 7,04%. a ; Le 
- La proportion des décés par le cancer chez les individus de moins de 4o ans, pendant la periode ee 
1912, s’éléve a 5,6°°% pour les Homnies et a 7,6% pour les femmes: 3 - . 
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Figure N° 38. 


BAVIERE. 


Répartition géographique de la mortalité par le cancer parmi la population dgée de 
30 ans et plus, période 1905-1911. 
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Les pays de l’ancien empire autrichien (non compris le royaume de Hongrie) forment — 
aussi un bloc assez homogéne de population brachymorphe. 

Ces brachymorphes peuvent-ils tous rentrer dans la catégorie Homo alpinus, ou bien 
faut-il les répartir en sous-catégories: 1° Homo alpinus proprement dit, 2° dinariqué ou 
adriatique ? ; 

Les pays de l’ancien empire se partageaient surtout en pays de langue allemande, 
et en pays de langue slave. Dans le Trentin, en Istrie, et méme en Dalmatie, se trouvaient 
aussi de grandes étendues de populations italiennes. Cependant, les «Allemantds» d’Autriche 


ne présentent aucunement les caractéres anthropologiques des Germains du nord 
(Homo nordicus ou europaeus), mais plutot ceux des Allemands du sud. De méme, les 
Slaves du nord de l’empire d’Autriche se rapprochent considérablement, au point de vue 
anthropologique, des Allemands du sud (par exemple la Baviére), appartenant au type 
alpinus, et dinarique. Quant aux Italiens, leur brachycéphalie ou leur sous-brachycéphalie, 
les identifie avec les brachymorphes de la vallée du P6 et de la Vénétie (alpinus et 
dinarique). I] s’agit donc, quelle que soit la dénomination historique et linguistique 
employée, d’un bloc qui est brachymorphe en trés grande partie. 

En effet, la Haute-Autriche, la Basse-Autriche, Salzbourg, la Styrie (en partie), qui 
sont des pays de langue allemande, ont des indices (accusant des types brachymorphes 
plus ou moins accentués) de 83 a 84; parmi les Allemands de la Styrie, par exemple, les 
dolichomorphes ne se rencontrent que dans la proportion de 20 % environ, tandis que 
80 % de la population se compose de brachymorphes. Les Allemands de la Carinthie 
eux aussi, sont brachymorphes, avec un indice de 83 et plus. Ceux qui bordent le nord du 
Trentin (Haut-Adige) ont également des indices trés élevés (84 et 85); dans cette région, 
et dans la région limitrophe, qui fait encore aujourd’hui partie de l’Autriche, on trouve 
méme des zones d’hyperbrachycéphalie de 86 et de 87. Quant aux Allemands qui peuplent 
une partie de la Bohéme et de la Moravie, ils donnent toujours des indices de brachycé- 
phalie: 85 en Bohéme et 86 en Moravie. 


Les populations de langues slaves de l’ancien empire présentent, elles aussi, des indices 
de brachycéphalie et de sous-brachycéphalie: les Slovénes de la Carniole ont un indice de 
84 environ, avec 20 % seulement de dolichomorphes; les Croates et les populations slaves 
d’une partie de la Dalmatie ont un indice de brachycéphalie: 83, et les populations 
slaves de la Bohéme, de la Moravie, de la Slovaquie sont également brachymorphes. 


Enfin, les Italiens de l’Istrie, de la c6te dalmate, du Trentin, sont brachymorphes ; 
dans le Trentin, par exemple, les indices sont de 82,4 et 83,5. Certes, on trouve ¢a et la 
des infiltrations. Les grandes agglomérations urbaines, les cdtes maritimes, les ports 
surtout, présentent, en général, des indices céphaliques supérieurs ou inférieurs a ceux 
du territoire environnant; nous avons taché de démontrer ailleurs que ce fait ne provient 
pas de l’influence du milieu, mais de la force d’attraction qu’exercent ces endroits sur 
les populations les plus lointaines. I] est tout naturel qu’en raison des éléments lointains 
et étrangers qui viennent s’y établir par migration lente et invisible, ces leux dattrac- 
tion voient se modifier leur composition céphalique, tandis que celle des populations 
voisines reste la méme. Les centres d’attraction — villes, ports maritimes, croisement 
de routes commerciales, etc., placés en pays brachymorphes — attirent les dolicho- 
morphes des pays éloignés, tandis que ces mémes lieux, d’attraction, places en pays 
dolichomorphes, attirent les brachymorphes lointains, d’ot. changement d’indice cépha- 
lique in loco, & ces endroits. Ce phénoméne, — soit dit en passant, — peut étre constaté 
en comparant entre eux les indices céphaliques des différentes classes sociales. Les classes 
sociales supérieures, plus hétérogénes et plus mobiles que les classes sociales inférieures, 
présentent, en effet, une variabilité de l’indice céphalique plus marquee que les classes 
inférieures 1. 

Il y a donc certainement des bigarrures dans le bloc franchement brachymorphe 
dont nous venons de parler; mais, dans son ensemble, l’ancien empire est brachymorphe. 
Nous pouvons donc poser la question: Quelle est la mortalite par le cancer chez les 
populations brachymorphes ? 


Les tableaux qui suivent et la figure 39 donneront la reponse. 


- 1 A. Niceroro: Anthvopologie der nichtbesitzenden Klassen, Leipzig-Amsterdam, 1910, pages 253 a 269. 
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LISTE DES PAYS COMPOSANT L’ANCIENNE AUTRICHE 


arrangés selon la numérotation employee dans la figure N° 39. 


I. Basse-Autriche 6. Carniole iz. Moravie 
2. Haute-Autriche 72 sistnie 12... Silésie 

3. Salzbourg 8. Tyrol 13. Galicie 

4. Styrie 9. Vorarlberg 14. Bucovine 
5. Carinthie ro. Bohéme 15. Dalmatie 


Figure N° 39. 


ANCIENNE AUTRICHE. 


Répartition géographique de la mortalité par le cancer, parmi la population agée de 25 ans 
et plus, période 1909-1913. — 


ANCIENNE AUTRICHE 


Mortalite par tumeurs malignes- 
1909-13 , 
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Pour 10.000 had.'s 
£5ansetplus 


et PRE 


Voici ce que l’on peut observer en consultant ces documents: 


1. La mortalité par le cancer, dans l’ensemble de l’empire, s’éléve a 30 pour 10.000 
habitants (40 ans et plus, 1909-1913; voir le tableau page 123.) Ce taux doit étre 
augmenté de quelques unités, pour pouvoir étre comparé aux taux des autres pays que 
nous avons passés en revue, puisqu’il a trait a la période 1909-1973, tandis que les autres 
portent sur une époque postérieure. 


- Taux moyen annuel de la mortalité par le cancer, d’apres la population dgée de 25 ans et plus 
pour la période de 1909 a 1913. 


(Pour 10.000 habitants.) 


Caen SE SS ET SSS SSS SS SRS 


Décés par le cancer, : Taux moyen 
ériode de 1909 & 1913 Population | a nnuel pour 
N° sur la } (1910) 
carte EL ose Agée de 25 ans BA eke 
; habitants 
Total Moyenne et plus 25 ans et plus 
I Basse-Autriche . Aw ce ce, ths 21.2601 4.252,2 1.930.154 22,03 
2 LAT be ATIERIONe@M ramen sy -<) -0 5.868 Tele? 350 455-771 25,83 
3 Salzbourg . see eee ee 1.532 306, 4 114.667 ZO 72 
4 SIDR I Se) Mea aacy ane ee Tas 1.434,6 770.007 18,63 
5 (Cabal (oe Gets ee ale See 1.578 315,6 201.016 15,70 
6 PatMUOle tues kneat) ai Sees es 1.218 243,6 248.886 9,79 
PETACSL OME mre hil Goce sl Tete 228,2 124.390 18,35 
Gorttz-Gradiscammn. so) acs: 616 T2352 122,753 10,04 
7 StiiCMm Mowe Ades y Gots Sioa! % 848 169,6 188.140 9,01 
Resion delai€ote, .2. . 2.605 521 435-283 11,97 
8 TEBRONS sex Jarre Grete ae eeeaOMe nea 5.281 1.056,2 492.588 21,44 
9 Vorarlberg . ea crcrthyr Seas hee 913 102,6 75.311 24,25 
8 et 9 Tyrol et Vorarlberg ensemble 6.194 1.238,8 507.899 21,81 
10 JEANS oeote bane yeaa eee 35-586 Hola ae 3.437.780 20,70 
Il INUOTRISGY & “ha Seneca ier 12.801 2.500,2 1.298.566 Torre 
us SMlESioMareer me Non tnels (cok « 2.630 526 351.029 14,98 
13 Galicic mire Peake Biers css 3 13.767 2.753,4 3.484.466 7,90 
14 WEES WO Villers hs sons se be Snocsse'%s 1.898 © 379,06 360.855 8,52 
15 Dalimaticmmeencoenmarts. 1A fou.) = 77 155,0 296.509 5,25 


i iat aen Ms | BAS ee 114.889 22.977,8 13.952.504 16,47 
: : : - . , . . 


- 122, Ce-taux’ de 30:fet’ un. peu.plis): pour-ro.odo.habitants.dans les pays brachymorphes 
dont nous parlons, est sans doute plus élevé, et de beaucoup, que les taux des pays ou 
des zones dolichobrunes (Italie du nord, Espagne), mais, d’une part, il est egalement 
supérieur au taux des. zones brachymorphes.du nord-Italie,.et d’autre part, il est inferieur 
au taux dela Baviére brachymorphe. En outre, il est méme supérieur-au. taux de la 


Set BL 


Belgique, ot les dolichoblonds sont en grande quantité. Les conclusions — toutes provi- 
soires —- que nous venons d’indiquer ne peuvent que confirmer les doutes qu’une étude 
de ce genre peut soulever. 


3. Sil’on considére nos chiffres et notre cartogramme, on peut remarquer que, malgré 
Vhomogénéité relative de la race, les populations de l’empire accusaient des taux trés 
différents de mortalité par le cancer. On passe de taux minimes: 9,19 (Dalmatie), 
14,55 (Galicie), 15,97 (Carniole), a des taux trés élevés: 48,57 (Salzbourg), 43,05 
(Haute-Autriche), 45,30 (Vorarlberg), qui rappellent les taux extrémement élevés de la 
Baviére. L’homogénéité relative de la race ne suffit donc pas a niveler, ou presque, 
les différences de mortalité d’un point a l’autre du territoire. Pourrait-on en conclure 
que la race n’a pas d’influence fondamentale (du moins la race étudiée a l’aide des carac- 
téres que nous venons d’indiquer) sur la répartition du cancer ? Certes non, puisque 
l’existence d’un rapport, méme trés étroit, entre deux phénoménes pourrait étre cachée 
ou pourrait ne pas jouer sous l’influence de l’action d’autres phénoménes qui viennent 
faire contrepoids. 


4. Nous venons de parler de l’homogénéité relative de la race. Les populations de 
ancien empire sont en trés grande quantité des brachymorphes; mais, si la grande 
catégorie des brachymorphes qui était considérée jusqu’a hier sous 1’étiquette unique: 
Homo alpinus doit & son tour étre répartie en plusieurs catégories: Homo alpinus propre- 
ment dit, Homo dinaricus, Homo orientalis — et ces trois types de la méme catégorie 
brachymorphe (trois variétés de l’espéce euro-asiatique de Sergi ?) sont représentées 
toutes les trois sur le territoire de l’ancien empire — ne pourrait-on pas soupgonner 
que des différences aussi sensibles que celles que nous avons constatées proviennent 
également de ces différences existant entre les types parmi lesquels se répartit la catégorie 
des brachymorphes ? Les éléments qui pourraient permettre d’essayer de contrdler 
cette hypothése font défaut. 


5. Nous pouvons étre stirs, par contre, qu’une partie de ces différences locales dans 
les taux de mortalité doit étre attribuée soit & l’attraction des grands centres urbains, 
soit aux différences de moyens de diagnostic et de connaissances médicales. Cette raison 
pourrait nous expliquer, par exemple, pourquoi les taux de la Dalmatie, de la Carniole, 
de la Galicie, sont si bas. Voici, d’ailleurs, un tableau indiquant, pour chacune des 
quinze zones de l’ancien empire, combien de décés, sur 100 décés, ont été certifiés par 
un médecin. A cété de chaque taux ou pourcentage, nous donnons le rang qu’occupe 
chaque zone (de I 4 15), par ordre croissant de mortalité ou de pourcentage. | 

_ Certes, il n’y a pas de relation rigoureusement parfaite entre l’ordre de la mortalité 
croissante et le pourcentage croissant des décés certifiés par un médecin; mais il y a un 
rapport de co-variation assez évident. L’indice des rangs donne + 0,93, indiquant une 
correlation directe assez accentuée: lorsque le taux de mortalité par le cancer augmente, 
le pourcentage des décés certifiés par le médecin augmente également. D’ailleurs, il 
suffit de considérer les cas extrémes: la Dalmatie, la Galicie, la Carniole, qui ont les taux 
mumima de mortalité par le cancer, ont aussi les pourcentages minima de décés certifiés 
par un médecin, tandis qu’en Basse-Autriche, en Haute-Autriche, etc., ot il n’y a pas 


d’enregistrement de décés sans certificat du médecin, les taux de mortalité par le cancer 
atteignent le maximum. 
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Territoires (par ordre de mortalité Mortalité Pourcentage des 

croissante par le cancer) (40 ans et plus) décts certifiés par 
(1909-1913) les médecins 
DWalmaticewcamcene.s sl « 9,19 (1) 30,5 (2) 
Galiciee wa teas is x)». % 14,55 (2) 27 Oma h) 
AC HIO eer O53. 15,97 (3) 35,9 (4) 
Dulovinetermrsn eke 19,59 (4) 835708 203) 
Reewn dela Cote 5... . 22,500) (5) (80,0? (7)) 
Garinthietrare oss 5 27,30 (6) 77,5 (6) 
SES oc) 28,23 (7) 74,7 (5) 
Sigua. «3°. °) 3002 mo) 83,7 ~{8) 
Moravicmneiee so... 35.38 (9) 95,8 (10) 
Jejoletaets 2 4 5 ee 36,99 (10) 99,9 (13) 
feriih k > jae 38,17 (11) 94,2 (9) 
Basse-Autriche . ..... 42,17 (12) 99,9 (13) 
Haute-Autriche. .... . 43,05 (13) 99,3 (12) 
WOrariDere mee. 6 45,30 (14) 98,4 (11) 
SELAg eer) i 48,57 (15) 99,9 (13) 

Ancienne Autriche . . , 29,8 


6. Par conséquent, étant donné la grande influence que le «niveau sanitaire » des 
différentes zones de l’empire, trés hétérogénes au point de vue social, exerce sur la réparti- 
tion de la mortalité, nous pourrions nous contenter d’arréter notre attention sur les zones 
ot la totalité des décés est enregistrée aprés vérification du médecin; par exemple Salz- 
bourg, Vorarlberg, Haute-Autriche, Basse-Autriche, Bohéme. La race y est partout 
asseZ homogéne (dans le sens de la catégorie brachymorphe, a l’exception de Vienne, 
Basse-Autriche, ot il y a des bigarrures accentuées), quoique, dans la grande catégorie 
de ces brachymorphes, il y ait lieu de distinguer les différents types dont nous avons déja 
parlé. Or, les taux de cancérosité pour les cinq zones sont respectivement de 48,57, 45,30, 
43,05, 42,17, 36,99. Il s’agit 14 de taux trés élevés, plus élevés que les taux des pays 
ou zones dolichoblondes que nous avons examinés jusqu’a présent. Si l’on voulait, et 
si l’on pouvait conclure, nous resterions encore une fois indécis sur la place que les brachy- 
morphes occupent, par rapport aux dolichoblonds, en ce qui concerne le cancer. 


IV. 


Le tableau ci-aprés résume, d’une maniére trés abrégée, quelques-uns des résultats 
(si toutefois il convient de se servir de ce mot) que nous venons d’obtenir. On y trouve 
les taux de mortalité par le cancer, d’une part, pour l’Homo mediterraneus, et, d autre part, 
pour l’Homo alpinus (mélangé au type dinarique) et, enfin, les taux relatifs a l’Homo 
euvopaeus (ou novdicus): 
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Mortahté par le cancer 


(pour 10.000 habitants, les deux sexes réunis, population dgée de 4o ans et plus, 1919- 
rg21. Voir les notes pour les cas oti ces indications doivent étre changées.) 


Homo meditervaneus - Homo alpinus Homo europaeus 
(mél. au type dinarique et 
autre brachymorphe) 


Italie du sud ! 11,1- 12,8 Italie du-nord? 14,0- 31,3 
Espagne . . i 21,99 


Portugal (1915-1919) 
a de eee BEA 
Belgique. . 2. 26,09 
Hollande ... . 37,95 
Swedes. . .°.” 83:35 
WN orvege > 0 33,59 8 
Bavieve .. 41,88 3 : 
Autriche . . 9,19- 48,574 


* Sardaigne, Calabre, Sicile, Pouilles, c’est-a-dire les régions ow l’on trouve le type Homo mediterraneus — 
a l'état le moins hétérogéne. Si l’on considére I’Italie du sud tout entiére, les taux oscillent entre 11,1 (Sar 
daigne) et 22,7 (Campanie), mais dans la Campanie, il y a mélange avec les brachymorphes alpins (voir les 
pourcentages que nous avons donnés au chapitre sur I’Italie). -. i 

2? Lombardie, Vénétie, Emilie, Piémont. Bera 

8 Période 1908-1912. ¢26 ae 

+ Période 1909-1913. ; “ied 

° Période rgri-rots. . ban is 
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Sixiéme chapitre 


Par le professeur Alfredo NIcEFoRO. 


QUELQUES CONSIDERATIONS FINALES: A) SUR LA VALEUR DES DONNEES 
STATISTIQUES CONCERNANT LA MORTALITE DUE AU CANCER; 
B) SUR LE POINT DE VUE D’APRES LEQUEL ON PEUT ETUDIER 
LE RAPPORT ENTRE LES CARACTERES PHYSIQUES ET PHYSIO- 
LOGIQUES DE L’HOMME ET LE CANCER. 


ie 


Toute étude fondée sur la répartition territoriale de la mortalité par cancer, telle 
quelle ressort des statistiques des causes de décés, peut soulever des objections assez 
importantes. 

On peut faire observer, en effet, qu’étant donné la difficulté du diagnostic du cancer 
et le fait que les différentes régions d’un pays n’offrent pas les mémes garanties et ne 
disposent pas des mémes moyens pour l’établissement de leurs bulletins de décés, une 
répartition statistique des taux de mortalité par cancer peut trés bien ne pas correspondre 
ala répartition réel/e, car elle est plus ou moins influencée par le niveau sanitaire, social, etc., 
de chaque zone ou région. 

Si l’on examine dans certains pays la répartition territoriale des décés par cause 
inconnue, on constate qu'elle est souvent, exactement ou approximativement, en raison 
inverse de la répartition territoriale des décés par cancer; dans les zones ou le nombre des 
décés par cause inconnue est élevé, celui des décés par cancer est faible. En admettant 
que le niveau sanitaire et social d’une zone déterminée est indiqué plus ou moins exacte- 
ment par le nombre de décés dus a une cause inconnue, la constatation que nous avons 
faite ci-dessus pourrait suggérer l’idée que dans les cas oti ce niveau est plus bas, c’est- 
a-dire ot le nombre de décés par cause inconnue est plus élevé, si le nombre des décés par 
cancer, tel que ce nombre ressort des statistiques, apparait plus bas, Cc est que ces statis- 
tiques ne correspondent probablement pas & la réalité. On ne peut s’empécher de penser 
que sous la rubrique: cause inconnue, doivent se dissimuler un certain nombre de décés 
par cancer. é we 

I] est évident que la possibilité d’établir un diagnostic exact et des bulletins de décés 
précis varie dans chaque pays d’une zone 4 l’autre et que ces différences exercent une 
certaine influence sur la statistique des causes de décés. Cette objection se présente d’ail- 
leurs pour toute étude de géographie médicale basée sur la répartition territoriale des 
causes de décés, telle qu’elle est donnée par les statistiques officielles. Sans pousser le 
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pessimisme jusqu’a dire qu’une statistique des causes de décés ne refléte ni l’évolution 
de la mortalité pour chaque cause de décés, ni la répartition géographique de ces mémes 
causes de décés, mais révéle simplement |’état des connaissances médicales et des moyens 
de diagnostic, ainsi que le soin apporté a |’établissement des bulletins de décés, il faut 
reconnaitre que cet inconvénient existe et qu’il se présente sous sa forme la plus grave, 
lorsqu’on étudie des causes de décés dont le diagnostic est difficile ou malaisé comme celui 
du cancer. 

Cependant, ceux qui affirment que le cancer est une « maladie de la civilisation mo- 
derne », pourraient, a leur tour, présenter une objection contre cette objection. Dans le 
cas ou le niveau sanitaire est bas, pourraient-ils dire, le degré de diffusion de la civilisa- 
tion moderne est, lui aussi, peu élevé; quoi de plus naturel, en conséquence, que le faible 
taux de cancérosité enregistré dans ces zones ? 

Quant a la question relative au nombre des décés par cancer, qui pourraient se dis- 
simuler sous la rubrique: « cause inconnue ou mal définie », il est peut-étre utile de faire 
remarquer que, dans certains pays et au cours de certaines périodes, les décés qui figurent 
dans les statistiques comme étant dus a des causes inconnues ou mal définies portent 
surtout sur des enfants. Dans ce cas, il est évident que ces décés ne cachent pas de cas 
de décés par cancer, étant donné que le cancer ne commence A se présenter avec une cer- 
taine fréquence qu’a l’Age de 40 ans}. 

Voici, par exemple,ce qui arrive en Italie. Nous dirons, d’abord, que le nombre des 
décés figurant dans les statistiques comme étant dus a des causes ignorées ou mal définies 
a toujours diminué d’une maniére continue et réguliére depuis 1887-1889 jusqu’a 1913; 
puis, ce nombre est remonté pendant et aprés la guerre, mais il recommence A descendre 
sensiblement de nos jours (voir le tableau ci-dessous). 


Décés pour cause inconnue ou mal définie en Italie. 


eee 


Période ou Chiffres Pour 1.000.000 
année absolus @habitants 
1887-1899 21.000 664 
io ; 1900 10.519 
Période de décroissance 1887-1889-1914. 2 IQIO 3.435 I00 
] 1913 2.576 73 
IQ14 2.454 68 
IQI5 3.135 86 
Période de guerre ‘ aay Ble 1916 4-307 hat 
1917 8.423 237 
; r918 29.600 836 
I9QIQ 10.800 
=a 1920 6.474 
Période d’aprés-guerre . Picea 1921 9.272 
1922 7.950 
| 192 5.767 


ae ee a 


1 5 5 ae) . . ° . 5 . : . : + 4: 
2 A. NicEForo: La mortalita per tumori maligni alle varie eta della vita, «Le Assicurazioni sociali », 
oma, 1925. 


Pour en venir ensuite 4 la composition par 4ge de ce groupe tout spécial de décédés, 
trois constatations s’imposent. En 1911-1913, c’est-a-dire 4 la période oti le chiffre de 
décés dont nous nous occupons ici avait atteint son minimum, ce chiffre se composait 
en trés grande partie d’enfants (voir le tableau A qui suit). Ainsi, en rgI1-1913, sur 2.929 
décés par cause inconnue ou mal définie, il y en avait 1.365 d’enfants qui ne comptaient 
que moins de 5 ans, et 1.502 de moins de ro ans. Par contre, 728 seulement se rapportaient 
a des personnes agés de 40 ans et plus. I est vrai que dans le groupe tout entier on trouve 
224 décés « d’Age inconnu ». 


A. Répartition par dge des décés par « cause inconnue ou non déclarée» en Italie, 
période IgII-1913. (Moyennes annuelles, nombres absolus.) 


Age inconnu Total 


-I I-4 5-9 10-19 20-39 | 40-59 60-79 


rege | re | ee | ef ff | —_ . 2. | 


697 668 137 145 335 439 252 Ey! 224 2.929 


Toutefois, méme si ces 224 décés de personnes d’age inconnu pouvaient étre tous 
considérés comme faisant partie du sous-groupe de 40 ans et plus, le sous-groupe ne serait 
composé que de 952 individus, sur les 2.929 du groupe tout entier. 

Pour les mémes années I9II, 1912, 1913, nous donnons aussi au tableau B ci-dessous 
les taux, — pour 1.000.000 d’habitants du méme age et du méme groupe d’age — de la 
mortalité pour cause inconnue ou mal définie. Elle monte a 700 et a 800 pour le tout pre- 
mier Age, et elle descend rapidement aprés. A la derniére ligne du tableau, on trouvera 
la mortalité due au cancer pour chaque groupe d’age et pour 1913, afin qu’on puisse se 
rendre compte de l’importance des deux catégories de mortalité (cancer ; causes inconnues) 
aux différents ages de la vie. 

Mais — deuxiéme constatation — pendant la période initiale, (1890 environ) la 
composition par age dece groupe de décés a été quelque peu différente, puisque le nombre 
de décés d’indi vidus agés était assez élevé. 


B. Mortalité par cause inconnue ou mal définie en Italie, années IQII, 1912, 1913. 


(Pour un million d’habitants de chaque groupe d’age.) 


ee acacia. 
80 


Ages -I I-4 5-9 10-19 20-39 40-59 60-79 | ot plus Total 
1913 699 I9QI 35 19 27 58 49 59 73 
5 1gI2 632 173 : 30 19 30 54 93 126 74 
ie IQII 843 237 43 3 pale ; 49 88 89 256 aes oe 
Mortalité me eee lee | |), tae 
par cancer 47 41 25 27 162 1.239 3.789 | 4.305 667 


1913 
Sennen ess al 

Voici, & titre d’exemple, au tableau C, les chiffres concernant l'année 1891. Sur 
22.027 décés formant le groupe tout entier, 8.181 étaient Agés de plus de 40 ans. 
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C. Répartition par age des décés pour « cause inconnue ou non déclarée » en Italie 


en IS89QI. 
80 et Age Total 
Age -I I-4 5-9 I0-19 20-39 40-59 60-79 plus nce 
Hommes. 2134 ee 2tso8 471 368 742 I.100 2.096 589 381 22.027 
HeEmMmMesue yt 2l 40 2.729 529 459, I.004 TeehyAy 2.547, 672 290 
4.280 | 5.322 1.000 827 1.746 2297 4.643 | 1.261 671 


Pendant la période d’aprés-guerre, enfin, le nombre des décés par cause inconnue 
ou non déclarée augmente; et si la part revenant au sous-groupe des enfants est {oujours 
trés élevée, les individus composant le sous-groupe des vieillards sont aussi plus nombreux. 
Le nombre des déces d’Age inconnu surtout s’accroit sensiblement. S’agit-il, plutét, de 
vieillards ? C’est ce qu’il serait. difficile d’affirmer (voir le tableau D ci-dessous). 

L’exemple que nous venons de donner montre assez clairement de quelle importance 
serait l’examen a) de la composition par 4ge du groupe des décés dus a des causes incon- 
nues, 6) de l’examen du nombre des personnes décédées sans Age déclaré dans le méme 
groupe, pour toute étude qui s’efforce de tenir compte de la rubrique « cause inconnue » 
ne traitant la question de la répartition géographique de telle ou telle cause de décés. 


D. Répartition par age des décés pour cause inconnue ou non déclarée en Italie, 
période 1917-1923. (Chiffres absolus.) 


aa ieee) 
| 


Age: -I I-4 5-9 10-19 20-39 40-59 60-79 80 _ Age Total 
et plus | inconnu 
1Qt7 738 765 197 IQI 360 498 798 283 10.583 8.423 
: 1919 ; 758 2 790 iE 234 ‘ 305 i 684 ; 792 2 1.267 f 378 i 5-586 f 10.800 
aes ; 1.006 ; 666 ) 248 ; 315 ren : eG i ota ere hae ‘ 6.474 
; Ig21 : Libera O54 : 244 ; 310 709 % aia I.509 ; 450. 5 2.465 : O272 
1922 q 1.395 f 057 : 122 ; 251 ; 562 ; 630 : Eiqi2 : 4.32 : 2.495 i 7.950 
1923 1.078 ; 465 93 5 17 326 | 454 | 996 of 345 | 1.835 | 5-767 


a ES ES A SS 
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Voici encore une cause possible de divergence entre la répartition statistique du cancer 
et la repartition réelle: des cas de cancer peuvent étre englobés sous la rubrique « décés 
par senilité »; certes, il ne faudrait pas mettre sur le compte du cancer la totalité ou méme 


la majorite des cas de décés par sénilité; mais il serait 4 souhaiter qu’on puisse tenir compte 
de cette fuite. Ainsi, il serait utile de transférer dans la rubrique « décés dus au cancer », 
un certain nombre des décés qui figurent sous celle de la sénilité. Mais dans quelle pro- 
portion ?} 

_ Voici encore l’exemple de I’Italie qui nous servira d’ailleurs pour traiter sous peu 
un point intéressant de notre étude. Le tableau ci-dessous présente, en méme temps, 
les chiffres absolus et les taux de mortalité par cancer, par marasme sénile et par causes 
inconnues, aux périodes extrémes de la succession d’années sur laquelle portent les sta- 
tistiques italiennes des causes de décés. 


En dehors des considérations déja formulées dans les pages précédentes, on y re- 
marque: 


a) Que le nombre a@bsolu des décés par cancer est presque la moitié de celui des décés 
par marasme sénile; 


b) Au contraire, le nombre absolu des déces par cause inconnue qui, il ya longtemps, 


était supérieur au nombre des décés par cancer, se réduit aujourd’hui a des chiffres trés 
bas; 


c) La mortalité par cancer a été toujours tres inférieure a celle due au marasme sénile, 
et elle lest encore; par comparaison avec la mortalité due a des causes inconnues, la 
mortalité par cancer était inférieure au commencement de la période examinée; aujour- 
d’hui elle est bien supérieure. 


Causes inconnues ou 


Cancer Marasme sénile On uentaene 

Période ou année Pour un Pour un Pour un 

Chiffre million Chiffre million Chiffre million 

absolu d’habi- absolu d’habi- absolu d’habi- 
tants tants tants 
OOO) Mami et hol ist E2072 6 427 28.709 962 19.812 664 
OOOO 2a cise 6) Ls % 13.027 428 32.411 1.064 21.945 721 
1893-95 ee a fC Soe 14.054 452 35.483 I,.141 17.072 549 
BMOQO-OG) rs es tas 15.926 502 38.603 1207 II.941 376 
MOQQAEQOT Pea) ss esse) sie 16.894 523 45.332 1.402 9.792 303 
IQi2 De Kae eee 22.061 647 46.140 1.317 2.587 74 
1913 “Gere 23.639 667 47.858 1.351 2.576 73 
IQI4 Sk aca 23.944 668 47.602 E327 2.454 68 
1915 A abe EBA 24.259 667 53.000 1.458 3.135 86 
I9QI6 5 on Aeron aioe 24.323 663 52.4606 1.429 4.307 T7, 
1917 A hans eae ane 23.984 675 56.193 1.580 8.423 237 


ee RE LS ae en 


d) La mortalité par marasme sénile est en augmentation: I.000, 1.300, I.400, I.500 (pour 
un million d’habitants), du moins si l’on calcule cette mortalité par comparaison avec 
la population de tout 4ge; si l’on se rapporte, ce qui est plus logique, a la population de 
60 ans et plus, on trouve les taux suivants (nous choisirons simplement trois exemples: 


1Voir, par exemple: « Public Health Bulletin », N° 155, The course of cancer mortality, etc. (Dr. J. W. 
SCHERESCHEWSKY), Washington, 1925, page 44. 
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les 28.709 décés de 1887-89, population de 60 ans et plus du recensement 1881; les 45.332 
décés de 1899-1901, id., id. de rg0r; les 50.000 décés environ de Ig12-19, id. de rgrz). 
Mortalité par sénilité: 173, 144, 142 pour 10.000 individus de 60 ans et plus, pour chacune 
des trois périodes respectivement. 

I] s’ensuit, entre autres, que, si un certain nombre de décés par cancer se dissimulent 
sous les rubriques « causes inconnues » et « sénilité », ce nombre doit étre assez faible en 
ce qui concerne les « causes inconnues » qui ne comprennent qu’un nombre de cas assez 
faible, mais il peut étre assez considérable en ce qui concerne les décés par sénilité, qui 
figurent en nombre bien plus élevé que les décés dus au cancer. I] s’ensuit aussi, du moins 
pour l'Italie, que l’augmentation statistique du cancer ne peut pas étre attribuée essen- 
tiellement 4 un accroissement des chiffres, da au passage des décés par sénilité 4 la ru- 
brique des décés par cancer, passage qui résulterait des progrés des moyens de diagnostic, 
car la mortalité par sénilité, loin de diminuer, a augmenté, du moins pendant une trés 
longue période. Ou bien il faudrait admettre que l’augmentation de la mortalité par séni- 
lité (mortalité qui dans plusieurs pays est en diminution) s’est vérifiée malgré une dimi- 
nution continue des décés de cette rubrique qui se serait faite au bénéfice de la rubrique 
du cancer, 

Toutes ces questions sont d’une étude et d’une solution extrémement difficiles. Il 


faut néanmoins les prendre en considération en traitant de problémes du genre de celui 
qui nous occupe ici. 


III. 


N’oublions pas, par contre — et l’on voit surgir ici une nouvelle complication — que, 
parmi les décés attribués au cancer, il doit y avoir un certain nombre d’erreurs de diag- 
nostic. Nous savons, en effet, que si l’on contréle le diagnostic clinique par l’autopsie 
ou l’examen histologique, on découvre parfois que le cancer dénoncé par l’examen clinique 
nexistait pas, surtout lorsqu’il s'agit de cancers inaccessibles. 

En d’autres termes, les décés par cancer annoncés par les statistiques, s’ils doivent 
etre augmentés d’un certain nombre de cas qui grossissent la rubrique de la sénilité, 
doivent étre aussi diminués de ceux qui ont été indiqués & tort comme étant dus au cancer. 


IV. 


Ce n’est pas notre intention de traiter ici le sujet dont nous venons de parler, quoi- 
qu'il soit d’une importance capitale dans I’étude de la répartition territoriale du cancer. 
Mais, tout simplement pour faire entrevoir, encore une fois, les applications que l’on pour- 
rait tenter des idées que nous n’avons fait qu’effleurer, voici quelques chiffres et quelques 
réflexions au sujet de l’un des pays dont nous nous sommes occupés. 

Examinons tout d’abord la co-variation entre la répartition territoriale du cancer 
et celle de la mortalité par sénilité. 

Dans le tableau ci-aprés, le lecteur trouvera tout d’abord le taux de la mortalité parle 
cancer (pour 10.000 habitants de 40 ans et au-dessus) des 16 régions italiennes rangées par 
ordre croissant de mortalité: dans les autres colonnes, on trouvera les données pour le cal- 
cul de la mortalité par sénilité (pour 10.000 habitants de 60 ans et au-dessus). Arrétons-nous 
aux deux groupes extrémes. D’un cété les 4 régions dont la mortalité par le cancer est la 
plus basse: Sardaigne, Calabre, Pouilles, Basilicate; les taux de mortalité par sénilité 
y oscillent entre 144 et 183, c’est-a-dire quiils sont trés élevés. D’autre part, les 4 régions 


a mortalité cancéreuse la plus forte; les taux de mortalité par sénilité y oscillent entre 
82 et 105, c’est-A-dire qu’ils y sont trés bas. 
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Mortalité par le cancer Décés par sénilité 1919-21 Vie moyenne 1 
1919-21 (p. 10.000 habit. Population 
de 40 ans et au-dessus) Were eee de 60 ans 
(Nombre de décés de Taux par et au-dessus |. R iON 
20 ans et au-dessus) Nombre 10.000 habit. (1921) ala mnaissance| a 60 ans 
(Par ordre croissant) moyen de 60 ans (Hommes) (Hommes) 


et au-dessus 


| |S ees 


Sardaigne ... 111 1.309 144 90.901 43,5 13,5 
alabres”. « 17 2.887 173 167.121 43,6 14,8 
Pauitess. . 26. + 117 3-698 146 253.838 39,2 14,3 
Basilicate: =... 123 946 183 51.779 40,4 14,1 
SEEM ase... 1428 7.708 172 448.815 40,0 14,3 
Gampanie. .-.:°138 6.218 158 391.825 43,6 14,3 
PERCHG och’ 140 4.182 70 595.089 47,8 14,2 
PeprUuzzeSs 5.4. 140 2.82 179 158.348 45,7 15,0 
Ombrie .... 210 1.163 150 77.549 47,4 14,5 
Marches. . .. 218 1.918 I51 126.893 47,0 14,1 
Puen st. S229 1.173 68 171.422 44,0 13,1 
Piemont.. 2 °.-. 235 52023 125 410.253 46,9 13,3 
Wigutie,. 9... , 252 1.157 82 141.722 46,8 13,9 
Lombardie. . . 284 4.977 89 561.396 42,5 12,3 
Peniew . ' . |.* 313 3.346 105 318.037 46,1 13,4 
wostate, ;° ..:. 326 3.301 105 313-552 47.5 13,9 


Calculons aussi le taux de mortalité par sénilité pour chacun des quatre groupes 
rangés par ordre croissant de mortalité, nous aurons: 


Mortalité par sénilité, 157 pour le 1¢7 groupe (mortalité par cancer la plus basse) 


» » » FBO Bye eR » 
» » » DLO Dp Le » . ; 
» » » Coy yy EE »  (mortalité par cancer la plus élevée). 


Il y a vraiment lieu de soupconner |’existence d’une corrélation inverse entre les 
chiffres de la répartition statistique du cancer et ceux de la répartition statistique de la 
mortalité par sénilité. a) S’agit-il simplement d’un phénomene qui est dfi 4 une erreur 
de diagnostic et par 14 au grossissement des chiffres indiquant la sénilité, au detriment 
des chiffres qui devraient figurer sous la rubrique du cancer ? b) Ne se pourrait-il ao 
par contre, que dans le cas ot la mortalité infantile (et par conséquent la selection ne a 
premiére enfance) est plus forte, et la vie moyenne @ la naissance est plus courte, He 
générations ainsi sélectionnées soient plus résistantes au cancer, et, que les vieillards € 
60 ans et plus aient une longévité plus élevée, d’ou le plus grand nombre de ee par 
sénilité parmi eux ? Les deux derniéres colonnes de notre tableau indiquent pour mute 
région la vie moyenne @ la naissance et la vie moyenne a 60 ans, ou longévité des vierllards. 


1 Décés de la période 1901-1910 et recensements de IgoI et I9IT. 
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Sans qu'il y ait corrélation parfaite entre les oscillations de ces valeurs et celles de la 
mortalité par cancer (loin de la) on peut observer que le groupe a mortalité cancéreuse 
la plus basse a aussi des indices trés bas de vie moyenne a la naissance, entre 39,2 et 40,4, 
tandis que la vie moyenne monte a 42,5-47,5 dans le groupe a mortalité cancéreuse la 
plus élevée. La longévité des vieillards apparaitrait un peu plus élevée dans les deux 
groupes de mortalité cancéreuse plus basse (et de sénilité plus élevée) que dans les autres. 
Mais il ne s’agit ici que de simples suppositions et de simples interprétations personnelles 
que nous sommes bien loin de regarder comme de véritables conclusions. 


V; 


Et maintenant, si nous voulions admettre que, quoiqu’il en soit, un certain nombre 
de décés par cancer se dissimulent sous la rubrique des décés par sénilité, nous pourrions 
nous efforcer de majorer, dans chaque région, le taux de mortalité par cancer, sans oublier 
que notre but consiste dans la comparaison des populations qui différent les unes des 
autres par la race. Les divergences que nous avons déja mises en relief entre les races 
continuent-elles a se manifester lorsqu’on opére sur des taux majorés ? 

Mais a combien cette majoration doit-elle s’élever ? I] est bien arbitraire de supposer 
qu'un quart des décés par sénilité doive étre ajouté aux décés par cancer pour rétablir 
la mortalité par cancer; néanmoins, voici le résultat, pour les zones italiennes, de l’appli- 
cation de ce coefficient. 

Le tableau qui suit groupe les éléments nécessaires aux calculs en question, et il 
expose en méme temps les résultats numériques de nos calculs. 


Neen eee 


Décés par 
Décés par| cancer 
Régions rangées Décés Décés Quart ave de |(20 ans et Population 
par indice céphalique | p. cancer | p. cancer nee teas Sree 40 ans 
croissant IQI9Q-1921| IQI9-1921 7 7 et 
(des dolichocéphales (de tout |(20 ans et] Par  |dunquart/d'unquart| 21 dessus 
aux brachycéphales) age) au-dessus) es des at ee es (1921) 
pa a 
(Moyenne annuelle) sénilité sénilité 

Sardaigne. 301 292 374 675 666 262.177 
Calabre. 563 553 686 1.249 1.239 469.578 
Sicile. 1.649 I.616 1.914 3.503 3-530 1.261.089 
Pouilles. . . 865 840 838 1.703 1.678 715.241 
Basilicate. 186 181 239 425 420 145.488 
Latium. Shee Tet? 1.095 266 1.378 1.361 482.667 
Abruzzes et Molise . 637 623 658 1.295 1.281 444.928 
Campanie. 1.549 1.516 1.391 2.940 2.907 1.101.139 
Toscane 2.848 2.814 779 3.627 3.593 862.202 
Ligurie. . 1.088 1.075 274 1.362 1.349 426.699 
Marches 793 778 455 1.248 1.233 350.547 
Ombrie. 421 416 300 721 716 198.016 
Se . 4-551 4.485 1.186 5-737 5-671 1.577.423 
alee ew 2.402 2.351 947 3-349 3.298 1.687.988 

milie . 2.803 2.766 756 3.559 3.522 884.193 
Piémont , 2.702 2.675 1.236 3.938 3.911 1.141.002 


SS ess se ls 


Les seize régions étant rangées par ordre d’indice céphalique croissant, le premier 
groupe représente assez bien l’ Homo mediterraneus, et le dernier l’Homo alpinus (mélangé 
tres probablement au dinaricus). On voit, avant tout, que dans chacune des régions 
dolichomorphes du midi (premier et deuxiéme groupe A Yexception du Latium qui fait 
partie du centre de I’Italie) le nombre absolu de décés par sénilité est bien supérieur a 
celui des décés par cancer: il suffit de remarquer qu’en Sardaigne, dans la Calabre, en Sicile, 
au Basilicate, etc., le quart des décés par sénilité atteint un nombre plus élevé que la 
totalité des décés par cancer. Ce sont 1A les zones ott la mortalité par cancer, telle qu’elle 
résulte des statistiques, est trés basse. Par contre, dans les régions du nord et du centre, 
cest le nombre absolu des décéts par cancer qui dépasse de beaucoup le quart des décés 
par sénilité: ce sont la les zones ou la mortalité par cancer figure dans les statistiques 
comme étant la plus élevée. 

Si, dans chaque région, on ajoute au nombre absolu des décés par cancer le quart des 
décés par sénilité, on aura les chiffres de la quatriéme et de la cinquiéme colonne de notre 
tableau. Grace a des chiffres ainsi majorés, les calculs des taux de mortalité pour l’en- 
semble de chacun des quatre groupes donnent les résultats suivants: 


Taux de mortalité (majorée) par cancer ( 1° groupe 26,6 26,3 
pour 10.000 habitants 2me » PG) 27,4 

agés de 4o ans et au-dessus 1 3me » Boer, 37,4 

ACES » 31,3 31,0 


a savoir que les dolichomorphes typiques du premier groupe ont une mortalité cancéreuse 
(majorée) de 27 environ (pour 10.000 habitants de 40 ans et plus) tandis que les brachy- 
morphes typiques du dernier groupe, et ceux qui forment la majorité des populations 
du troisiéme groupe, donnent une mortalité de 31 et de 37. 

La mortalité cancéreuse des dolichobruns apparaitrait ainsi comme étant toujours 
moins élevée que celle des autres populations italiennes, mais qui oserait arriver a des 
conclusions fermes, étant donné le procédé de majoration nécessairement arbitraire, 
dont nous nous sommes servi ? ; 

L’exemple, ou les exemples, que nous venons de donner, montrent assez bien les 
grandes difficultés que présentent des calculs de ce genre. II y a lieu, cependant, de se 
demander si cela ne vaudrait pas la peine de les appliquer aux autres pays que notre 
Tapport a examinés. 

Dans ce cas, il faudrait étudier la possibilité de suivre, dans nos comparaisons entre 
le cancer et la race, l’une des méthodes suivantes: 


a) S’efforcer de rectifier chaque taux régional de mortalité par cancer, grace aux 
indications fournies par les pourcentages locaux des décés par cause inconnue et sénilité, 


6) Ou se limiter, en vue des comparaisons entre Ja race et le cancer, dans chaque pays 
que notre rapport a examiné, aux zones, deux et trois, pour lesquelles les chances d’erreur 
dans la notation des décés par cancer sont réduites au minimum. Dans ce cas, il faudrait 
faire en sorte que, dans les zones en question, choisies dans les différents pays (Ltalie, 
France, Belgique, Pays Scandinaves) se trouvent des représentants de toutes les races, 
dont nous avons parlé: Homo alpinus, dinaricus, europaeus, mediterraneus, et que les 
groupements formés par chaque race puissent étre compares entre eux. | Ned 

Mais, que de difficultés dans ce travail! que d’hypotheses a admettre ! que d’arbi- 
traire ! Sans compter que, si en suivant l’une ou l’autre de ces deux méthodes, ou en les 


i indi ité : bre absolu (majoré) des 
1 La premiére colonne indique les taux de mortalité obtenus d’aprés le nom ) 
décés par cancer & tous les 4ges; la deuxiéme colonne indique les taux de mortalité obtenus d’aprés le nombre 
absolu (majoré) des décés par cancer de 20 ans et au dessus. 


‘ 


= 
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appliquant l’une aprés l’autre, on résout la question du degré de confiance a accorder aux 
taux de mortalité par cancer, on n’évitera pas toujours la difficulté qui résulte de la modifi- 
cation de la répartition territoriale réelle par le « pouvoir d’attraction » des grands centres. 


VI. 


Voici maintenant quelques observations sur le point de vue duquel il convient 
d’étudier le rapport qui peut exister entre les caractéres physiques et physiologiques des 
hommes et le cancer. 

1. Lorsque nous nous demandons s'il existe un rapport quelconque entre la race 
et le cancer (ou toute autre cause de décés) nous nous demandons s’il existe un rapport 
entre certains caractéres physiques et physiologiques des hommes et la maladie formant 
l'objet de nos recherches. Les caractéres de race, en effet, ne sont que des caractéres 
physiques et physiologiques tels que la taille, la forme du crane, la pigmentation, etc. Et 
l’on sous-entend que chaque race présente un milieu intérveur spécial qui réagit, jusqu’a 
un certain point, aux excitations extérieures, d’une maniere spéciale 4 chaque race. 

Mais il y a bien d’autres caractéres physiques et physiologiques que ceux qu’on a 
choisis comme critéres de la race: le poids du corps, le thorax, la force, les proportions 
des différentes parties du corps, les différents « types » du sang, l’état et le fonctionnement 
des sécrétions internes, etc. Ne se pourrait-il pas que le rapport que nous cherchons en 
étudiant la race, entre certains caractéres physiques et physiologiques et le cancer, soit 
a chercher plutét parmi certains autres caractéres physiques et physiologiques, qui ne 
sont pas pris en considération dans la description morphologique des races, que parmi 
les caractéres de vace que nous avons examinés ? 

Par exemple, ne faudrait-il pas chercher du cété des caractéres physiques et physio- 
logiques qui donnent pour ainsi dire le signalement de la constitution ? Nous savons a ce 
propos qu’on peut classer les « constitutions » en catégories bien diverses les unes des 
autres (Sigaud, Mac-Auliffe, Viola, de Giovanni, Pende, Kretschmer, Bounak, ete. 
Parmi les hommes, il peut s’en présenter qui ont des masses corporelles allongées (longi- 
lignes), trapues (brévilignes) ou qui se placent entre ces deux types antithétiques. Ces 
derniers sont des normotypes, les premiéres pouvant étre considérées comme des dolicho- 
types et les deuxiémes comme des brachytypes. Ou bien encore, d’aprés Mac-Auliffe: 
type plat (correspondant au type longiligne ou microsplanchnique des italiens, et au 
type linéaire des américains) et type rond (bréviligne, megalosplanchnique, latéral). A ces 
deux types Mac-Auliffe en ajoute un autre: le type cubique. Ces trois types ne sont, tou- 
jours d’aprés Mac-Auliffe, que des formes oscillant autour des quatre types fondamen- 
taux, francs, comme il dit: respiratoire, digestif, cérébral, musculaire 2. L’importance d’une 
classification des hommes par rapport’ la masse corporelle et 4 la morphologie de 
celle-ci, apparait toujours davantage: pendant le tout récent examen des recrues améri- 
caines, C. B. Davenport n’a-t-il pas fait un classement morphologique de ses sujets en: 
trés mince, mince, moyen, corpulent (ou gras), obése ? 3 

Eh bien, ne serait-il donc pas utile de rechercher si le rapport entre les caractéres 
physiques et physiologiques des hommes et le cancer ne doit pas étre cherché en portant 


four musa sur les différents types de constitution du genre de ceux dont nous venons 
e parler ? 


1N. PENDE: La biotipologia umana, scienza della individualita, Palermo, 1924. Voir aussi les autres nom- 


mais ouvrages de cet auteur, ainsi que les écrits, fondamentaux pour |’étude des constitutions, de Giacinto 
IOLA. 


2L. MacAuuirFe: Les tempévaments, Paris, 1926. 


5 °C. B. Davenport: Body-build and tts inheritance, published by the Carnegie Inst. of Washington, 
ec. 1923. 


I] est vrai que chaque race, tout en présentant les divers types de constitution doit 
probablement affectionner particulierement un type déterminé et que, par conséquent, 
tout en ne considérant dans les études de ce genre que les caractéres de vace, on étudie 
en méme temps, quoique d’une facon indirecte, la constitution 1. Mais il n’en est pas moins 
vrai qu'il vaudrait mieux procéder a cette étude directement, et ceci d’autant plus que 
nous ne savons pas encore quels sont les types de constitution qui prédominent au sein de 
chaque vace*. I] nous faudrait donc une statistique sur la répartition géographique des 
constitutions. Il ne serait pas difficile d’y arriver avec l’aide des médecins militaires et 
en se servant (comme méthode de relevés Statistiques) d’une sorte de relevé « représen- 
tatif », du genre de celui que les statisticiens connaissent sous le nom de méthode repré- 
sentative de Kiaer. Nous demandons depuis longtemps qu’on fasse ou qu’on nous donne 
les moyens de faire cette enquéte. 


Vil. 


2. Le probleme des rapports entre les caractéres physiques et physiologiques et le 
cancer pourrait étre envisagé d’un autre point de vue encore. Nous savons depuis quelques 
années que le sang de chaque individu posséde des qualités caractéristiques individuelles 
spéciales 4 ses éléments, caracteéristiques révélées par les méthodes et la technique de la 
sérologie. Or, ne pourrions-nous placer quelques espoirs, a propos d’une recherche sur 
les rapports pouvant exister entre les caractéres physiques et physiologiques des hommes 
et le cancer, dans les études sérologiques ? C’est-a-dire, ne pourrions-nous pas soup¢onner 
que le cancer préfére tel ou tel groupe sanguin, parmi les différents types sanguins dont 
la sérologie moderne nous parle, et que, d’ailleurs, les différents types sanguins ne sont 
pas également répartis dans chaque race ? 


Nous disions, tout a l’heure, qu'il faudrait étudier simultanément les trois faits: 
cancer, race, constitution. Nous disons maintenant qu il faudrait aussi étudier simultané- 
ment les trois faits: cancer, race, type sanguin. 


On distingue, comme on sait, aprés les études de Landsteiner, de Jansky, etc., quatre 
groupes essentiels au point de vue du sang, tout sang humain appartenant a lun ou l’autre 
de quatre groupes séparés et permanents, individualisés chacun par la maniére dont le sang 
s'agglutine au contact d’un autre sang. Ces différentes maniéres sont indiquées dans le 
tableau suivant: 


SSS 


Groupes de sérum peepee 
I II III IV groupes 
ge OWS aes Re aaa ne Renny beer omnes FEIT 
Globules II + re Bg ap 2 
du Bere ee a 4 i ae is 
ee ee a aE eS Rt a ea ee ee OR Ey SPE eit eel 


1 Voir G, VIOLA: Razza e costituzione, « Gazzetta degli ospedali e delle cliniche », page 34, 1924. Voir égale- 
ment Ke Ghieccrn: Konstitutionstypen und europdische Rassen, « Klinische Ridder ese! » 1925, page A 5: 
2 Depuis quelques années déja, MacAuliffe et Chaillou ont cru pouvoir ao qu Bi pee “ Zo ek 
population appartient au type musculaire, 32 % au type respiratoire, 14 % au type liges any : ie 89. 19pe 
cérébral; mais il s’agit, dans cette statistique, d’une population et non d’une race peeve ( Ee 
CuHAILLov, Morphologie médicale, Paris, 1912, page 36.) Plus tard, dans son eae Fee = oe ee 
cité, MacAuliffe écrit} que « les types plats eee anes Tela egectacty Bead eet Sie enti = Lene gana 
e). Voir aussi N. PENDE: a ; o, ; 
| eee ea ee de constitutions qui prédominent dans telle ou telle population (page 36). 
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Il y a des individus (groupe I) dont les hématies ne sont agglutinables par aucun 
sérum (—) mais leur sérum agglutine (-+-) les globules des groupes II, III, IV. Par contre, 
dans le groupe IV, les globules sont agglutinés (+) par les sérums des groupes I, II, III, 
mais le sérum n’a pas de capacité d’agglutination (—). Les groupes II et III s’agglutinent 
réciproquement, etc. (voir le tableau). En d’autres termes, les globules (voir toujours 
le tableau) du premier groupe ne sont pas agglutinables par le sérum d’aucun autre 
groupe; les globules du deuxiéme groupe sont agglutinables par le sérum du premier et du 
troisitme groupe; ceux du troisiéme groupe sont agglutinables par le sérum du premier 
et du deuxieme groupe; enfin ceux du quatriéme groupe sont agglutinables par le sérum 
des trois autres groupes. Le premier groupe a été nommé O, le deuxiéme A le troisiéme B, 
le quatriéme AB. 

Chez les Roumains de Transylvanie, par exemple (& remarquer que cette indication 
ne concerne pas une race, mais un peuple), on aurait trouvé, sur 2.372 sujets, 7,907 % 
représentant le groupe AB, 40,93 % le groupe A, 14,54 % le groupe B, 36,55 % le groupe O1. 


L’indice biochimique serait donné par I = Dans le cas des Roumains, cité 


; 48,90 
ci-dessus, par wee PAG 

La question se pose de savoir si les différents groupes sanguins ont des préférences 
pour telle ou telle maladie (et, par conséquent, s’il y a préférence de la part d’un groupe 
déterminé pour le cancer); et il s’agit aussi de savoir si dans chaque race on trouve, de 
preference, tel ou tel groupe sanguin. Pour répondre a cette derniére question, il ne suffit 
pas de montrer que le groupe A prédomine parmi les individus de l'Europe centrale et 
septentrionale (plus de 40 %), que ce pourcentage diminue pour les habitants de l’est et 
du sud de l'Europe et que c’est le contraire que l’on constate pour le groupe B (Hirszfeld). 
Les individus de l'Europe centrale et septentrionale, en effet, ne constituent pas une race, 
mais des peuples, et l’on peut en dire autant des individus de l’Europe orientale et de 
l'Europe méridionale. 


B + AB 


D’ailleurs, quand on exprime la répartition géographique de l’indice, I = at 
telle qu’on l’a obtenue dans les nombreux travaux dont la science s’est enrichie jusqu’a 
aujourd’hui (L. Lattes), nous ne voyons pas qu’on puisse faire correspondre dés main- 
tenant la fréquence d’un groupe sanguin déterminé avec telle ou telle race. L’indice bio- 
chimique le plus élevé a été constaté chez les individus originaires de l’Angleterre, 
des Pays Scandinaves, des Etats-Unis d’Amérique (3,5; 4,5) et de la France (3,9); il 
etait légerement inférieur pour les divers groupes correspondant aux différentes parties 
de l’Allemagne (2,8), de I’Italie (3,0) et de la Bulgarie (2,5). Chez les Russes, les Polonais et 
les Juifs des Balkans et de la Pologne, chez les Hongrois, l’indice oscille entre 1,4, 1,5 et 1,9; 
tandis que chez les indigenes du nord de l’Afrique l’indice va de 0,8 a 1,5. En Extréme- 
Orient, les Japonais présentent un indice de 1,7, les Chinois de 1,0. On a trouvé chez les 
nomades (bohémiens) de Hongrie, un indice de 0,6. Le groupe sans agglutinogéne a 
ete retrouvé dans une proportion de 77,7 parmi les Indiens, de 64,7 parmi les Philippins et 
de 53,7 parmi les habitants de la Mélanésie. 

D’aprés J. Mydlarski de Varsovie, d’autre part, le groupe A correspondrait aux types 
anthropologiques Homo nordicus, alpinus, dinaricus; le sang B aux types anthropolo- 
Siques Homo orientalis et « race » subnordique. Quant au sang O, les données ne seraient 


1G. Popovicru: Recherches sérologiques suy les vaces en Roumanie, « Revue anthropologique », Paris, 
avril-juin 1925. 


a 


pas suffisamment claires pour pouvoir formuler quelques hypothéses vraisemblables 1}, 
Ces conclusions — si elles méritent ce nom — nous laissent réveurs, car on ne voit pas 
bien comment «des races» que les anthropologistes estiment trés diverses entre elles comme 
l'Homo nordicus et |\Homo alpinus, viennent ici se classer sous la méme rubrique ?. 

De méme on a déja essayé de découvrir s’il existe une corrélation entre la fréquence 
d'un groupe sanguin déterminé et la diphtérie (Hirszfeld et Brockmann) ou la syphilis 
(Amsel et Halber, Straszynski) ou d’autres maladies. I] ne serait donc pas, peut-étre, 
inutile de poursuivre cette exploration en ce qui concerne le cancer, ainsi du reste, qu’on 
a déja commencé a le faire (par exemple, le Dt H. Pluss, de Zurich, pour le cancer et la 
tuberculose). Les remarquables recherches de L. Hirszfeld doivent étre aussi rappelées a 
ce propos. Mais nous ne sommes 1a qu’au commencement d’une série de recherches et nous 
ne pouvons en voir, méme de loin, la fin. 

Néanmoins, il est hors de doute qu’il est utile de continuer a progresser dans cette 
direction en posant nettement le probleme, en perfectionnant les méthodes, en élargissant 
le nombre des observations et surtout en conduisant les recherches de fa¢on a ce que 
chaque examen sérologique soit effectué non pas sur des pewples, mais sur des groupes 
homogénes quant a la race. 


1 J. Myprarskti: La diffévenciation du sang corvélative aux vaces humaines, dans les Comptes rendus de la 
I[™e session de l|’Institut international d’anthropologie (Prague), Paris, 1926, page 189. 

2 A rappeler aussi les recherches de W. KLEIN et OsTHOFF sur les enfants de la ville de Herne en Allemagne; 
les dolichocéphales (indice céphalique inférieur 4 76) ont donné un indice biochimique de 4,2; les misocéphales 
(indice céphalique de 76,0 4 80,9) ont donné un indice biochimique de 2,9 et les brachycéphales (indice céphalique 
de 81,0 et plus) ont donné un indice biochimique de 2,4. 
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Deuxiéme Partie. 


—__ 


I. ETUDE PRELIMINAIRE COMPARATIVE SUR LA REPARTITION DES RACES 
ET DES TAUX DE LA MORTALITE PAR CANCER EN FRANCE 


Par le professeur Eugéne Pittarp. 


I. QUELQUES MOTS SUR LES ORIGINES DES POPULATIONS FRANCAISES, 


Dans une étude comme celle-ci, qui n’est pas une recherche deétaillée d’anthropologie, 
pour laquelle nous n’avons, naturellement, 2 envisager que les caractéres ethnologiques 
généraux d’un pays, les multiples détails ethniques dont s’orne le complexe humain qu’est 
la France, ne devront pas étre retenus. Sauf, cependant, s’ils peuvent servir a éclairer des 
faits exceptionnels qui, sans eux, ne pourraient étre l’objet d’aucune interprétation 
raisonnable. 

Et c’est alors la répartition géographique des taux de la mortalité cancéreuse qui 
dirigera, s’il y a lieu, cette recherche des détails, 


* 
*¥ * 


Considérée dans ses grands traits, la France apparait aux yeux des moins informés 
d’anthropologie, comme un lieu de cohabitation de plusieurs races. I] suffit, pour imaginer 
cet état, de se rappeler un peu V/histoire de ce coin de terre, l’un des plus favorisés qui 
aient été et qui soient encore pour retenir les hommes. Les populations préhistoriques 
parcoururent son sol dés les premiers temps du quaternaire. Et s’il est certain que plusieurs 
groupes ethniques ont disparu, il est non moins certain que d'autres de ces groupes ont 
survecu, se sont multipliés et que leurs descendants peuplent encore diverses parties de la 
France. 

Laissons-les pour le moment et rapprochons-nous des temps actuels. Les premiéres 
invasions importantes pénétrérent en France par le nord et par l’est, c’est-a-dire par les 
territoires en contiguité avec la partie géographique la plus étendue de l’Europe. Les 
invasions par la mer ne furent jamais bien nombreuses. Navigateurs ou commer¢ants, 
ces étrangers qui venaient par l’Atlantique ou la Méditerranée touchaient le sol frangais 
pour y faire des échanges; ils créaient des comptoirs, mais ils n’installérent jamais de 
véritables colonies: les Phéniciens, les Carthaginois, les Grecs, entre autres. 

Ceux-la datent des périodes historiques. Auparavant, leurs predécesseurs, sous des 
appellations qui ne nous ont pas été conservées, furent, sans doute, dés le néolithique 
avancé, les premiers navigateurs cétiers. Mais ils n’ont pas laissé de traces ethniques. 

A peu prés au méme moment, la France était abordee a ses frontiéres nord-orientales 
par les prédécesseurs des invasions historiques. Les premiéres bandes de la Tace nordique 
commencérent leurs migrations. Nous retrouvons les sépultures de ces conquérants, que 
Hamy a appelés « Dolichocéphales néolithiques d’origine septentrionale ». Ceux-la s’ins- 
tallérent solidement sur les territoires frangais. Ils devinrent des sédentaires, agriculteurs 


Be: 


et pasteurs, et, vraisemblablement, ne quitterent plus jamais le pays. Sur cette route tracée 
par les Néolithiques septentrionaux s’avancerent, a bien des reprises, au cours des ages, 
jusque — et surtout — dans les premiers siécles de notre ére, de nouveaux flots d’émigrants 
arrivant de la méme source ethnique. 

Un peu plus tét, semble-t-il, les massifs montagneux frangais — d’abord celui des 
Alpes — étaient atteints par des populations dont l’origine géographique est encore 
inconnue et qui, franchissant les cols, se répandirent sur une grande partie du patrimoine 
actuel de la France. Ces Brachycéphales néolithiques, venus peut-étre d’Asie, paraissent 
avoir abordé la voie danubienne par la Russie du sud. Ils remonterent la route que des- 
cendait le fleuve. Arrivés devant la barriére de la Styrie et de la Basse-Autriche, ils scin- 
dérent leurs troupes: les unes passérent au nord, peuplant une partie de l’ancien empire 
des Habsbourg, |’Allemagne du Sud, la Suisse; les autres passerent au sud: les populations 
actuelles de la Haute-Italie et des Alpes frangaises sont en grande partie leurs des- 
cendants. 

Ces immigrants brachycéphales traverserent les passages montagneux de la Suisse et 
de la France aussi bien a l’4ge de la pierre polie qu’a l’age du bronze. Presque tous les cols 
alpins ont fourni a l’archéologie des documents positifs. De la frontiére italienne a l’extre- 
mité orientale du plateau central — au moins — nous retrouvons aujourd’hui les descen- 
dants de ces Brachycéphales sous des étiquettes provinciales diverses. Ainsi, dés le Néo- 
lithique, les territoires, toujours convoités, qui composent la France, servaient déja d’asile a 
deux races d’envahisseurs —- dont nous connaissons assez bien les dates relatives des 
immigrations. Elles feront toutes deux souches vivantes. Et l’on peut dire que si, a ce 
moment-la, s’étaient closes définitivement les eres des invasions, la physionomie ethnique 
de la France n’aurait pas été différente de ce qu’elle est devenue depuis. 

Mais arrivons aux périodes historiques. 

Malgré toutes les brumes qui enveloppent les récits des auteurs de l’antiquité, il 
apparait, comme hors de discussion, que de nombreuses tribus d’origine germanique 
envahirent, a diverses reprises, les territoires de la Gaule; les unes la traversérent pour 
courir a d’autres destinées. Plusieurs subirent de telles vicissitudes qu’elles semblent avoir 
disparu; quelques-unes prospérérent jusqu’a nos jours. Modifiant leur langue, la plupart 
de leurs coutumes, leur état politique, elles s’incorporérent graduellement au corps national 
de la France. 

Mais ces populations qui transformaient ainsi leurs caractéres ethnographiques et 
linguistiques ne modifiaient pas, tant qu’elles ne subissaient pas des mélanges avec des 
voisins provenant d’autres races, leurs caractéres anthropologiques. 

Et aujourd’hui, aprés 2000 ans, nous pouvons discerner, dans l’ensemble du peuple 
francais, les descendants des immigrants venus du nord. 

D’abord, sous le nom de Galates et de Gaulois, ces hommes de haute stature, 4 peau 
blanche lactée, aux cheveux blonds, aux yeux bleus, combattent ardemment les Romains. 

L’historien Polybe parle d’eux constamment. Mais il s’occupe surtout des Galates 
qui habitent en dehors du territoire francais: « La crainte des Galates a plus d’une fois 
ému non seulement la Gréce de nos jours, mais encore la Gréce ancienne ». 

_ Pour ceux qui sont en France, on peut consulter César qui, dans ses « Commentaires » 
S exprime ainsi: « L’ensemble de la Gaule se divise en trois parties: l’une est habitée par 
les Belges, l’autre par les Aquitains, la troisitme par ceux, qui dans leur langue, s’appellent 
Celtes et que nous appelons Gaulois » 1, 


; 1 Pour un anthropologiste, ces termes différents signalent des groupes appartenant a la méme race, en 
Vespéce la race kymrique ou nordique. 


Au commencement de l’ére chrétienne, des bandes considérables de Barbares se préci- 
piterent sur la France. Ils venaient aussi du nord de l'Europe. La premiére de ces invasions 
est celle des Cimbres et des Teutons; ces derniers, alliés A une partie des populations 


suisses d’alors. 


* 
* * 


Est-il possible de discerner, chez les habitants actuels de la F rance, ceux qui doivent 
€tre considérés comme descendants des anciennes populations nordiques (Homo euro- 
paeus) ou germaniques, arrivées au cours des Ages sous les noms que les historiens nous 
ont conservés ? Aucun doute n’est possible sur ce point, car nous avons des moyens de 
comparaison. 

Tous les auteurs anciens, historiens et géographes nous ont laissé une description 
physique de ces barbares nordiques; stature, couleur de la peau, des yeux et des cheveux. 
Et ce sont toujours exactement les mémes traits qui sont consignés dans leurs écrits. 
I] ne manque a cette physionomie ethnique, comme autres caractéres principaux, que la 
forme cranienne. Celle-l8, nous pouvons lajouter pour compléter la diagnose. Car nous 
la connaissons, grace aux squelettes trouvés dans les sépultures de la France septentrionale 
envahie par ces populations nordiques, dés l’age de la pierre polie. Ces squelettes montrent, 
au cours des ages, une concordance des caractéres morphologiques qu’on ne saurait trop 
souligner, 

Evidemment, nous ne devons pas nous attendre A rencontrer au xxe siécle, sur le 
sol de la France, des races nordiques pures, dans les territoires jadis occupés par les 
invasions germaniques. Les mélanges des populations, A partir surtout de l’établissement 
de l’empire romain, n’ont cessé d’avoir lieu. Peut-étre méme les bandes galates, qui 
s’avan¢aient vers la France, entrainaient-elles déja des groupes ethniques d’autres origines 
qu’elles-mémes. 

Pour savoir & quoi s’en tenir, pour dresser l’inventaire des races de la France aux 
diverses époques de son histoire, c’est-a-dire pour brosser un tableau montrant les répar- 
titions ethniques actuelles, il faut faire appel aux enquétes anthropologiques. Seules, 
celles-la pourront déceler la présence, en tel ou tel endroit, de tel ou tel type ethnique. 

Si ce que nous pensons des immigrants kymriques ou nordiques est justifié, les 

enquétes anthropologiques sur la population vivante de certaines régions doivent nous 
montrer un pourcentage relativement ¢élevé d’individus de haute stature, dolichocéphales 
et blonds, aux yeux clairs. ; 
: Et si nous pensons aux envahisseurs — qui semblent avoir arrété leurs mouvements 
a l’age du bronze — dont les représentants deviendront la race celtique de Broca (Homo 
alpinus), nous devrons rencontrer, sur les territoires ot nous les cantonnons, un pourcen- 
tage élevé de population ayant une taille moyenne, un crane arrondi, des yeux et des 
cheveux bruns. Alors, ces enquétes anthropologiques ayant délimité sur la carte la répar- 
tition des divers types ethniques, nous pourrons comparer avec les cartes historiques 
signalant en France, par exemple, les établissements de populations germaniques et voir 
s'il y a entre elles des concordances. 


* 
* * 


D’abord, examinons rapidement la carte historique. 

Gustave Lagneau! a passé une partie de sa vie a rechercher le cheminement et la 
fixation des tribus germaniques sur le sol de la France. fl 'a dressé au mieux des réalités 
historiques, d’aprés de trés nombreux documents, cette répartition géographique. 


1 Gustave LAGNEAU, Anthropologie de la France, « Dictionnaire encyclopédique des sciences médicales », 
Paris, 1879. 
IO 
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Tous les départements du nord, un certain nombre de ceux de I’est, ont été occupés 
par des immigrants de cette origine qui se sont appelés Galates, Cimbres, Belges, Franks, 
Burgondes, Saxons, Nordmans. « Le long de la Manche, a l’occident de la Seine, se retrou- 
vent encore aujourd’hui des descendants des pirates saxons chez les Baiocasses, anciens 
habitants des environs de Bayeux, et de nombreux Scandinaves ou Nordmans, dans la 
partie de la Neustrie depuis appelée Normandie. » De la Normandie a la Basse-Loire et 
au Poitou, on doit retrouver les traces de certaines tribus galates et belges qui paraissent 
s’étre avancées jusqu’a la Loire et jusqu’a l’Océan; plus tard, des pirates saxons et nor- 
mands se seraient d’ailleurs fixés également auprés de l’embouchure de la Loire. | 


D’autre part, divers départements de la France orientale, malgré que les statistiques 
anthropologiques ne le révélent pas avec netteté — sans doute parce qu’elles sont encore 
insuffisantes — renferment certainement les descendants des nombreux immigrants de 
race germanique qui occupérent successivement cette région. Parlant d’une carte qu'il a 
dressée, Lagneau écrit: « Du nord au sud, en remontant le bassin de la Seine et descendant 
ceux de la Sadne et du Rhone, les immigrants galates-belges se trouvent rappelés par 
quelques petits traits disséminés au milieu du ponctué général représentant la population 
celtique antérieure ; ces immigrants galates-belges se portérent soit dans le midi des Gaules, 
soit par les passages des Alpes, dans la Haute-Italie. Entre la Loire et l’Allier, au milieu 
des populations celtiques du centre de la France, se montre, en clair, le territoire concédé 
aux Boiens par César, sur la demande des Eduens. Ces Boiens, qui avaient envahi les Gaules 
avec les Helvétes, étaient fréres des Boiens qui ont laissé leur nom 4 la Bohéme (Boiohemun) 


et des Boiens résiniers qui, au sud-ouest de la Garonne et des Bituriges vivisques desenvi- 


rons de Burdigala, Bordeaux, voisins des Aquitains, étaient fixés sur le bord de 1’Océan, 
dans les environs du bassin d’Arcachon. Enfin, sur les bords de la Haute-Garonne et aussi _ 
sur le littoral méditerranéen, s’étendant des Pyrénées-Orientales au Rhéne, sont également — 
indiqués, au milieu des populations soit celtiques, soit surtout ibéro-ligures de ces régions 
par de petits traits disséminés, quelques immigrants de race germanique; en effet, d’une 
part, on a cru devoir rattacher aux Belges les Volces des environs de Toulouse, de Car- 
cassonne et de Nimes; d’autre part, on sait que les Visigoths, aprés la défaite de Vouillé, 
se retirerent principalement dans la Septimanie, c’est-4-dire dans cette partie du littoral 
méditerranéen. » Voila ce que, dans les grandes lignes, indique l’histoire. 


Si nous admettons que tous ces noms de tribus sont des étiquettes appliquées sur des 
groupes de race germanique 4, il ne nous reste plus qu’a savoir si ce sont encore les des- 


cendants de ces groupes qui peuplent les départements francais jadis envahis. Les pages 


suivantes répondront a une telle question. 


_ Ou plutot elles essayeront de répondre, car les enquétes anthropologiques en France 
nont pas porté, sur tous les départements, la méme attention. Certains d’entre eux 


connaissent des richesses d’informations que d’autres départements ignorent compléte- _ 
ment. Tout n’est pas dit, loin de Ja, sur les caractéres anthropologiques des populations 


frangaises. Un grand nombre d’analyses sont encore nécessaires pour qu’on puisse dresser 
les cartes ethnologiques définitives de ce pays, l’un des plus intéressants qui soient. 


Néanmoins, ce qui a été réalisé est de nature A nous éclairer sur bien des points. 


1 : ns . F) "4 iw) . . Wa 
fl est possible que plusieurs tribus, plusieurs groupements, considérés par les historiens comme de souche 


germanique, aient été, en réalité, d’une autre origine. Ces groupements pouvaient étre linguistiquement, politi- 
ae setmaniques ; ils ne l’étaient pas ethniquement. J’ai essayé de discuter ce point a propos des Alamans 
en Suisse: Eug. Pirrarp, Crania Helvetica, Les cranes valaisans de la Vallée du Rhéne, Genéve et Paris, 1910. 
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2. LA REPARTITION GEOGRAPHIQUE DU CANCER EN FRANCE. 


Avant de procéder 4 des essais de comparaisons entre le cancer et la race, il faut 
prendre connaissance de la répartition géographique du cancer en France. Voici (tableau 
N° i) cette répartition selon les 86 départements frangais. Le taux de mortalité a été 
calculé, chez les individus agés de 4o ans et au-dessus, pendant la période 1911-1912. 
Un simple coup d’ceil sur la troisiéme colonne de ce tableau montre detrés grandes variations 
départementales: minimum 3,09, pour 10.000 habitants dans la Lozére; maximum 38,33, 
dans la Seine-Inférieure. Ce sont 14 deux régions géographiques trés éloignées l’une de 
Vautre, que nous savons peuplées l’une et l’autre par des individus de races différentes. Mais 
ces raisons ethniques sont-elles les seules raisons explicatives de ces taux si dissemblables ? 

Si, avant de dresser des cartes ou des tableaux systématiques, on se remémore la 
position des départements francais sur la carte, on s’apercoit assez vite, en poursuivant 
ce coup d’ceil superficiel dans l’espace, que les taux maxima de mortalité par cancer 
appartiennent presque tous aux départements septentrionaux. Est-ce 1A une coincidence ? 
Cette répartition provient-elle de statistiques mieux établies dans ces départements ? 
Verrions-nous si vite apparaitre, dans une région que l’histoire nous montre peuplée par 
une majorité d’individus de race nordique, une influence raciale des taux de mortalité 
cancéreuse ? 

Il faut, pour répondre a ces questions, disséquer avec quelques détails ces docu- 
ments, 


Tableau No I, 

REPARTITION GEOGRAPHIQUE DE LA MORTALITE PAR CANCER ET AUTRES TUMEURS MALIGNES EN FRANCE 
(Par département). 

Chez les individus de 4o ans et au-dessus, pendant la période 1911-1913. 


Totaux Moyenne Taux Population 


DEPARTEMENTS 40etau-dessus | 40 et au-dessus IQLI-I913 IREPORT 
IQII-I913 IQII—-1913 p. 10.000 40 et au-dessus 

ALi Rays ee 750 250 19,39 128.407 
AUSRE) ls Soe L.Q4rt 637 33,15 192.153 
DULG ESS a Se le a a 864 288 18,11 159.054 
mebee (asses). . iil. . se 154 Eni) 22 42.148 
ERS EFQMULES) © 5 ma ks 73 24,3 7,15 33-990 
EMUPCS=MATICINES 4000s 4 ss 747 249 20,65 120.584 
a ey qe a 407 156,3 12,99 120.305 
PAMGOMMES ee Som. shoe se Sir 270,3 22,09 IIg.122 
OE SS aS eae eae 162 54 6,66 81.024 
AOE, Ce ee 710 236,6 23,54 100.527 
[ol ca ee aie rs 417 139 II,35 122.415 
ENVEMTON ms; 6) 6 197 65,0 ; 4,81 136.367 
Bouches-du-Rhéne. 1.430 470,06 17,87 266.673 
Calvados . oy SASL 1.201 400,3 20,58 150.970 
(CEERI GUE DR eR Lea 242 80,6 10,05 80.189 
oloavialex mae TA 22S OR ma 321 107 HO 135.126 
Charente-Inférieure ..... 860 286,6 15,68 184.029 
OTMNE aM uk. W284 ao gt 826 27553 21,00 130.723 
(CORRE AeA Ce en aa a 407 135,6 12,73 106.499 
CLUE a ee eee eee DER eee 239 79,0 8,2 96.657 
Beer OT Swot eh! ales 1.102 367,3 25,30 145.166 
Mores-du-Nord.-.>. ./ 5 c=. 574 IQI,3 10,03 190.690 
OL Sa aca 321 107 10,61 100.802 
UNG S ie Se ae ee 306 132 7,80 169.265 
Ce Bt Pe ae ae 639 213 21,66 98.345 
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Tableau N° I (suite). 


REPARTITION GEOGRAPHIQUE DE LA MORTALITE PAR CANCER ET AUTRES TUMEURS MALIGNES EN FRANCE 
(Par département). 


Chez les individus de 40 ans et au-dessus, pendant la période 1911-1913. 


Totaux Moyenne Taux Population 
DEPARTEMENTS 40etau-dessus | 40 et au-dessus IQII—-1913 Re I9rt 
IQII-I913 IQII-1913 Pp. 10.000 40 et au-dessus | 
DrOMe tas) pews beer a poaeenice 577 192,3 16,80 I14.441 
BRUTGSE Desa tes) siisa rs ocular ase 927 309 24,63 125.472 
LDN eI ONE G8 Bo. oo oe 998 332,6 32,67 IOI.819 
EUDISCOLE] rae. 0) base sce eeeeira ig Lenya Alt 390,3 17,42 224.052 
Gardeaiesy nc. hn eee nee 493 164,3 10,78 152.480 
Garonne (Elaute)ins meee 602 200,60 10,90 183.974 
GeISvAnng Soy Kale e ies ee 279 93 9,03 103.000 
Gironde te 500. oe) coe merece 1.715 571,6 17,57 325.315 
Flcraults y.5 cee aera 627 209 LET 184.860 
dile-et=Vilaines..e-) 49h cee 961 320,3 15,99 200.253 
THs oooh sissy Py mee ee 629 209,60 19,40 108.044 
Indre-et-Loires | aye ae 968 322.6 23,82 135.430 
ESOL Gy g- 3) 4. er eid oe ate 1.433 477,6 22,95 208.080 
Jura. fcc etc coe cae ene 377 125,60 13,46 93-345 
Landes.2 eu mck tiers tae 358 I19,3 II,05 107.930 
Loir-et-Chera twee an tee re 971 323,6 31,45 102.900 
LOITe . 4.42, a ee ee 1.852 627,3 27,76 225.945 
Loite (Haute) i .0 hk Graeme 355 118,3 Its 106.139 
Loire (intérieure) 5) een 1.540 513,3 21,28 241.222 
LOitet* |, VG ete tees 1.242 414 29,83 138.786 
Lot’ te Sea ae ae ee 196 65,3 7,00 93-247 
Lot-et-Garotine .. 2 ues. 386 128,6 10,55 121.952 
Lozéte' o.oo keke ee ee eee 38 12,6 3,09 40.785 
Maine-et-Loire. ....... 1.201 400,3 19,50 205.231 
Manchev 35, es eee 837 279 16,94 164.721 
Marne feu" tya meee rere bat 1.510 503,3 32,16 156.508 
Marne (Haute) (ta9.ne sa) ee 332 II0,6 12,58 87.911 
Mayenne ili ih sane ea ee 726 242 23,00 105.196 
Meurthe-et-Moselle. . . . . . 1.174 391,3 23,40 107.207 the 
Meuse re Ss ashet ee ee eae 672 22 23,12 96.900, 7 im 
Morbiltan siti ect ee 550 183,3 10,44 175-449 
NICVIO Dm Hula ane 684 228 18,89 120.687 
NOt se eet emai ee ee 5.713 1.904,3 31,48 604.942 
Oisert inet: Cp ne Ratan ee 1.408 469,3 30,97 151.528 
Orie fT ar ote eee 754 251,3 20,56 122.229 
Pas-de-Calaisien unseen hen ae ean 2.453 817,6 27,57 296.592 
Pay-deé-Domesi.s- es eee. 27 309 14,74 209.035 
Pyréites (basses) eras 744 248 16,30 152.182 
Pyrénées (Hautes). . 5... 231 a7 9,35 82.337 
Pyrénées-Orientales .. .. . De ee04 101,3 13,56 74-722 
Rhin (Hawt) a, Gewese 135 45 15,82 28.447 
RhOne ssa} seh eee ane ae 3.419 1.139,6 35,39 327.945 nae 
Saone (Haute), o. wae ease & 308 102,6 10,19 100.732 
Sadne-et-Loiresis Wee T3838) 462,06 21,02 220,082 
Sarthe FE er RIE Wey a Week 1.204 401,3 25,44 157-758 
Savoie . sh atcg sees Bes nae 309 103 Diyo7 86.792 
nee (Beaute) Sateen al ue 342 It4 13,05 87.377 
. 13.555 4.518,3 34,54 1.308.218 


Seine-Inférieure . 2. . 3.174 1.058 38,33 276.015 mem 
Seine-et-Marne : I.193 397,06 29,05 136.848 
Seine-et-Oise é 2.673 891 31,40 283.751 
Sévres (Deux) ; 576 192 14,94 128.520 
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Tableau N° I (suite). 
REPARTITION GEOGRAPHIQUE DE LA MORTALITE PAR CANCER ET AUTRES TUMEURS MALIGNES EN FRANCE 
(Par département). 


Chez les individus de 40 ans et au-dessus, pendant la période 1911-1913. 
a a a ee ee 


Totaux Moyenne Taux Population 
DEPARTEMENTS 40 et au-dessus | 40 et au-dessus IQII-1913 R. 1911 
IQI1I-I913 IQII-I913 p. 10.000 40 et au-dessus 

SOHMIME.) -6.°S, Siete OMe ae 2.254 51,3 Seay 201.588 
TTR So SS 288 96 7,43 129.199 
Marn=et-Garonne. ... 9. . 5 . 158 52,6 6,48 81.162 
Wade “o_ kot hy SeSCgthn Sees ian ar 515 171,6 13,86 123.807 
IRANIGLUSCE Ss iss a ee ta ToS 466 155,3 16,31 95.206 
Wepdéee. .. ae. reer 1.260 {20 26,86 150.355 
PCTS. rane Ike tee en ene 537 179 13,90 128.799 
Niennes (Haute) "oo. fen 549 183 14,61 125.293 
NADSEREGY 4) in Re SA ee ae 731 243,6 Lo7 141.061 
NV OINUINGS <5) 2G Uae hee Race eee $33 27756 20,63 134.570 


Et @ abord, quelle est la valeur du matériel que nous utilisons ? 


Il est bien certain qu’examinée exclusivement du point de vue quantitatif, aucune 
statistique, dans aucun pays, ne peut étre considérée comme totalement exacte, méme 
dans les Etats dont les statistiques passent, comme celles de la Suisse et a juste titre, 
pour étre les meilleures. Il en sera de méme pour les enquétes relatives aux taux de mortalité 
par cancer. Il y a, pour qu'il en soit ainsi, entre autres raisons, une raison primordiale: 
beaucoup de cancéreux meurent d’une autre maladie que du cancer mémie. 

Dans les statistiques qui reflétent les plus grands soucis d’exactitude, de tels cas — 
maladies a issues fatales rapides greffées sur un organisme cancéreux — figurent dans des 
catégories qui ne sont pas celles du cancer. La mortalité réelle du cancer en est donc arti- 
ficiellement diminuée. 

D’autre part, beaucoup d’individus morts par suite d’un cancer ne sont pas, a cause 
du secret médical ou simplement a cause de négligence administrative, inscrits dans la liste 
des cancéreux. Et la mortalité par cancer est 1a encore artificiellement diminuée. 

Si cette constatation nous améne a penser que le cancer est beaucoup plus abondant 
qu’on ne le croit, est-elle de nature 4 troubler nos observations comparatives ? Notamment 
lorsque celles-ci sont faites dans une méme région ? J’ai posé¢ la question a des statisticiens 
de divers pays. Ils m’ont répondu que dans |’Etat dont ils étaient les porte-paroles, les 
divisions administratives, du point de vue qui nous occupe, étaient comparables entre 
elles. C’est la chose qui nous intéresse principalement pour le moment. 

Une autre réserve s’impose. Les nombreux services hospitaliers des grandes villes, 
les centres anticancéreux doivent augmenter artificiellement la quantité des cancéreux 
du département, du comté, de la province dans lesquels les décés sont recensés. Une telle 
idée se présente aussitot dans les préoccupations d’un statisticien biologiste. Pour une 
agglomération humaine numériquement faible, un tel facteur doit jouer un role efficient. 
Jhabite une ville-frontiére, capitale d’un petit canton, dont Vhopital principal, plutot 
considérable, recoit en assez grand nombre des malades étrangers 4 ce canton. Les malades 
qui meurent dans cet hépital augmentent artificiellement les taux réels de mortalité de 
Genéve. Un tel inconvénient disparaitra le jour ou, dans tous les pays, on aura pris | habi- 
tude d’inscrire dans les fiches de décés le domicile réel du malade décédé. Plus tard, on 
pourra aller plus loin. 
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Pour pénétrer l’étiologie du cancer, des statistiques sont désirables qui enregistreront 
soigneusement, non seulement les lieux d’élection du cancer dans le corps — ce qui se fait 
déja en bien des pays — mais avec plus de détails encore que ce n’est le cas, et le feront 
selon l’age, le sexe et la race. Une mise en série de tous ces éléments aidera certainement 
a voir plus clair. 


Mais l’erreur de statistique consistant a enfler artificiellement le chiffre d’une circons-. 
cription administrative est-elle aussi grave qu’on l’imagine communément ? ; 

Je vais prendre en France quelques exemples de départements qui renferment des — 4 
grandes villes: la Seine (Paris); le Rhéne (Lyon); les Bouches-du-Rh6ne (Marseille); la 
Gironde (Bordeaux) ; le Nord (Lille). Ces villes sont en méme temps des centres hospitaliers 
importants. Les chifires de la mortalité cancéreuse que j’ai en ce moment-ci sous les yeux 
donnent par 10.000 habitants (1911-1913) les résultats suivants: Seine, 34,54; Rhone, 
35,39; Bouches-du-Rhone, 17,87; Gironde, 17,57; Nord, 31,48. 

Les chiffres, 4 peu prés égaux, des départements de la Seine et du Rhone sont tres 
différents de ceux fournis par les départements des Bouches-du-Rhone et de la Gironde. 
Mais sait-on que les chiffres trés élevés fournis par Paris et Lyon sont dépassés par les 
chiffres des départements dont les services hospitaliers ne sont pas comparables, quantita- _ 
tivement, & ceux de ces deux grandes villes ? La mortalité par cancer dans Ja Seine- 
Inférieure est de 38,33; elle est de 37,27 dans la Somme. Et les départements qui possédent, 
aprés Paris et Lyon, les chiffres les plus hauts, sont l’Aisne (33,15), l’Eure-et-Loir (32,67) 
et la Marne (32,16). a 

Les statistiques élevées fournies par les grands centres hospitaliers, au lieu d’étre une 
objection 4 mon hypothése, la renforcent singuliérement, suivant les cas; par exenipleyaas 
quand je vois Paris, ou les statistiques, j imagine, doivent étre parmi les plus sérieuses, 
fournir a la mortalité cancéreuse un chiffre moins élevé que celui de la Seine-Inférieure, — 
ou de la Somme. Ce qui m’étonne, c’est que le département du Rhone, c’est-a-dire Lyon, _ 
n’ait pas un chiffre de mortalité par cancer plus élevé encore que celui qu’il inscrit dans a 
les tableaux que j’ai sous les yeux. C’est parce que les conditions de la statistique — _ 
interprétées selon le facteur race — ne sont pas les mémes a Lyon qu’a Paris. Pourquoi les — 
600.000 habitants de Marseille n’élévent-ils pas davantage le chiffre de la mortalité can- _ 
céreuse des Bouches-du-Rhéne ? Serait-ce que les médecins d’hépitaux et les médecins 
particuliers de cette ville ont moins de conscience 4 la besogne, moins de scrupules scienti- 
fiques? — oti qu’ils sont davantage retenus par le secret médical que leurs confréres de Paris — 
et de Lyon ? Et pourquoi le chiffre des Bouches-du-Rhéne ne dépasse-t-il pas considéra- 
blement ceux des départements voisins, le Var (13,88), le Gard (x0,78), ’Hérault (11,31) 2 
Pourquoi dans le Var la ville de Toulon, et dans l’Hérault, celle de Montpellier — centres _ 
hospitaliers importants — n’élévent-ils pas davantage les taux de mortalité respectifs _ 
des départements dont ils sont les villes principales ? n- 

Il serait facile de multiplier de telles comparaisons, mais je n’en veux pas abuser 1. . 

D’autre part, puisqu’on nous dit que le matériel imparfait que nous utilisons est;auam 
dans bien des cas, un matériel comparable, c’est la, pour nous, l’essentiel. Nous serions a: 
evidemment plus heureux si ces documents ne pouvaient étre l’objet d’aucune réserve. 
Mais nous n’y pouvons rien. Tels qu'ils sont, ils nous permettent des comparaisons dont — 
nous avons, a l’intérieur d’un pays, a retirer tous profits. 

Encore un mot sur ce sujet. 


- 


_ 7 Depuis que ces lignes ont été écrites, une enquéte plus approfondie en France nous a convaincu que certains — % 
départem offrent & la statistique médicale des documents nettement insuffisants. Ces départements étant _ 
mis a part, il reste néanmoins en France plusieurs régions dont la comparabilité est suffisante pour que, dans 
une recherche préliminaire telle que celle qui figure ici, nous les opposions les unes aux autres. 


~ 
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Les centres hospitaliers importants attirent les malades de trés loin a la ronde. Ce 
fait est bien établi. Je me demande alors pourquoi Paris n’indique pas un chiffre de 
mortalité cancéreuse plus élevé ? Je prends dans ma carte de la répartition du cancer 
en France les départements qui entourent le département de la Seine et celui de Seine- 
et-Oise, et je trouve chez eux les proportions suivantes de mortalité (toujours par 10.000 
habitants) : Seine-et-Oise 31,4; Seine-et-Marne 29,05; Aisne 33,15; Oise 30,97; Eure 24,63; 
Eure-et-Loir 32,67; Loiret 20,83. 

Si les hépitaux de Paris ont une action tentaculaire indéniable sur les malades can- 
céreux des départements voisins, quel serait alors le taux réel de mortalité de ces départe- 
ments s’ils étaient livrés 4 eux-mémes, obligés d’hospitaliser leurs propres malades, de 
recueillir ces cas-la dans leurs statistiques ? Leurs taux respectifs augmenteraient beau- 
coup, et, du méme coup, celui de Paris baisserait, ce qui ne serait plus du tout favorable 
a ’hypothése d’une géographie médicale faussée par concentration, sur les grandes villes, 
des malades venus d’une large périphérie et transformant, par leur seule présence, le 
caractére réel de la région considérée. 

Ainsi, puisque les facteurs qu’on peut, a premiére vue, invoquer ne paraissent pas 
jouer, il faut qu'il y ait autre chose. Ce « quelque chose », est-ce la difference des conditions 
biologiques dont l’ensemble constitue le « milieu intérieur » de Claude Bernard, l’individu 
physiologique; autrement dit, est-ce le facteur race qu'il faut envisager ? +. 


‘3. LES CARACTERES ANTHROPOLOGIQUES DES FRANCAIS. 


Il est impossible, dans une esquisse générale du genre de celle tentée ici, d’envisager 
la totalité des caractéres morphologiques et descriptifs utilisés par les anthropologistes 
pour discerner les races humaines. Plusieurs de ces caractéres ne sont, d’ailleurs, repré- 
sentés que par de petites quantités d’observations. Et, dans un pays qui est un complexe 
ethnique comme la France, il faudrait, pour chaque département, posséder, pour assurer 
une analyse, pour en faire une base solide de discussion, des quantités considérables de 
documents. fhe. 

Nous utiliserons les quatre renseignements les plus abondamment colliges: la stature, 
la forme cranienne, la couleur des yeux et des cheveux. 


La stature. 


La stature des Francais, selon la répartition départementale, a été connue, a l'aide 
de grands nombres, comme dans les autres pays, grace aux recrutements mulitaires. 
Des documents abondants ont été recueillis 4 plusieurs époques. Or, on sait que, d’une facon 
générale, la taille a partout augmenté en Europe au cours du siécle dernier et au début de 
celui-ci. Cette augmentation de la taille se faisant sentir dans tous les départements, peu 
importe le moment que nous choisirons pour représenter, a Vinterieur de la France, en 
vue de la démonstration que nous cherchons, la taille comparative des Frangais. Mais ce 
quwil faut soigneusement éviter, c’est d’utiliser, pour la confection de nos cartes, des 
statistiques datant d’époques différentes. : 

Lorsqu’on examine d’abord, selon l’arrangement départemental, les caracteres de 
la taille des Francais, on constate que les groupes départementaux sont loin de présenter 
la méme stature. Lorsqu’au lieu de la taille moyenne, calculée par département, on 
consulte les cartes des exemptés pour défaut de taille (carte N° 1) ou la repartition geogra- 
ine, sous un angle un peu différent de l’angle ordinaire, 
abondant chez certaines races, les condi- 
elles pas un caractére 


1 L’emploi du facteur race nous raménera, j’imagine, sous 
a envisager de nouveau le facteur hérédité. Le cancer particulitrement Be 
tions biologiques qui permettent le développement de cette maladie, ne représentent- 
dhérédité collective ? 
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LISTE DES DEPARTEMENTS DE LA FRANCE 


selon les abréviations employées dans les cartogrammes. 


Ain 

Aisne 

Allier 
Alpes-Maritimes 
Ardéche - 
Ardennes 
Ariége 

Aube 

Aude 

Aveyron 
Basses-Alpes 
Basses-Pyrénées 
Bas-Rhin 
Bouches-du-Rhéne 
Calvados 

Cantal 

Charente 
Charente-Inférieure 
Cher 

Corréze 
Cote-d’Or 
Cétes-du-Nord 
Creuse 
Deux-Sévres 
Dordogne 
Doubs 

Dréme 

Eure 
Eure-et-Loir 
Finistére 

Gard 

Gers 

Gironde 
Hautes-Alpes 
Haute-Garonne 
Haute-Loire 
Haute-Marne 
Hautes-Pyrénées 
Haute-Saéne 
Haut-Rhin 
Haute-Savoie 
Haute-Vienne 
Hérault 

Indre 
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Indre-et-Loire 
Ille-et-Vilaine 
Isére 

Jura 

Landes 

Loire 
Loire-Inférieure 
Loir-et-Cher 
Loiret 

Moselle 

Lot 
Lot-et-Garonne 
Lozére 
Mayenne is 
Maine-et-Loire 
Manche 

Marne 
Meurthe-et-Moselle 
Meuse 
Morbihan 
Niévre 

Nord 

Oise 

Orne 
Pas-de-Calais 
Puy-de-Dome 
Pyrénées-Orientales 
Rh6éne 
Saéne-et-Loire 
Sarthe 

Seine 

Savoie 
Seine-Inférieure 
Seine-et-Marne 
Seine-et-Oise 
Somme 

Tarn 
Tarn-et-Garonne 
Var 

Vaucluse 
Vendée 

Vienne 

Vosges 

Yonne 
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Cartogramme NO? 1. 


FRANCE. 


Répartition géographique de la proportion des conscrits exemptés pour défaut de taille, 
. pour 10.000 examines. 


jpour defaut 
ide taille 


Dans quelques-uns de ces cartogrammes figurant la France, le département de la Moselle a été indiqué 
avec l’abréviation: Lor. (Lorraine). Le lecteur voudra bien lui-méme faire la correction. 


phique des hautes tailles, cette différence géographique saute aux yeux. Ces examens 
nous permettent de constater que, grosso modo, !a France se divise en deux parties prin- 
cipales. Deux blocs s’affrontent qui ne sont pas trés differents, comme etendue, sur la 
carte: un premier, nettement circonscrit dans la portion nord-orientale ; l'autre occupant 
le reste de la France. Celui-ci peut, a son tour, se subdiviser de la maniére que nous allons 


voir. Sip tee Deas 
Cette premiére constatation est capitale. A elle seule, elle montre I’hétérogénéité de 


la population frangaise. 


Dans ses recherches sur l’ethnologie de la France, Broca reprenant les données de 
Devot, de Sistach, de Boudin, les complétant par ses propres observations +, a délimité 
le territoire francais ol. se montrent le moins d’exemptés militaires pour défaut de taille 
(stature inférieure 4 1 m. 56). Ce groupe ne comprend pas plus de 24 a 56 exemptés sur 
1.000 individus examinés. I] est composé par les départements situés au nord-est de la 
Seine. 

Il faut signaler tout de suite la présence de quelques départements, détachés de ce 
bloc, ne présentant que peu d’exemptés pour défaut de taille. Parmi eux, les Deux-Sévres 
et la Charente-Inférieure «répondent approximativement a une région ou paraitraient 
s’étre fixés des colons ou mercenaires Sarmates, des Théifales indiqués par Grégoire de 
Tours, peut-étre des Alains, qu Ammien Marcelin dit étre beaux et grands » ?. 


Les départements ot les exemptés pour défaut de taille sont dans la proportion de 
57 a 8x °/o) des examinés, comprennent la plupart des départements du Midi, au sud de la 
Durance et de la Garonne, excepté le département des Landes. « I] correspond aux anciens 
pays des Ligures que Diodore de Sicile dit étre de petites dimensions, et des Aquitains 
que Strabon dit ressembler aux Ibéres, anciens habitants de l’Espagne ». 


Les départements qui possédent le plus grand nombre d’exemptés pour défaut de 
taille (84 a 174 °/o9) s’étendent de ]’Océan aux Alpes, de la Garonne auprés de la Seine. 
C’est l’ancienne Celtique de César et de Pline. Dans l’intérieur de la France, ces départe- 
ments se groupent d’une maniére assez homogéne — c’est la surtout que nous trouverons 
le plus grand nombre de types brachycéphales, représentants de Homo alpinus. Puis 
nous constatons quelques morcellements: dans la Bretagne, dans la partie orientale du 
massif alpin. . 


Nous avons un autre moyen d’étre renseigné sur la qualité de la stature des Frangais 
selon les départements, en examinant, non plus la quantité proportionnelle des exempteés 
pour défaut de taille, mais la répartition géographique a l’intérieur de la France, des hautes 
tailles. Les descendants des populations nordiques (ou kymriques ou germaniques) 
de haute stature, comme les Nordmans et les Burgondes, présentent peu d’exemptés 
pour défaut de taille. Les descendants des Ligures ou des Celtes en présentent bien davan- 
tage. 


Les recherches anciennes de Boudin ? sur la répartition départementale des recrues 
ayant plus de 1 m. 732 (carte N° 2) viennent en confirmation de ce qui a été dit ci-dessus. 
Elles montrent, au surplus, que la stature — ainsi que le dira Broca avec netteté — est 
un caractére de race parfaitement défini. Dans la carte a deux teintes qu’il a dressée, on 
voit, en gros, une répétition de ce qu’a montré la carte précédente. Les départements de 
hautes statures sont, moins trois, ceux qui composent la moitié presque de la France au 
nord-est. C’est la région peuplée par les Belges de 1’époque romaine, les Franks et les 
autres immigrants venus d’outre-Rhin. 


1 P. Broca: Mémoire sur l’Ethnologie de la France, « Mémoires de la Société d’anthropologie», Paris, 1860. 

Id.: Nouvelles recherches sur l Anthropologie de la France en général et de la Bretagne en particulier, 
«Mémoires de la Société d’anthropologie », Paris, 1869. 

Nous avons pensé utiliser ces documents malgré qu’ils sont déja un peu anciens. Le nom de l’homme qui les 
a colligés est la plus parfaite garantie de leur exactitude. La taille moyenne des divers départements frangais 
doit avoir légérement augmenté depuis 1869. 

* Gustave Lacneau: Anthropologie de la France, déja cité. ; 

_ *Boupin: Etude ethnologique sur la taille et le poids de ! Homme, «Recueil des mémoires de médecine, de 

chimie et pharmacie militaires », 1863. 

Id.: De Paccroissement de la taille et des conditions d’ aptitudes militaives en France, « Mémoires de la Société 
d’anthropologie », Paris, 1863. 
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Cartogramme N° 2, 


FRANCE. 


Répariition géographique de la proportion des hautes tailles ( 694 @ 1.560 individus 
Sur 10.000 vecrues) et de la proportion des petites tailles (moins de 500 sur 10.000). 


Les départements non hachurés (les Savoies mises & part) possédent des proportions de 
haute stature intermédiaires. 


r RANCE 
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Petite taille 


Les départements du centre, de l’ouest et du midi ne présentent qu’un petit nombre 
de recrues de haute taille. Nous retrouvons dans cet arrangement les deux départements 
de la Charente-Inférieure et des Deux-Sévres qui, dans la carte des exemptés pour défaut 
de taille, faisaient déja exception. ; 

Je prie, dés maintenant, le lecteur de bien vouloir se souvenir de ce fait. 

La troisieme exception est celle du département de lHérault. Peut-étre, ici, pouvons- 
nous faire intervenir les Volces dont l’origine germanique est probable, ou peut-étre les 
Visigoths ? 

Ainsi, de par ce seul renseignement morphologique, la taille, nous constatons que 
la France se divise en plusieurs provinces ethniques assez nettement saeeae Lés 
autres caractéres anthropologiques viendront-ils confirmer ces subdivisions : 


cae. 156 are 


L’indice céphalique. 


La morphologie cranienne des hommes qui habitent la France confirme-t-elle ou 
infirme-t-elle les répartitions humaines créées par l’étude de la stature ? Il faut tout de 
suite faire ici une réserve. Nous ne possédons pas autant de documents sur l’indice cépha- 
lique que sur la taille. C’est que l’automatisme administratif des recrutements militaires, 
qui nous apporte tant de documents importants, n’intervient plus. Un seul pays, I’Italie, 
a jusqu’a présent associé, sur une vaste envergure, l’observation scientifique aux obser- 
vations médicales militaires, et l’ceuvre colossale de Livi reste encore inégalée ?. 

Cette réserve est faite pour expliquer que tous les départements frangais ne nous 
montrent pas une physionomie anthropologique dessinée avec autant de certitude que 
l’a été la représentation de la stature. Il serait tout a fait désirable qu’au moment des 
recrutements militaires, une commission anthropologique recueille, ainsi que l’avait fait 
autrefois Collignon, pour une partie de la France, tous les documents qui sont encore néces- 
saires pour ¢tablir exactement la carte anthropologique de la France. Pourquoi de jeunes 
anthropologistes francais, des médecins militaires assistant aux recrutements, ne vouent- 
ils pas une partie de leur activité scientifique a cette besogne ? 

Malgré la pénurie trop réelle de renseignements devant laquelle nous sommes placés, 
nous pouvons donner une image approximative des qualités céphaliques des Frangais. 

La plus vaste enquéte personnelle entreprise a cet égard reste encore aujourd’hui 
celle de Collignon ?. Elle est déja ancienne. Elle est encore trés insuffisante. Mais pour la 
plupart des départements qui, postérieurement aux efforts si méritoires de cet anthropo- 
logiste, n’ont plus été objet d’enquétes scientifiques, elle garde sa valeur. Nous y ajoute- 
rons les renseignements recueillis depuis lors ? qui ont légerement modifié certaines données. 

Si l’on reporte sur la carte de la France les indices céphaliques départementaux, on 
s’aper¢oit que ces indices montrent, selon les régions, des valeurs tres différentes. Mais ils 
ne sont tout de méme pas, ethniquement parlant, un effarant tohu-bohu. Trés vite, on 
s’apercoit que des régions peuvent étre délimitées chez lesquelles les formes craniennes 
apparaissent a peu prés semblables. 

C’est ainsi que les caractéres dolichocéphaliques qui, au premier coup d’ceil, semblent 
projetés au hasard dans tels ou tels départements, se groupent au contraire, assez nette- 
ment, en trois circonscriptions, l’une est au nord, l’autre dans la partie centre occidentale, 
la troisitme comprend le littoral de la Méditerranée et une partie du massif pyrénéen 
(carte No 3), 

Et dés maintenant il faut constater que ces caractéres de dolichocéphalie n’appar- 


tiennent pas a une seule race. 


* 
* * 


Examinons d’abord le premier groupement. 

Tl est composé par les départements limitrophes de la Belgique et par ceux d’une 
partie du littoral nord de la France. 

Voici, pour cette région, quelques chiffres départementaux (indices calculés d’apres 
les mesures sur le vivant : Nord 80 a 81; Pas-de-Calais 80,3; Somme 81,4; Aisne 80,9; 
Seine-Inférieure 80,3; Seine-et-Oise 81,4; Eure 81,3; Calvados 81,6. Vers l’est, les dépar- 


* Ridolfo Livi: Antyropometria militave: Risultati ottenuti dallo spoglio fogli sanitarii dei militari delle 
classi 1859-63. Parte 1: Dati antropologici ed etnologici, Roma, 1896. Parte II.: Dati demografici e biologici, 
Roma, 1905. 

* COLLIGNON: L’indice céphalique des populations frangaises, « L’Anthropologie », Paris, 1890, page 20T. 

* Voir principalement: J. DenrKEr: L’indice céphalique en Europe. Association francaise pour l’avance- 
ment des sciences, Paris, 1899, plus quelques rares travaux subséquents. 


Cartogramme N° 3. 


FRANCE, 
Répartition géographique de V indice céphalique (groupes extrémes ). 
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tements voisins de la frontiére } élévent la valeur de leurs indices: Ardennes 83,2; Marne 
84 (?); Meuse 85; Meurthe-et-Moselle 84 (?). L’indice céphalique révéle dans le nord de 
la France un fort ilot de cranes allongés. D’autre part, il faut se rappeler que nous trou- 
vons, dans ces départements, des individus 4 stature élevée ®. La preuve qu'il serait facile, 


1 N’oublions pas que, de l’autre cété de la frontiére, les Belges wallons appartiennent, on partie, a la race 
brachycéphale dite celtique. Les enquétes ont porté sur un trop petit nombre d’individus pour qu’on puisse en 


conclure qu’elles sont définitives. ; , ; est : 
2 Les indices ci-dessus sont des chiffres globaux, obtenus sans choix préalable (on aurait pu rassembler les 


hommes de grande taille pour associer ces deux caractéres). 
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par un choix géographique, de montrer des indices céphaliques moyens beaucoup plus 
faibles, nous est donnée par quelques enquétes locales citées par Deniker: Arras (Pas-de- 
Calais) 79,6; Cambrai (Nord) 79,5; Saint-Quentin (Aisne) 79,3; Le Havre 79,8. Il est 
certain que le nombre des dolichocéphales est trés grand dans ces départements septen- 
trionaux. 


La seconde région renfermant des cranes & caractéres dolichocéphales est la région 
périgourdine de Deniker ', occupant l’ancien pays du Périgord, le Limousin, le Berry et 
lest du Poitou. Le département de la Dordogne a des indices allant de 78 a 79,2. Ce massif 
sous-dolichocéphale se continue par la partie sud de la Charente (arrondissements d’Angou- 
léme et de Barbezieux 79,4), le sud-est de la Haute-Vienne (arrondissements de Limoges, 
79,2, et de Saint-Yriex 79,5), la partie sud-est de la Charente-Inférieure (sud de l’arron- 
dissement de Jonzac 79). Une pointe septentrionale du département de la Gironde, 
certaines régions de l’Indre et de la Haute-Vienne nous montrent, a l’évidence, que des 
enquétes plus étendues créeraient définitivement, dans cette partie de la France, un ‘lot 
important de sous-dolichocéphalie. Cette région ethnique se bute a l’est et au sud-est a 
un massif a indice céphalique élevé, 4 une race humaine toute différente. 


La troisieme région ott se rencontre une majorité de types a cranes allongés comprend 
les départements pyrénéens et ceux du littoral de la Méditerranée. Ces derniers marquent 
mieux que les autres ce caractére dolichoide. Dans les Basses et dans les Hautes-Pyrénées, 
le nombre des individus a tendances dolichocéphaliques parait moins nombreux qu’a Vest. 
Voici, cependant, quelques chiffres qui indiquent nettement leur présence: Bayonne 81,7; 
Orthez 82,9; Mauléon, partie est, 81,8; Oloron 82,2; les cantons béarnais sont moins doli- 
chocéphales, (83,4) que les cantons gascons (81,8). 

Dans les Pyrénées-Orientales l'indice céphalique moyen est encore moins élevé (77,6 
a 78,7 suivant les arrondissements), mais, dans ]’Ariége, se rencontrent des populations 
plus souvent brachycéphales ou sous-brachycéphales. Les départements de l’Aude et 
de l’Heérault ont des indices céphaliques peu élevés (de 79,8 a 82 selon les arrondissements). 
Les départements de Vaucluse et des Bouches-du-Rhone sont tous les deux mésocéphales 
avec lindice 81,5; ceux du Var et des Alpes-Maritimes sont sous-brachycéphales avec les 
indices 82,3 et 82,4. 

Mais nous devons constater encore ici que nous n’utilisons qu'un seul caractére 
morphologique, et que ce seul caractére est tout A fait insuffisant pour délimiter une race. 


ok 
* * 


Sans empiéter sur ce qui sera dit plus loin, signalons, cependant, que déja deux 
races principales nous sont révélées: au nord, les représentants de la race nordique (Homo 
europaeus, type kymrique, etc.); au sud, les représentants de la race ibéro-insulaire ou 
méditerranéenne (Homo meridionalis), 

_ Quant au troisiéme groupe dolichoide du centre-ouest, il y a bien des chances pour 
quwil soit composé par les descendants des populations dolichocéphales du Paléolithique 
et du Néolithique, de celles qui ont laissé tant de traces dans les cavernes ou dans les 
grands ossuaires de cette partie de la France, comme celui de Baumes-Chaudes, par exemple. 

Quant a la France brachycéphale, elle comprend toutes les parties montagneuses — 
sauf les Pyrénées — et les massifs topographiquement les mieux rassemblés, les plus 
compacts, présentent les hommes aux indices céphaliques les plus élevés. Dans de telles 


1 J. DENIKER, L’ indice céphalique en Europe, déja cité. 
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circonscriptions, la race, grace aux isolements géographiques, s’est conservée plus pure. 
Cette agglomération brachycéphale est plus homogéne que les autres groupements mar- 
qués par les indices céphaliques Elle présente quelques contours découpés, car nous 
voyons des contingents a indices moins élevés, infiltrés dans la masse des hommes A cranes 
arrondis. 

Une premiére masse brachycéphale se rencontre a l’est. Elle est composée des dépar- 
tements de la Meuse (ind. 84 a 86), moins l’arrondissement de Montmédy; de la Meurthe 
(85 a 85,6); des Vosges (85 a 88); de la Haute-Sadne (86 a 88); du Doubs (86,6); du Jura 
(86 a 87); de l’Ain (86); de la Haute-Savoie (86.5); de la Savoie (87); des Hautes-Alpes 
(84,9). 

La seconde grande agglomération brachycéphale comprend les départements du 
Lot-et-Garonne (84 a 87) ; du Gers (85 a 86); du Lot (85 a 86); de Tarn-et-Garonne (86,5) ; 
de l’Aveyron (85 a 87); du Tarn (84 ?); de la Lozére (88,8); de l’Ardéche (85 a 88); de la 
Droéme (84,7) ; de l’Isére (85,6); du Rhone (84 a 85); de la Corréze (84 4 86); du Puy-de- 
Dome (85,5); de la Loire (84); de Sadne-et-Loire (86 4 87); du Morvan, dont Hovelacque 
et Hervé ont montré la brachycéphalie '. 

C’est la, bien entendu, une géographie a vol d’oiseau. 

Tout de méme, il est bien entendu que les populations francgaises ne se sont pas 
cantonnées en tels ou tels lieux de la France, selon la valeur de leur indice céphalique. 
Au cours de V/histoire, il y a eu des flux et des reflux causés par des raisons naturelles, 
les faits de guerre, des déplacements et des infiltrations pacifiques. Mais il n’en reste pas 
moins qu’il est possible de considérer, dans l’état actuel de nos connaissances, & cause 
de son homogénéité relative, le massif brachycéphale qu’en dernier lieu nous venons de 
délimiter comme un massif ethnique auquel nous pouvons donner une place dans la 
classification. Il est bien certain qu'une trés grande partie des populations qui le compose 
appartient a la race occidentale ou cévenole de Deniker, a l’ancienne race dite celtique 
de Broca (Homo alpinus). 

A Vouest de la France, séparée de ce massif brachycéphale quasiment compact, se 
trouve, dans la vaste presqu’ile dont la pointe extréme est formée par le Finistére, une 
agglomération oti les types brachycéphales sont nombreux. De la Manche a la Vendée, 
avec quelques départements en retrait vers l’est, nous enserrons, dans cette sorte de 
triangle, des populations dont l’indice céphalique est presque toujours assez élevé. I en 
est ainsi pour la Manche (84 a 85), l’He-et-Vilaine (84 a 85), les départements des Cotes- 
du-Nord (84 4 85), du Finistére et du Morbihan (82,7), de la Loire-Inférieure (84), du 
Maine-et-Loire (85), de la Vendée (84,5). ; 

L’enquéte détaillée par canton — hélas! elle a été faite en peu d’endroits — montre 
que les indices moyens sont loin d’indiquer la physionomie ethnique exacte de la popula- 
tion. Il suffit, pour en étre convaincu, de se reporter aux travaux de R. Collignon sur 
l’anthropologie des départements de la Manche et des Cotes-du-Nord *, ot. nous voyons 
des cantons cOtiers ne présenter qu’un indice de 80, alors que d'autres cantons du littoral 
et de l’hinterland arrivent a l’indice 87. Ce sont des enquétes poussees aux détails, comme 
celles-la, qu’il faudrait pouvoir utiliser. Malheureusement, les doigts d’une seule main 
suffisent a compter celles qui existent. 


1 HovELAcQueE et Herve: Recherches ethnologiques sur le Morvan, « Mémoires de la Société d’anthropolo- 
gie », Paris, 1894. } . 3 As an? 

2R. CoLticnon: L’ Anthropologie au Conseil de vevision; méthode a suivre. Son application a l'étude des 
populations des Cétes-du-Nord, «Bulletin de la Société d’anthropologie », Paris, 1890, page 736. . 

Voir aussi du méme auteur: Anthropologie de la France : Dordogne, Charente, Corréze, Creuse, Haute-Vienne. 
« Mémoires de la Société d’anthropologie », Paris, 1894, Anthropologie de la France: les Basques, idem, 1985. 
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Les taux les plus élevés et les moins élevés de mortalité par cancer en regard de la stature 
et de indice céphalique. 


Avant d’aller plus loin, nous voulons tenter une comparaison entre les caractéres 
de la taille et de l’indice céphalique et les taux de mortalité par cancer. 

Une comparaison de cette nature portant sur les 86 départements risquerait d’étre 
confuse a cause méme de la quantité de documents qui seraient mis sous les yeux du 
lecteur. Pour simplifier, pour donner a cet essai plus de clarté, j’ai fait dans la liste des 
départements rangés selon l’ordre croissant des taux de mortalité, deux coupures, l’une 
me permettant de conserver les départements ot la mortalité est la plus haute, l’autre 
réserve les départements ott la mortalité est la plus faible. 

Voici les résultats obtenus: 


EEE 


Taux dé morta- 


+4 Taille Indice 
Départements si eee meee moyenne céphalique 
habitants par département moyen 
Cote-d’OF. “2.774 Ake ne ase gee ee ee 25,30 1,664 84,01 
Sarthe 12°20 Ae ee ee aint eee ee 25,44 1,642 83,84 
Calvados \.)30.3. *) Aah eh Oe oan 26,58 1,648 81,62 
Vendée..”) so. Us ay & ek ee Se OF Oe ee 26,86 1,642 84,47 
Pas-de-Calais...) jptus: ie ie eo ak a 2759 1,647 80,36 
Loire.) iii hy eae cae ee nee ee ee PRG IS 1,635 84,04 
Seine-et-Marné yx.-2 eee 29,05 1,650 82,86 
Loiret iy) ins 2p ee eee ee 29,83 1,62 83,08 
Oise 3". « Pitag eee ee eae ha ee 30,97 1,651 82,60 
Seine-et-Oiséy’). 5. “tae ieee Wea yo ome 31,40 1,650 81,57 
Loir-et-Chef. 2.) aiete eee eae 31,45 1,636 83,30 
Nord fou, Me. 80 a Se eee eee ee 31,48 1,657 80,38 
Mare. cc. Bar Oe eae ee 32,16 1,652 84,11 
Pute-et- Lolry ta: sal. a ee ae ee ee 32,67 1,647 82,27 
AISTIOS ites ach a tegt oe ae Pee 93015 1,649 80,9 
DCIS) 27 3! 5. 0ig Ria aoe on ee ee ae ee 34,54 1,643 81,57 
Rhone <7. ih: OPIS La ae eee ea 35539 T,646 86,01 
SOM Gat «5 whey ee eee gee eos ee ae 37,277 1,649 81,88 
Seine-Inférieure eee AS : 38,33 1,642 81,10 


Un seul coup d’ceil sur ce tableau montre que le taux maximum du cancer se rencontre 
aussi bien dans des départements de petite taille, comme le Loiret (I m. 629), la Loire 
(I m. 635), ou le Loir-et-Cher (x m. 636), que dans des départements de taille relative- 
ment haute, comme la Céte-d’Or (1 m. 664). La moyenne de la stature en France étant 
aux environs de I m. 65, ce sont des statures de cet ordre, ou trés voisines, que nous 
rencontrons en regard des taux de mortalité élevés. 

Il ne semble donc pas que nous puissions lier un rapport entre les maxima du cancer 
et un type spécial de stature. 

_ Nous avons groupé tous les taux de mortalité entre 25 et 30 pour 10.000 habitants, 
d'un cété, et tous ceux compris au dela de ce chiffre, et nous avons calculé les tailles 
moyennes. Nous avons trouvé respectivement I m. 644 et I m. 643, c’est-a-dire des valeurs 
sans signification. | 

La troisitme colonne renferme les indices céphaliques. A les voir rapidement, il semble 
quil n’y a pas non plus grand’chose a en attendre. Nous trouvons des indices relativement 
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faibles comme ceux du Pas-de-Calais (80,36), du Nord (80,38), de l’Aisne (80,9) et des 
indices élevés comme celui du département du Rhéne (86,01). Pour ce dernier départe- 
ment, le maximum cancéreux peut s’expliquer par le grand centre hospitalier qu’est 
Lyon. Toutefois, en excluant cet indice céphalique de 86 fourni par le département du 
Rhone, nous constatons qu’aucun indice n’atteint 85. Sur 19 indices exposés, quatre 
seulement ont une valeur atteignant 84. 

Il semble qu’ici nous sentons venir comme une indication, puisque nous savons que 
beaucoup de départements francais ont des indices céphaliques élevés. Sur les 19 indices 
figurant dans ce tableau, il y en a onze qui ne dépassent pas 82, ce qui équivaut au 58 %. 

Une conclusion générale pourrait déja étre déduite de cette derniére constatation: 
les taux les plus élevés de la mortalité cancéreuse en France se rencontrent principalement 
dans les départements dont la population possede un crane dont la forme tend vers la 
dolichocéphalie. 

Passons maintenant a l’autre extrémité de l’échelle des taux de mortalité. 


Taux de mor- ie 3 
: talité par cancer Taille Indice 
Départements par 10.000 moyenne céphalique 

habitanis par département moyen 

LGPASRS 6 de “OU So a dn 3,09 1,632 87,87 
Tern esigaiG 5) 6 ea, o oe Cee 6,48 1,632 85,80 
NGLCOG mma Mane aun e  s s 3 es 6,66 1,638 82,89 
HIAULeS ALPES em ams Gels ss 4 Ts 1,627 84,37 
TS6Fa 3 og ASLO Se Aen en 7,43 1,639 83,72 
IDhageGeyAas gy colt ao Vw loko) Ro 7,80 1,623 79,17 
HATED GHEE ate eie rh Slo vee. se ee 7,92 1,627 80,93 
Clos: ye S46) ae 8,24 1,626 76,93 
Crs EMIT ACH sie) sins eh at tee Sas 9,03 1,634 86,20 
AUECS-bVLETIGeS Wy es iet 6. 3) is tts es 9,35 1,650 83,67 
iP Eytan SeveMYen 3 a JAA ae ee 10,19 1,666 87,37 
Wikoxdeyloiinw 3) hg IY Sey Aes occ Lae ae eae 10,44 1,627 82,62 
PACE ATOMIMG Maney eae tyes ef sive, es 10,55 1,635 83,43 
SEEMS 1s. A a 2 a le 11,87 1,639 97:39 
HaAlites WaT Nem taiiy nt ciliary c.f is pef a ey ste te ve 12,58 1,663 84,90 
IRIE RTOS EROS 1g ONS can I BOLE SC 13,05 1,652 86,2 
IPynenees-Onientales, 59. 2 9. 2. el ss 13,58 1,636 78,24 
ete ENS GOES ay shoes Soh os \s 13,86 1,643 82,77 
Cathie 2d) GS gS 02S en 13,90 1,639 82,94 
kay a SE i Sh i ee es er an 14,74 1,627 85,53 
OCHS DOV TCS ie citys els) fee ae 14,99 1,634 82,83 


. J Sr EE —————— 

Nous avons considéré, pour cet examen, comme taux minimum, ceux qui n’atteignent 
pas I5 pour 10.000 habitants. Sur 86 départements frangais, nous en trouvons 21. Ils 
s’échelonnent de 3,09 (Lozére) a 14,99 (Deux-Sevres). Le taux offert par le département de 
la Lozére peut étre considéré comme extra6rdinairement bas, et on peut se demander, 
a priori, quelle peut étre la valeur scientifique de ce chiffre. Dix départements ont un taux 
de mortalité inférieur a 10. Ils sont tous situés dans le sud et a l’ouest de la France. 

Si nous examinons la colonne des statures, nous y voyons figurer des tailles notable- 
ment inférieures A la moyenne; 16 départements, sur 21, ont une stature qui ne dépasse pas 
(les millimetres mis A part) I m. 63. Quatre départements seulement attelgnent ou dépas- 
sent I m. 65 (Hautes-Pyrénées, Haute-Marne, Haute-Saoéne, Haute-Savoie). Il semble 
qu’on pourrait & premiere vue conclure, a l’aide de ce tableau, qu il existe un rapport 
entre les petites statures et les faibles taux de mortalité par le cancer. 

J’ai calculé la taille moyenne afférente aux taux de mortalité n’atteignant pas Io et 
celle des départements a taux compris entre ro et 15. Je trouve respectivement les deux 

\ It 
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statures I m. 632 et I m. 642. On pourrait dire que, dans ce groupement spécial, le cancer 
est surtout fonction des statures les plus élevées. 


* 
* *K 


Quant aux indices céphaliques, ils nous montrent de grandes variations: de 76,93 
(Corse) ou 78,24 (Pyrénées-Orientales) 4 87,87 (Lozére). 

Nous allons faire avec l’indice céphalique le méme arrangement que celui de tout a 
Vheure établi a l’aide de la taille. La moyenne du premier groupe est 83,57, celle du second 
84,02. L’indice céphalique le moins fort caractérise les départements 4 taux de mortalité 
cancéreuse relativement faible. Mais n’oublions pas qu’un tel indice de moindre brachy- 
céphalie — plus faible que celui du groupe a plus forte mortalité — s’associe a une stature 
plus petite que la stature de ce dernier. 

En résumé, la comparaison des statures et des formes craniennes en fonction des 
taux minimum et maximum de mortalité ne conduit 4 aucune solution satisfaisante. 

La raison en est simple. Nous n’avons pas le droit de tenter une pareille comparaison 
sans tenir compte de la répartition géographique des caractéres anthropologiques. 

C’est ce que nous allons faire dans un instant, aprés avoir examiné quelques autres 
renseignements servant a caractériser les races humaines. 

Il est bien certain, pour qui connait la France, que la stature seule, ou l’indice cépha- 
lique seul, ne peuvent étre envisagés tels quels, comme un étalon de comparaison, puisque 
nous savons que plusieurs groupes ethniques peuplent la France. Dans ce pays, la dolicho- 
céphalie sert 4 caractériser — entre autres caractéres — trois races, la race nordique, la 
race méditerranéenne, la race dolichocéphale de l’ouest, descendants probables des Doli- 
chocéphales paléolithiques. 


La couleur des yeux et des cheveux. 


Les premiéres indications de quelque importance au sujet de ces deux caractéres 
remontent principalement a Beddoe qui, apres ses nombreuses enquétes dans les Iles 
Britanniques, avait pris pour champ de ses recherches la France 1. A l’aide de son indice 
de nigrescence obtenu selon la formule: 


(2 noirs + bruns) — (blond + roux) = indice de nigrescence 2 


il avait montré, utilisant plusieurs milliers d’observations, que de grandes variations 
existaient dans l’intérieur de la France quant a la couleur des yeux et des cheveux de ses 
habitants. C’est ainsi que ses indices de Cherbourg et de Dieppe étaient respectivement 
de 12,7 et 38,2, tandis que ceux de Quimper et de Saint-Nectaire étaient respectivement de 
97 et de 100. C’était déja marquer, par des nombres, les variations considérables de la 
pigmentation a la surface du sol francais. Les tableaux qu’il a donnés — trés courts pour 
ce qui concerne la France, laquelle n’était pas l’objectif principal de Beddoe — montrent 
a eux seuls la présence dans le nord de la République, d’une population aux cheveux 
clairs, tandis que, dans le massif central, par exemple, et dans certaines circonscriptions 
de la Bretagne — ott nous savons aujourd’hui qu’il existe des brachycéphales aux cheveux 
foncés — ces tableaux faisaient déja ressortir cette présence. 


*BEDDOE: Sur la couleur des yeux et des cheveux de la France du nord et du centre, « Bulletin de la Société 
d’anthropologie », Paris, 1882. 
Id., Sur la couleur des yeux et des cheveux en diverses autres parties de la France, « Bulletin de la Société 
d’anthropologie », Paris, 1883. 
ae meee « la couleur des yeux et des cheveux en Suisse et en Savoie, «Bulletin de la Société d’anthropologie», 
aris, 1884. 


*Considérant que dans les cheveux noirs il y a un maximum de pigments, Beddoe double leur nombre 


exprimé, y ajoute les cheveux bruns foncés et en retranche le total des cheveux roux et blonds. 


| Depuis ce moment déja lointain, diverses enquétes ont été entreprises par des anthro- 

pologistes frangais, mais c’est aux grandes statistiques de Topinard qu’il faut recourir, 
si nous voulons avoir quelque idée de la répartition de la couleur des yeux et des cheveux 
en France. 

Les cartes N° 4 et 5 que nous soumettons a l’attention des lecteurs lui sont empruntées 
et leur peaupemient nous parait suffisamment démonstratif pour les fins que nous pour- 
suivons !. 

La carte de la couleur des cheveux (carte N° 4) montre trés nettement, dans le nord 
et l’est de la France, une large zone ot les habitants ont principalement les cheveux clairs. 
Les départements qui sont au septentrion d’une ligne formée par la Manche, |’Orne, 
YEure-et-Loir, l’Oise, l’Aube, la Haute-Marne, les Vosges sont ceux qui renferment les plus 
grandes quantités de blonds. Il faut y ajouter trois départements enclavés, le Jura, la 
Niévre et le Morbihan. 


On remarquera deja, Cartogramme N° 4. 
en se reportant aux cartes 
de la taille et de V’indice FRANCE. 


céphalique, que ce sont la 


les départements de la ie f 
plus haute stature en Les types bruns et blonds (d’aprés Topinard). 


méme temps qu’ils sont, Tore 
FRANCE 


Répartition géographique de la couleur des cheveux. 


dans leur majorité, ceux 
qui ont les cranes les plus 
dolichocéphales. Ainsi 
nous pouvons déja ‘asso- 
cler trois caracteéres et 
dire que la population du 
nord de la France est en 
majorité de haute taille, 
qu’elle a un crane allongé 
et des cheveux blonds. 


A ces départements, 
les plus blonds de la 
France, nous pouvons 
ajouter ceux dont les 
habitants présentent en 
majorité des cheveux de 
nuances claires, de ceux 
que Topinard a classé 
dans les « intermédiaires 
blonds ». Ces départe- 
ments forment comme 
une avant-garde vers le 
centre et vers le sud de la 
France. Et certains d’en- 
tre eux, comme la Cha- 
rente-Inférieure, par la 


ides haved Yj 


(Jes plus blonds 
| ZBrermegiairgs 


1 ToPINARD: Couleur des yeux et des cheveux en France, « Association francaise pour l’avancement des 


sciences », 1889, page 623. n : ‘ 
Tlest bien ee qu’il faudrait pouvoir aller au dela de ce que montrent les enquétes de Topinard. Celles-ci 


doivent étre considérées comme la premiére étape de recherches beaucoup plus étendues. Il parait nécessaire 
que chaque subdivision géographique soit plus abondamment représentée. Il serait du plus haut interet de 
poursuivre une telle enquéte dans les territoires considérés comme les plus nordiques, ou les plus celtiques, etc. 
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coloration de leur chevelure, nous remettent en mémoire certaines invasions accomplies 
par des hommes appartenant vraisemblablement a la race nordique. 

Lorsqu’on quitte la ligne des départements blonds, dont il a été question ci-dessus, 
et que l’on s’avance vers le sud, on constate que, d’une fagon générale, la pigmentation 
augmente. Nous passons des départements « intermédiaires blonds» aux départements 
«intermédiaires bruns ». Ces derniers, gvosso modo, composent le centre de la France. 
Et nous arrivons dans la zone méridionale, comprise entre le golfe de Biscaye et la frontiére 
italienne, ot nous trouvons les départements les plus bruns. La carte montre une opposition 
trés nette entre les deux extrémités de la France nord et sud. L’une généralement blonde, 
lautre généralement brune. 

Quelques départements a pigmentation capillaire foncée sont en dehors de ce massif 
de bruns: la Loire-Inférieure, la Vendée et les Deux-Sévres. La plupart des départements 
du sud, aux cheveux les plus bruns, montrent, en méme temps, des populations de petite 
stature, aux cranes allongés. Nous constatons la les caractéristiques de la race ibéro- 
insulaire, ou méditerranéenne (Homo meridionalis). 

Ainsi, graduellement, 
Cartogramme N°? 5. de par l’adjonction de ce 
troisiéme caractére que 


FRANCE. 
nous analysons, nous ac- 
képartition géographique de la couleur des yeux quérons plus nettement la 
(d’aprés Topinard). certitude qu'il existe sur le 
sol de la France trois races 
principales — nous les 


avons indiquées dans les 
premiéres pages de ce cha- 


Y, : ; 
Y “ss pitre — et nous pressen- 
Digg): Y ; tons l’intérét que prendra 
Ys \. la répartition du cancer 
Se Vp: ; dans un tel pays. 


4G 


UY : La couleur des yeux. 


Ajoutons maintenant 
quelques rapides indica- 
tions au sujet de la cou- 
leur des yeux. 


des yeux 


L’enquéte, ici, est 

plus difficile a faire. L’ob- 

~  ECh: 5 —— servation de ce caractére 

[—__Jles plusclairs Ei ig: BS. est moins aisée que celle 
| CZZAnternédinire panty A i cheveux, surtout de 
LLLLS , oo Ar, a part d’enquéteurs qui 

= lerme diaines : x ; n’ont pas toujours été des 


anthropologistes. Néan- 
moins, la carte de Topi- 
nard + apporte des rensei- 
gnements bien intéres- 
sants (carte N° 5). 


+ TOPINARD: Couleur des yeux et des cheveux en France, déja cité. 
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En envisageant les résultats de cette observation dans leurs grands traits, on constate 
que les yeux les plus clairs sont une des caractéristiques anthropologiques du nord de la 
France. Une ligne idéale, qui irait de la Loire-Inférieure au lac de Genéve, limiterait, 
au sud, les départements aux yeux les plus clairs. Dans le midi de la France, une ligne 
idéale qui irait de la Gironde 4 la limite méridionale de la Savoie, enserrerait entre elle et la 
frontiére espagnole — moins quelques départements — les populations aux yeux les plus 
foncés. Nous trouvons 1a une confirmation de ce qu’a montré la carte de la couleur des 
cheveux. Et tout ce quia été dit ci-dessus 4 propos del’utilisation ethnique de cette derniére 
s’applique ici. 


* 
* * 


Il est hors de doute que de telles cartes ne nous représentent que des états anthropolo- 
giques généraux, c’est-a-dire imprécis. Nous ne devons les considérer que dans leurs 
ensembles et seulement comme des documents provisoires. Mais, cependant, onl’a constaté, 
ces ensembles apportent chaque fois une confirmation de ce que le précédent caractére 
avait démontré. I] serait donc impossible de croire que les quatre observations qui viennent 
d’étre colligées: taille, indice céphalique, couleur des cheveux et couleur des yeux auraient 
toutes convergé pour nous faire envisager une erreur. 

D’un autre coté, il ne faut pas s’étonner de constater certaines enclaves, ou certains 
prolongements, dans tel sens géographique, de tel ou tel caractére anthropologique. 
Les races frangaises n’ont pas subi, dés le Paléolithique, l’obligation de rester cantonnées 
a l’endroit méme ot elles se sont fixées pour la premiére fois. Nous savons combien, 
dans les premiers siécles de notre ére, le territoire de la France a vu passer d’invasions. 
Et celles-ci, fatalement, causent quelques brassages dans les populations, méme les plus 
sédentaires d’un pays, produisent quelques déplacements et quelques métissages. Les 
caractéres moyens renferment des éléments dissemblables. 

Malgré toutes ces réserves nécessaires, il n’en reste pas moins que nous avons en mains 
des documents anthropologiques suffisants pour nous permettre de tenter — nous voulons 
étre prudents — des comparaisons entre les éléments ethniques réveélés par ces documents 
et nimporte quel facteur, par exemple le cancer. Nous allons essayer cette comparaison. 


4. LA REPARTITION DU CANCER EN FRANCE SELON LES RACES HUMAINES. 


Les documents que nous avons utilisés pour cette étude — statistiques des taux de 
mortalité par cancer et recherches anthropologiques — sont assez restreints quant a 
l’étendue des enquétes qui les'ont fournis. Mais nous pensons quils sont suffisants pour 
le but que nous nous proposons, qui est de savoir s'il existe un rapport entre les races 
et le cancer, ou si ce que nous avons imaginé dans une conférence publi€e dernierement ? 
doit étre tenu pour nul et non avenu. aie 

La mortalité par cancer en France a été calculée sur les Statistiques I9QII-1913 par 
départements (carte N° 6). Ici, nous rappelons quelques lignes ecrites au début de ce chapi- 
tre, relatives a la valeur des statistiques de la mortalité du cancer en France selon ces 


1Eugéne Pirtarp: Le cancer dans les races humaines. Etude sur la répartition géographique et ethnique 
du cancer. Conférence prononcée a la Société de géographie de Genéve, le 24 avril 1925. 
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subdivisions. Encore une fois nous pensons — et c’est l’avis de beaucoup de statisticiens 
— que les résultats utilisés ici sont, pour ce qui concerne une grande partie de la France, 


comparables entre eux }. 
Cartogramme N°? 6. 


FRANCE. 


Répartition géographique de la mortalité par cancer et autres tumeurs malignes — 
parmi la population adgée de 4o ans et plus, période 1911-1913. 
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1 Hs ne le sont probablement pas pour ce qui concerne certaines régions départementales figurant en téte 


des taux minimum. 4 priori, ceux-ci paraissent extraordinairement bas. 
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Nous avons déja dit qu’un examen rapide de cette liste départementale fait voir qu’il 
existe de criantes variations dans le taux de la mortalité du cancer en France selon les 
lieux que l’on habite. Nous constatons d’abord (carte N°7) des minima trés bas qui seraient, 
s'ils sont exacts, trés réjouissants pour la population de ces régions: la Lozére 3,09, 1’ Aveyron 
4,81, le Tarn-et-Garonne 6,48, l’Ariége 6,66, le Lot 7, les Hautes-Alpes 7,15, le Tarn 
7,43, la Dordogne 7,80, la Charente 7,92, le Gers 9,03. La moyenne de ces 10 départe- 


ments est de 6,731. 


En face de ce mini- 
mum de mortalité par 
cancer, nous pouvons pla- 
cer un maximum. Nous 
le composons aussi avec 
10 départements qui sont 
dans l’ordre décroissant 
du taux de mortalité : 
Seine -Inférieure 38,33, 
Somme 37,27, Rhone 
35,39, Seine 34,54, Aisne 
33,15, Eure-et-Loir 32,67, 
Marne 32,16, Nord 31,48, 
Loir-et-Cher 31,45, Seine- 
et-Oise 31,40. 

La moyenne de ce 
groupe est 33,79. Elle est 
cinq fois supérieure a celle 
du premier groupe. Com- 
ment interpréter une pa- 
reille différence ? 

Faut-il accuser de 
Mauvaises statistiques 
dans le premier cas et 
d’excellentes statistiques 
dans le second ? 

Faut-ilinvoquer tout 
d’abord le milieu géogra- 
phique, la différence de 
nourriture, ou telle autre 
influence mésologique ? 


Cartogramme NO? 7 

FRANCE. 
Répartition géographique de la mortalité par cancer, taux 
extremes, parmi la population dgée de 4o ans et plus, 
proportion pour 10,000, période I9II-1913. 


FRANCE tu, 


4o ansefau dessus 


IONI- 1913 


pour 10000 


En jetant un coup d’ceil sur la carte, on s’aper¢oit que les chiffres minima sont ceux des 
départements situés au sud de la France. Faut-il croire que la seule position géographique 
vers le midi, plus riche en insolation, est la cause efficiente du peu de mortalité par le cancer, 
tandis que la position géographique vers le nord multiplie les causes de cette maladie ? 
Il serait facile, assurément, de trouver des oppositions alimentaires entre le nord et le midi 
de la France, de méme qu'il est aisé d’y constater des oppositions de climats. Mais il y 


1 Depuis que ces lignes ont été écrites, j’ai appris que — je Vai dit ci-dessus — les statistiques de certains 
départements doivent étre tenues pour suspectes. Les déclarations de déces y sont tout a fait ie tetttedoad 
Souvent, elles sont faites par des personnes n’appartenant pas au corps médical. Il y a la toute une réforme a 


accomplir. 
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aurait tant de facteurs a envisager, tant de multiples variations dans les genres de vie 
qui neutraliseraient les causes qui viennent d’étre considérées qu’il vaut mieux, comme 
premiére étape de recherches,s’en tenir au seul point de vue qui dirige la présente étude. 


* 
* * 

Si l’on se reporte aux cartes ethniques dont il a été question dans les pages précé- 
dentes, on s’apercoit bien vite que le maximum de mortalité par cancer coincide, grosso 
modo, avec les départements de haute stature dont les populations ont un crane a ten- 
dance dolichocéphale, des cheveux surtout blonds, et des yeux surtout clairs. Autrement 
dit, ce maximum de mortalité est inclus dans le domaine de la race nordique. Dans une 
étude précédente+, j’ai montré que les résultats de toutes les enquétes actuelles (en 
admettant leur réalité scientifique) convergeaient vers cette conclusion: que parmi les 
diverses races humaines de l'Europe, celle qui est la plus touchée par le cancer est juste- 
ment la race nordique. D’ailleurs, il suffit de comparer les statistiques colligées par Hoffman 
pour étre dirigé vers une telle conclusion. 

Serait-ce une confirmation, par la France, de ce que nous a montré l’Europe dans 
son ensemble ? 

L’étude que nous rappelons permettait de croire 4 une beaucoup plus faible mor- 
talité de la race ibéro-insulaire et de la race dinarique, tandis que les types brachycéphales 
dits celtiques ou cévenoles (Homo alpinus) bénéficiaient d’une position intermédiaire. 

L’histoire du nord de la France, rappelée dans les premiéres pages de ce chapitre, 
nous a montré a quel degré ce territoire a été envahi, déjaé avant notre ére, et sans cesse 
depuis lors, en particulier dans les premiers siécles, par des populations d'origine nordique, 
Dans un passé plus lointain encore, nous retrouvons la trace d’invasions et d’installations 
semblables. Les grottes sépulcrales de la Marne, qui datent du Néolithique, fouillées 
jadis par de Baye, et dont des ossements ont été étudiés entre autres par Quatrefages 
et par Broca, ont montré la qualité ethnique de ces envahisseurs préhistoriques qui ont 
été suivis, sans cesse, par d’autres bandes a l’Age du bronze et a l’aAge du fer. 

Un anthropologiste 4 qui l’on aurait posé la question de savoir — connaissant la 
fréquence du cancer chez les races nordiques — dans quelle région de la France il rencon- 
trerait le maximum de mortalité, avec de telles prémisses n’aurait pas hésité. 

Mais le nord et le nord-est de la France ne sont pas peuplés exclusivement de nor- 
diques. Malheureusement, nous n’avons pas encore assez de documents pour discerner 
nettement la physionomie ethnique détaillée de ces départements. 

La carte des hautes tailles a montré que beaucoup d’autres départements voisins, 
a l’est surtout de ceux qui présentent le maximum de mortalité par cancer, participent 
au cantonnement des hautes statures. Mais il ne faudrait pas considérer ce seul caractére 
pour conclure quoi que ce soit, car si nous jetons un coup d’ceil sur la répartition départe- 
mentale de l’indice céphalique, nous voyons que parmi les indices céphaliques les plus 
élevés de la France figurent un certain nombre de ces départements du nord-est; exemple: 
Meuse (indice 85); Meurthe-et-Moselle (85,6); Haute-Marne (86,8); Haute-Saéne (87,4); 
Vosges (86,7); Doubs (86,1); Jura (88,2). Ces départements associent donc a une grande 
taille une brachycéphalie trés accusée. Cela voudrait-il dire que nous sommes 1a sur un 
territoire avancé de la race dinarique ? Nous n’avons pas assez de documents pour une 
telle affirmation. D’ailleurs, les cartes de la couleur des cheveux et des yeux ne confirme- 
raient guére cette supposition. Dans tous les cas, on peut constater que tous ces départe- 
ments dont la population a le crane arrondi sont beaucoup moins touchés par le cancer 
que les départements précédemment examinés ot les hommes ont le crane allongé. 


1 Eug. Pittarp, déja cité. 


il 
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Dans le groupe des départements 4 mortalité maximum, nous voyons que |’un d’eux 
fait enclave: le Rhone. 

Il y a, pour expliquer ce fait, une raison qui semble bonne. Ce département renferme 
la ville de Lyon, centre hospitalier trés important vers lequel convergent des malades 
venus de tous les départements voisins. 

Mais a cette raison statistique — indiscutable argument — s’en ajoute peut-étre 
une autre, d’ordre ethnique, qui aiderait 4 comprendre le chiffre élevé du taux de mor- 
talité par cancer de ce département. 


* 
* * 


Examinons rapidement les groupes départementaux qui montrent les taux minimum 
de mortalité par le cancer. 

Onze départements ont un taux de mortalité qui n’atteint pas en moyenne 9,4 sur 
10.000 habitants. Ils forment une masse relativement compacte dans le centre sud-ouest. 
Un département est projeté a la périphérie: les Hautes-Alpes. 

Ici deux groupes ethniques sont a envisager: |’un de caractére dolichocéphale, l’autre, 
au contraire, de caractére brachycéphale. I] suffit, pour constater leur réalité, de se reporter 
aux cartes des indices céphaliques d’aprés Collignon. 

Tout d’abord on peut poser cette question: Les statistiques de cette région sont-elles 
dignes de créance ? Le taux indiqué pour la mortalité par cancer parait bien bas compara- 
tivement aux départements septentrionaux. J’ai consulté des médecins francais qui m’ont 
dit qu'il n’y avait aucune raison péremptoire de supposer que, dans ces départements, 
les statistiques médicales donnaient moins de confiance qu’ailleurs. Ont-ils raison ?1 Je 
fais remarquer a mon tour qu’a cété de ces départements a minimum de cancer nous 
en avons d’autres qui renferment des vil'es importantes, aux services hospitaliers parfaite- 
ment organisés: Bordeaux (Gironde), Toulouse (Haute-Garonne), Montpellier (Hérault) 
et que ces départements périphériques au massif minimum appartiennent a une circons- 
cription géographique qui a, elle-méme, un faible taux de mortalité. Est-ce parce qu’elle 
est habitée par une autre race que celle répandue dans le nord ? 

Au surplus, comment expliquer que tous ces départements méridionaux apporteraient 
4 la statistique générale de la France des documents mal recueillis ? Faudrait-il imaginer 
une entente des statisticiens médicaux dans ce sens ?. 

La zone pyrénéenne, le littoral méditerranéen sont peuplés, en grande partie, par des 
représentants de la race ibéro-insulaire. Pour s’en convaincre, il suffit de se reporter aux 
cartes de Deniker. Or, tous les départements de cette zone appartiennent au groupe de 
faible mortalité. 

J'ai calculé la moyenne des onze départements qui composent cette bordure; elle est 
de 12,97. Qu’on veuille bien se rappeler que la moyenne nordique frangaise est 30,63, 
prés de trois fois plus forte! J’ai l’impression que ce taux de 12,97 est encore artificiel- 
lement élevé pour les deux raisons principales que voici: d’abord certains départements 
des Pyrénées et de la Cote d’Azur sont des lieux ott se rendent beaucoup de malades qui 
viennent y passer le dernier temps de leur vie. Ensuite Marseille (Bouches-du-Rhone), 


1 Voir une note précédente au sujet du degré de créance des statistiques dans plusieurs départements du 
centre-sud et du midi. i 

2 Il est certain que dans plusieurs des départements composés exclusivement de régions montagneuses, les 
statistiques médicales ne peuvent recueillir la totalité des cas de cancer. En Suisse, il doit en étre de meme dans 
le Valais ou nous rencontrons un taux minimum, Avant de conclure définitivement, il faudrait pouvoir étre 
assuré de la véracité des statistiques. 
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Toulon (Var), Montpellier (Hérault) ont quelques raisons d’offrir, par leurs hépitaux, des 
taux élevés. Et Cannes, Nice et Menton expliquent peut-étre pourquoi, des onze dépar- 
tements dont il est question, c’est celui des Alpes-Maritimes qui contient la plus forte 
mortalité. 

Or, malgré ces causes qui peuvent créer artificiellement un taux de mortalité élevé, 
la région occupée par de forts contingents de la race ibéro-insulaire ou méditerranéenne, 
n’en reste pas moins l’une des moins cancéreuses de la France. 


* 
* * 


Jetons maintenant un coup d’ceil sur les départements frangais les plus brachy- 
céphales: 23 départements ont un indice céphalique dépassant 85. Si nous rassemblons 
ces 23 départements d’aprés ce seul caractére de l’indice céphalique élevé, nous consta- 
tons que la proportion de la mortalité par cancer, pour le groupe entier, est de 14,57 
pour 10.000 habitants. Mais ces indices élevés sont répandus depuis la limite orientale 
du département des Ardennes jusqu’aA la limite septentrionale des Hautes-Pyrénées. 
Or, la répartition de la stature et de la couleur des yeux et des cheveux a montré qu’a 
peu prés vers le milieu de ce groupement géographique se trouve la séparation de deux 
races, l’une brachycéphale et de haute stature, aux yeux et aux cheveux relativement 
clairs (?), l'autre également brachycéphale, de taille beaucoup plus petite, aux yeux et 
aux cheveux relativement foncés. 

Comment se comportent ces deux groupements vis-a-vis du cancer ? J’ai calculé le 
taux de mortalité des sept départements du sud-ouest. Il est de 9,04 alors que le taux 
général du groupe brachycéphale entier est de 14, Lider 

Le triangle occidental francais comprenant, en gros, onze départements, est peuplé 
par des habitants en majorité sous-brachycéphales. Trois de ces départements seraient 
brachycéphales selon la terminologie de Deniker: Ille-et-Vilaine 85; Mayenne 84,10; 
Vendée 84,47. L’ensemble de ces onze départements expose la moyenne 83,65, indice de 
sous-brachycéphalie, a la limite. S’il est une région en France qui réclame une étude 
détaillée de ses éléments ethniques, c’est bien celle-la et l’intérét de cette étude est extré- 
mement grand. Il suffit pour en étre convaincu de se reporter au mémoire de Collignon 
sur le département des Cétes-du-Nord. 

Les départements de ce triangle, qu’on pourrait appeler le triangle breton, sont peu- 
plés par des habitants a caractéres anthropologiques variés. C’est pourquoi les valeurs 
moyennes exprimées par l’indice céphalique sont loin de nous satisfaire. Il y a eu certai- 
nement dans ce coin de terre des mélanges de populations. Nous en prenons conscience 
lorsque nous examinons les cartes de la coloration des cheveux et des yeux.Les cheveux 
blonds ou « intermédiaires blonds » sont abondants dans les départements septentrionaux, 


tandis que la Loire-Inférieure et la Vendée font partie des groupes possédant les cheveux 
les plus bruns. 


1 A propos de ces groupes brachycéphales, il est un point sur lequel je veux attirer l’attention. Lorsque 
nous parlons du taux plus élevé de mortalité de la race nordique, on pourrait croire qu’il s’agit 14 d’une question 
de latitude, de climat. Or, A la latitude des départements les plus méridionaux du groupe 4 taux maximum de 
mortalité (moyenne 30,63), nous rencontrons des départements dont le taux est relativement faible: Haute- 
Sa6ne 10,19, Vosges 17,27, Haute-Marne 12, 58. D’ailleurs, il serait facile de discuter cette question d’un rapport 
possible de la latitude et du cancer. Nous y reviendrons dans un chapitre consacré 4 une vue d’ensemble de 
l’Europe cancéreuse. 

Il n’en reste pas moins — pour terminer cette observation relative au groupe humain le plus brachycéphale 
— que la race francaise & crane arrondi (en grande partie race cévenole) est beaucoup moins touchée par le cancer 
que la race dolichocéphale de haute stature (race nordique). 


La stature de ces onze départements est petite. La plupart d’entre eux ont des tailles 
moyennes de I m. 62 41 m. 63. Un seul, l’Orne, atteint 1 m. 65. La moyenne générale est 
I m. 633. : | 

La répartition du cancer dans ces départements présente quelques variations quanti- 
tatives. Six d’entre eux appartiennent aux groupes peu contaminés: Manche, [Ille-et- 
Vilaine, Cétes-du-Nord, Finistére, Morbihan, Maine-et-Loire. Aucun d’eux n’est touché 
dans la proportion des départements peuplés par des hommes appartenant a la race 
nordique. 

Le cartogramme N° 8 nous permet d’avoir quelques idées d’une relation possible entre 
le cancer et la race, étant bien entendu que nous acceptons comme ayant une valeur 
comparable les taux de mortalité publiés par les départements. 


Les représentants de 
la race nordique qui, en 
France, sont restés can- 
. tonnés dans les régions ot 
les invasions préhistori- 
ques et historiques les ont eat ak 
conduits, paraissent beau- Relation entre la mortalité par cancer et indice céphalique. 
coup plus touchés par wie, ; 
le cancer que les repré- Les chiffres indiquent les moyennes des groupes dépar- 
sentants des autres races. tementaux créés selon les valeurs de V indice céphalique moyen. 
Le taux moyen de morta- (Se reporter a la carte de cet indice, cartogramme N° 3.) 
lité pour le groupe de dé- 
partements peuplés par 
cette race est de 30,63 
pour 10.000 habitants. 

Les représentants de 
la race méditerranéenne 
(ou ibéro-insulaire, type 
de l’Homo meridionalis) 
paraissent — nous faisons 
abstraction du _ groupe 
périgourdin — étre en 
France les hommes les 
moins atteints par le can- 
cer. Le groupe de dépar- 
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nole (Homo alpinus) pa- 
raissent occuper pour ce 
qui touche aux taux de 
mortalité par cancer en 
France, une place inter- 
médiaire entre les deux 
groupes ethniques ci-dessus. 


De telles conclusions, si elles devaient étre définitives, sans appel, seraient d’une considé- 
rable importance. Elles pourraient étre, pour les thérapeutistes, le point de départ de recher- 
ches que nous imaginons fructueuses. Mais il faut le déclarer bien haut, les documents 
sur lesquels s’appuient ces conclusions ne méritent pas tous une créance absolue. L’insuffi- 
sance de statistiques médicales d’un cété, l’insuffisance de renseignements anthropolo- 
giques de ]’autre, nous ordonnent la prudence. | 

Mais si elles sont sujettes 4 caution, sur certains points, ces conclusions permettent 
a l’imagination des biologistes de poursuivre sans arrét leurs recherches. 


CONCLUSIONS. 


Du point de vue qui nous guide, la France est certainement l’un des pays les 
plus intéressants a étudier. L’état de ses enquétes anthropologiques, la succession des 
événements historiques qui se sont déroulés sur son sol, affirment l’un et l’autre la cohabi- 
tation de plusieurs éléments ethniques sur son territoire. Il est donc possible de faire 
d’utiles comparaisons, de confronter entre eux les caractéristiques diverses offertes par 
ces groupes ethniques variés, de savoir, en particulier, quelles réactions elles opposent 
aux diverses maladies. 

La race nordique (Homo europaeus), race germanique ou kymrique, qui s’installa 
dans les départements septentrionaux par suite des invasions préhistoriques et historiques, 
y est restée généralement cantonnée. Elle a naturellement pénétré dans d’autres parties 
de la France, comme elle a été elle-méme, en bien des points, pénétrée par les représentants 
d'autres races, mais elle apparait néanmoins cohérente dans les départements de la France 
du Nord. 

La race brachycéphale dite celtique ou cévenole de Deniker (Homo alpinus) repré- 
sente aussi une masse relativement homogéne; nous avons vu sa répartition. 

Les autres races de moindre importance numérique — race ibéro-insulaire ou méditer- 
ranéenne (Homo meridionalis) et descendants probables des Dolichocéphales paléoli- 
thiques et néolithiques du centre sud-ouest — marquent également suffisamment leur 
présence pour que nous puissions les utiliser pour des comparaisons. 


* 
* * 


Par ailleurs, quelle est la valeur scientifique des enquétes concernant le cancer ? 

Nous savons 4 quel point il faut se méfier des statistiques médicales de certains pays. 
En est-il de méme en France? Les avis sont partagés. Mais lorsque nous étudions compa- 
rativement les diverses parties d’un pays, l’important c’est que les enquétes régionales 
soient considérées comme de valeur égale. Mais celles-la mémes sont-elles toutes accep- 
tables ? Je crois qu'il y aurait lieu de mettre 4 part un certain nombre de départements 
du centre sud-ouest; ceux dont les statistiques médicales accusent des taux minima de 
cancer. Les renseignements qui nous parviennent a l’égard des statistiques de plusieurs de 
ces départements montrent que ces statistiques sont sujettes a caution, difficilement uti- 
lisables pour l’ceuvre que nous poursuivons. 

La carte de la répartition du cancer en France montre de trés grandes variations 
quantitatives de cette maladie. Certains départements sont trés touchés, d’autres presque 
indemnes. En laissant de cété la comparaison de département a département, trop 
sujette a des causes d’erreurs, mais en constituant des groupes de départements ot les 
causes d’erreurs dans les divers sens se neutralisent plus facilement, nous constatons que 
la race nordique est celle qui, ainsi que nous pouvions le penser par des études antérieures, 
paie le plus lourd tribut a la maladie. Les autres races viennent trés loin derriére elle. 


—s 


Parmi les taux relativement élevés de mortalité que présentent certains départements 
n’appartenant pas en majorité 4 la race nordique, il en est plusieurs dont l’aggravation 
de taux est probablement due a la présence d’une quantité plus ou moins grande de repré- 
sentants de cette race, mais cette quantité est impossible 4 préciser. 

Si la race nordique apparait comme la plus touchée par le cancer, par contre la race 
méditerranéenne montre les taux de mortalité les moins élevés. Nous faisons, en parlant 
des taux de mortalité, abstraction du groupe périgourdin, chez qui le taux de mortalité 
est particulierement faible. Mais nous n’osons pas utiliser pour une petite circonscription 
géographique des statistiques médicales sur lesquelles planent des doutes, pour les 
comparer sainement a celles d’autres régions. 

Les représentants de la race celtique ou cévenole (Homo alpinus) semblent occuper 
une place intermédiaire entre les deux groupes ci-dessus. 

Il y aurait donc en France — ce n’est 1a bien entendu qu’une conclusion provisoire — 
des taux de mortalité par cancer qui, racialement, s’échelonneraient dans l’ordre décroissant 
que voici: I race nordique, 2 race celtique, 3 race méditerranéenne. 

Mais de méme que nous ne pouvons pas délimiter exactement le territoire des diverses 
races qui occupent la France, de méme, il est impossible de nettement délimiter, géogra- 
phiquement, le taux de la mortalité cancéreuse. Nous travaillons avec des approximations. 
Mais ces approximations mémes sont, pour le but final de nos recherches, pleines d’encou- 
ragements. 

Maintenant, pour ce qui concerne l’avenir de ces recherches en France, recherches 
qu'il faudra prolonger dans le temps et dans l’espace, il ne reste plus qu’a souhaiter deux 
choses: un renouvellement d’entrain pour les enquétes anthropologiques; une organisation 
serrée des enquétes médicales. a lon 

Les analyses anthropologiques nous permettront de voir plus clair dans la répartition 
des races, base solide pour des recherches de toute nature, médicales ou autres. 

Des statistiques médicales qu’on ne pourrait plus discuter nous permettraient de 
moins errer, de moins hésiter sur la route. 


Il. ETUDE PRELIMINAIRE COMPARATIVE SUR LA REPARTITION DES RACES 
ET DES TAUX DE LA MORTALITE PAR CANCER EN SUISSE 


Par le professeur Eugéne PITTARD. 


La répartition géographique du cancer en Suisse a déja été l’objet de recherches 
étendues et nous avons sur ce pays d’excellents renseignements, notamment une carte 
publiée par le Bureau fédéral de statistique, marquant les subdivisions cancéreuses comme, 
je crois, aucun Etat ne l’a fait 1. D’autre part, grace 4 ces connaissances relativement 
exactes, on a tenté d’établir des rapports entre certaines maladies, comme le goitre et le 
cancer *, entre certaines conditions géologiques ou climatiques et le cancer’, etc. Nous 
possédons ainsi pour l’un des deux facteurs que nous mettons en présence — taux de la 
mortalité par cancer — de tres bons documents. Malheureusement, il faut l’annoncer 
tout de suite, nous ne pourrons pas en dire autant de l’autre facteur: les caractéres ethniques 
de la population suisse; de ceux-la nous ne savons pas grand’chose. 


LISTE DES CANTONS DE LA SUISSE 


arvangés selon la numérotation employée dans les cartogrammes. 


I. Genéve 14. Uri 

2. Vaud 15. Tessin 

3. Neuchatel 16. Grisons 

4. Fribourg 17. Glaris 

5. Valais 18. Schwyz 

6. Berne 19. Zoug 

7. Soleure 20. Zurich 

8. Bale-Ville 21. Schaffhouse 

g. Bale-Campagne 22. Thurgovie 

1o. Argovie 23. Appenzell, Rhodes extérieures 
11. Lucerne 24. Appenzell, Rhodes intérieures 
12. Unterwald-Nidwald 25. St-Gall 

13. Unterwald-Obwald 


1 Voir: a) Les travaux du Dt CarrizrE, directeur du Service fédéral de l’hygiéne publique de la Confédé- 
ration Suisse; entre autres: Le cancer en Suisse, extrait du « Bulletin mensuel de 1’Office international d’hygiéne 
publique », T. XVI, année 1924, fascicule N° 10; 6) A.RENAUD: Quelques renseignements statistiques sur le cancer 
en Suisse de 1901 d 1920, « Revue médicale de la Suisse romande », 1923: c) Carte: Les décés par suite du cancer 
calculés proportionnellement a la population, d’aprés les résultats moyens des années 1901-1910. 

20. STINER: Dery Krebs und die Frage seiner Beziehungen zum endemischen Kropf. Sonderabdruck aus der 
« Schweizerischen Medizinischen Wochenschrift », 1924. 

*Bartu: La fréquence du cancer et la nature du sol et des eaux en Suisse, « Revue médicale de la Suisse 
romande», Genéve, 1914. 


seomatit be Vile: 


I. QUELQUES FAITS GENERAUX CONCERNANT LES STATISTIQUES DU CANCER. 


A 


Mortalité sans spécification d’ ages. 


Le cancer est trés inégalement répandu en Suisse. La belle carte publiée par le Bureau 
fédéral de statistique et donnant les décés par suite de cancer calculés proportionnelle- 
ment a la population d’aprés les résultats moyens des années 1901-1910 le démontre 
avec netteté (carte N° 9). Il existe en Suisse un gros massif cancéreux dans le centre nord- 
est de la Confédération. Il forme un groupement compact qui englobe les cantons de 
Lucerne, d’Unterwald, de Schwytz, de Zoug, de Glaris, d’Appenzell et presque tout | 
St-Gall, Thurgovie, une grande partie du canton de Zurich et de celui de Schafthouse. 
A coté de ce massif, quelques ilots fortement cancéreux sont disséminés au travers du 
pays; sur la rive droite du lac de NeuchAtel, le long de l’Aar moyen et terminal, dans le 
canton des Grisons. 


D’autre part, le minimum cancéreux ne constitue pas un groupement dont l’homo- 
généité soit comparable a celui du maximum. Le canton du Valais entier, une partie de 
celui du Tessin et des Grisons, la partie centrale du canton de Berne et quelques districts 
de la région jurassienne, quelques districts vaudois sont, sur la carte, les circonscriptions 
demeurées en clair. 


Ce taux minimum de mortalité appelle, pour ce qui concerne certaines régions, quelques 
observations. Il est possible, par exemple, que le taux minimum du Valais soit le fait de 
statistiques insuffisantes dues a l’état topographique et économique spécial de ce canton, 
exclusivement alpin et pauvre, ot l’appel aux médecins est certainement moins fréquent 
qu ailleurs. Mais en est-il de méme du Tessin ? On peut hésiter quand nous voyons les 
districts montagneux relativement peu peuplés et économiquement peu favorisés de ce 
canton présenter des taux plus élevés que les districts des régions les plus accessibles, 
ayant des centres urbains importants, comme Bellinzone, Locarno, Lugano, oti le nombre 
des médecins est plus grand qu’ailleurs, méme dans les cantons ow les déclarations statis- 
tiques doivent, a priori, avoir plus de précision. 


Une observation de méme ordre peut étre faite pour ce qui touche aux taux cancéreux 
de certains districts du canton de Berne et du canton de Vaud, comme, pour ce dernier, 
Aigle, Vevey, Lausanne. A propos du district de Lausanne, on peut encore remarquer 
que c’est justement ce territoire qui renferme les hépitaux les plus importants du canton, 
— ceux-ci devraient donc concentrer les déclarations du cancer — et que, malgré cela, 
son taux de mortalité, comme district, est peu élevé. 


Les statistiques suisses passent, a juste titre, pour étre parmi les plus sérieuses. La 
répartition des résultats, non seulement par cantons — et nous avons parfois sous ce 
terme de petites circonscriptions — mais encore par districts, donne aux documents placés 
sous nos yeux un plus grand intérét d’interprétation. 


La carte dont je viens de parler a été établie sur les statistiques Ig0I-10. J’ai sous les 
yeux les résultats d’une statistique beaucoup plus considérable comprenant les années 
1901-20. Ces dix années ajoutées ne changent pas grand’chose aux faits généraux. Le Valais 
demeure a part dans son isolement minimum: les cantons peu hachurés sur la carte montrent, 
ici également, des taux peu élevés. I y aurait bien cependant quelques petits changements 
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4 opérer dans les hachures de la carte nouvelle qu’on pourrait établir; le canton de Schwytz, 
par exemple, passe de 14,5 4 16. Mais, pour ce qui concerne les ensembles, on ne constate 
pas beaucoup de différences. Nous verrons tout A Vheure les détails. 


Ces deux statistiques ont été obtenues avec les notations des mortalités cancéreuses 
de tous les ages. Elles méritent, avant que de passer a l’examen des taux provenant de 
personnes Agées de 40 ans et plus, de nous arréter encore un instant. 


Un coup d’ceil superficiel sur la carte invoquée et sur les tableaux de statistiques 
pourrait faire croire que les cantons alpins sont moins touchés par la mortalité cancéreuse 
que les cantons jurassiens, ou certaines parties du plateau (exception pour le massif 
cancéreux du centre nord-est de la Suisse). A voir les choses de plus pres, il n’en est pas 
ainsi. Sans doute les massifs méridionaux des Alpes présentent des taux relativement 
bas; mais chez eux mémes, nous constatons des exceptions: le Val Maggia, dans le Tessin, 
les districts d’Albula, de Miinsterthal et d’Hinterrhein, d’Imboden, de Glenner dans les 
Gnisons. Au nord du Saint-Gothard, il existe les puissantes zones montagneuses de |’ Unter- 
wald, de Schwytz, de Glaris, d’une partie de St-Gall, de Zoug, de Lucerne, et ce sont ces 
régions-la qui possédent les taux les plus élevés. Cette opposition de deux massifs alpins 
présentant d’aussi grandes différences dans les taux de mortalité pourrait nous inciter 
a tenter des recherches sur les milieux géologiques et géographiques et sur la qualité du 
sous-sol. Mais nous éliminons de notre horizon toute interprétation autre que celle que 
nous avons en vue aujourd’hui. 


Le plateau suisse se présente trés inégalement touché par le cancer. Des districts 
blancs succédent a des districts fortement colorés ou a des couleurs intermédiaires, Et il 
en est de méme de la zone jurassienne. 


Une derniére observation: les cantons, puis les districts citadins, sont-ils plus touchés 
que les cantons et les districts ruraux ? 


Pour bien des endroits, on pourrait croire le contraire. BAle-Ville, qui n’est guére 
qu'une cité, et Genéve ont moins de mortalité cancéreuse que les deux Unterwald, Zoug, 
Schwytz, les deux Appenzell. Et pourtant ces deux grandes villes ont des hépitaux impor- 
tants, lesquels, a priori, devraient augmenter les taux de mortalité. Le district de Berne, 
malgré ses services hospitaliers, a un taux plus faible que celui de Biiren; le district de 


_ Zurich, qui renferme la plus grande ville de la Suisse, est le moins touché de tous les dis- 


tricts de ce canton. Nous pourrions faire, en parcourant la surface de la Suisse, encore 
d’autres observations de cet ordre. 


Les enquétes sur la mortalité par cancer a partir de 4o ans et selon les districts. 


Les Etats dans lesquels nous avons étudié le développement du cancer en fonction 
de la race ayant généralement fourni les statistiques des personnes décédées a partir 
de 40 ans, nous allons utiliser une statistique de méme qualité pour la Suisse. Pour le 
moment, nous ne ferons aucune comparaison entre la Suisse et les autres pays, mais seule- 
ment des comparaisons entre les cantons suisses, 


Voici d’abord le tableau de la mortalité cancéreuse par canton, les sexes étant 
séparés. 
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Tableau N° 1. 


MORTALITE PAR SUITE DU CANCER, PAR CANTONS. 
PERIODE DE 1918 A 1922. 


Sur 10.000 personnes de 40 ans et au-dessus (population de résidence) sont décédés par 
suite du cancer: 


Cantons Hommes Femmes Total 
ZUTICH oo 1.) Se yo Ma) USA gmt etd ee re eee 48,1 40,8 44,1 
Berneyf. eer). Lee So eee ed Cee a 40,6 34,4 3734 
Lucerne: so Se: ss Yat Ge Aas es Wee me 57,8 42,9 50,2 
UE: 85 isis te) cote at eNOS es ee a ala 42,8 31,9 37,4 
SCH WYEZ ) .ld1S Hey hs pee acl ee ee 58,7 2,9 5553 
Unterwald-Gbwald ae ieiy noe Mineo oe 57,0 28,4 AQ;2 
Unterwald-Nidwaldi cs9cen se cincane be 66,8 55.4 60,8 
Gans). sk he eye Bee eae 55,5 41,0 47,5 
ZOUG. « 3). SMSF SPA Oa Seogaie creer eee 59,2 44,4 51,5 
Fribourg 2 sue Joon Oo nee eee ne 46,2 44,0 4554 
SOleute 2 Wid ce Le CREE oan ete meta Oe 48,8 37,6 42,9 
Bale-Ville os) ee ee et ee ne eee 43,7 40,7 42,2 
Bale-Campapne™:) "eae. oat eee een 40,0 36,9 38,4 
Schaffhouse’ 15250 Seis Eben ae ee ee 43,4 38,4 40,7 
Appenzell, Rhodes extérieures. . ..... 40,1 47,0 43,7 
Appenzell, Rhodes intérieures. . .... . 53,0 44,5 48,6 
St-Gall oi Moyid) at SUR NS he ie ee er 46,9 4.0,0 43,2 
GTISONS aye oats dana SERS OR CELT name | 36,8 34,2 35,5 
ATROVIE ei A eye ee ero al 51,3 39,9 45,2 
Thutgovie 2.04) Babee de mens 48,0 4555 46,7 
Tessin . 30,7 32,0 31,4 
Vaud. . ge heh GSO AAR, Pande ane ee eames S57 38,3 37,0 
Walaas ics) soak FO + toga ee alee den yee aE pee 20,2 20,4 20,3 
Neuchatel. 38,4 39,4 38,9 
Genéve. 38,1 37,9 38,0 

SUISSE EG) crt tertocee agi 43,4 38,4 40,8 


Certains cantons possédent une mortalité féminine supérieure a la mortalité mascu- 
line: Appenzell extérieur, Tessin, Valais, Neuchatel, Vaud. La plupart des autres cantons 
ne présentent pas, entre les sexes, pour la mortalité par cancer, de trés grandes diffe- 
rences quantitatives. Cependant, il faut signaler quelques chiffres comparatifs extraordi- — 
naires. I] y a, entre les sexes, une différence de 15 unités 4 Lucerne, de 11 4 Uri, de 29 a 
Unterwald-Obwald, de 11 & Unterwald-Nidwald, de 14 4 Glaris, de 15 4 Zoug, de 11 a 
Soleure, de 12 dans le canton d’Argovie. Des différences aussi étendues sont a retenir 
car il n’y a, pour la Suisse entiére, qu’une différence de 5 unités en faveur des femmes: 
il meurt dans le pays, par suite du cancer, 38,4 femmes sur 10.000 habitants, tandis 
qu'il meurt 43,4 hommes (a partir de 40 ans). [1 faudrait pouvoir interpréter de pareilles 
variations. On peut déja remarquer que les cantons chez lesquels on observe de tels 
écarts entre les sexes appartiennent 4 la masse cancéreuse du centre nord-est dont il a 
été déja question. ' 

Pour aider a voir plus clair, nous avons sérié (tableau N° 2) les taux de mortalité 
— les sexes étant réunis — selon leur valeur décroissante. 


al 
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Tableau No 2. 


TAUX MOYEN DE MORTALITE PAR CANCER (SEXES REUNIS) DES L’AGE DE 40 ANS, EN 
SUISSE. VALEURS CANTONALES ARRANGEES SELON L’ORDRE DECROISSANT. 


SERRE 


Unterwald-Nidwald .... 60,8 
SCUWVEZ Oa.) wi belay eaeedte ee 55:3 
Zoug. hire mea 2 otet er et ae 51,5 
TUCETNC Rt) tc tease tate 50,2 
Appenzell (Rh. intérieures) . 48,6 
Glaris CP er RT Weg, tee oad 47:5 
PERUPSOVIE§ 5) et ah hss. ug 46,7 
ED OUE Sens. sims heehee ve 4554 
MEPMREV EG ArcPe a ee ea bs, Os 45,2 
Zurich Se Ome. 1 Al eh te Pee ua) ha. ve F 44,1 
Appenzell (Rh. extérieures) . 43,7 
St-Gall. . Agree! hee ones 43,2 
SOUL ha Oe a 42,9 
aleswaille. oo wks aod os 42,2 
Unterwald-Obwald. .... 42,2 
CMA MHOUSE) a a lotic coos ts | 40,7 
PEC Atel oes ae ae, 38,9 
Bale-Campagne ...... 38,4 
(GENE VCR re rc) ta het aloe 38 

SelM ewer wets al ie A ee 37,4 
Watiecinemtedt: seat ys anh oe os 3754 
VAI A React Uc Goch ate asides ke 37 

GLISOUS Mra cee careers 355 
lessinwae.s fdr 8. ue ny uses as 31,4 
WEES AE a Ru 5 0 he 20,3 


Quatre d’entre eux dépassent 50: Unterwald-Nidwald, avec le chiffre considérable 
60,8; puis Schwytz 55,3, Zoug et Lucerne. 


Neuf cantons ont un taux qui dépasse 45. A l’autre extrémité de la série, nous trou- 
vons le canton du Valais avec un chiffre relativement trés bas: 20,3 — trois fois moins 
élevé que celui d’Unterwald-Nidwald. Mais nous ne savons pas exactement quelle con- 
fiance on peut accorder a ce dernier résultat!. Aprés le Valais, les cantons les moins 
touchés sont le Tessin, les Grisons, puis Vaud, Uri, Berne, Genéve. On retiendra la place 
occupée par Vaud, Berne et Genéve. Notamment ce dernier canton qui n’est guére qu’une 
grande ville. 


Voici maintenant, résumés en un court tableau, les taux minima et maxima 
présentés par les divers cantons dans lesquels ces oppositions quantitatives avaient 
quelque intérét 4 étre montrées. Ils sont rangés selon Vordre croissant des minima. I] y 
a parfois dans le méme canton (il n’a pas besoin d’étre trés étendu) des écarts considé- 
rables. Le plus remarquable, a cet égard, est celui d’Argovie (44 unités). Viennent ensuite 
ceux de St-Gall et du Valais (28). Ces trés grands écarts dans les taux de mortalité appar- 
tiennent a des régions diverses de la Suisse, et non plus au seul massif cancéreux du 
centre nord-est. 


111 semble que le canton du Valais devrait étre mis a part. 
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Tableau N° 3. 


TAUX MINIMA ET MAXIMA PRESENTES PAR LES DISTRICTS DES DIVERS CANTONS, 


SAR Da ne LS SE Sa A A SR A SE WE RT SE OT OT SEE SELES 


Cantons Minima Maxima 
Valais’: p80) 2 ee ee et eee ee 8,6 36,8 
Tessin) 0.) o0 ee i ae ee 20,4 36,6 
SChwytZ/ty 7. cine aL anes ee eer mee 24,8 5753 
GTISONS sy) ye ee a ane ae a 24,8 50,7 
Vauds is hs) ea Fie ektncieey aan ere 27,6 44,7 
Berne... i Reta eee 27,8 5455 
Soletre hte a: 4eciey cael eae ees ee BTS G 49,4 
Eri DOUrs’ fevie, fel Wied ieee neal eee 32,6 55- 
St- Gallia penic wpe ect tera eee eee a 32,9 60,6 
ZUTICh, “38, race tee tae ee eae ee 34,9 53.4 
Neuchatel. as cise acum treme 35,1 43,6 
Schati house! eck sas Ue 35,5 50,9 
ATROVIES tes Laken eee ee eee 36,1 80,1 
Appenzell (Rhodes extérieures) . . 36,4 49,4 
Bale-Campagne . .%. . «sos 36,9 39,2 
Lucerne i s9 ae; ae ne ee ce cane 40,8 63,2 
‘Eh urgovie’ ("0 ee ede ee one 41,8 61,2 

Moyenne générale . . Br Lr 52,15 


[SSDS IRENE IED SAR ELSES RESTRICT DS BY PR OY SED SPER TLDAY SEZ EPR ESS TES BSE NSE BE SN: CRO SES OP TSE SSS 


Aprés ce premier examen et a l’aide de la statistique de la mortalité par cancer 
des personnes agées de 40 ans et au-dessus, selon les districts et durant la période de 
1918-1922, j’ai dressé la carte de cette mortalité (carte N° 10). Il est intéressant de la 
comparer a celle établie sur les bases des statistiques Igo0I-19I10 pour tous les décés 
cancéreux, sans spécification d’Ages. 

Nous avons déja constaté le défaut de parallélisme complet entre les résultats de 
ces deux statistiques. Celle qui ne comprend que les décés dés 40 ans montre parfois 
de profondes modifications d’avec l’autre. Il serait, j’imagine, du plus haut intérét de 
faire, avec la discrimination qu’offre la distribution des taux par districts, une étude 
comparative de ces deux cartes. Je remets cette étude a plus tard. Je fais simplement 
remarquer que les modifications qu’on peut relever en examinant ces deux cartes ne sont 
pas toujours dans le méme sens. Certains districts passent de la catégorie des taux élevés 
a des catégories de moindre valeur, ou inversement. 

Mais ce qui ressort, grosso modo, de la carte nouvelle comme une trés nette confirma- 
tion des enquétes antérieures, c’est l’existence dans Je centre nord-est de la Suisse d’un 
massif cancéreux important. Un morceau de ce massif, le district de Muri (canton d’Ar- 
govie), atteint le taux formidable de 80,1 décés pour 10.000 personnes, laissant loin 
derriére lui les autres taux élevés comme Unterwald-Nidwald, Willisau (canton de 
Lucerne), Toggenburg-Alt (canton de St-Gall), Diessenhofen (canton de Thurgovie)?. 
Le contour de ce massif n’est pas tout a fait le méme que celui de la carte de Ig0I-I910. 


1 I faut remarquer qu’au point de vue des résultats statistiques, certains districts de faible étendue et de 
population peu nombreuse peuvent, dans certaines circonstances, grossir artificiellement les taux de mortalité 
de nas ou telle région. Je reprendrai un jour, sous une autre forme que celle des districts, la répartition des taux 
cancéreux. 
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En dehors du canton du Valais au sujet duquel nous avons réservé notre opinion 
quant a la valeur de ses statistiques, nous trouvons dans cette nouvelle carte quelques 
taux peu clevés: la Riviera (canton du Tessin), Ober-Landquart (canton des Grisons), 
La Vallée (canton de Vaud), Interlaken (canton de Berne). En voyant une telle subdivi- 
sion des statistiques, poussée si loin dans l’ordre géographique, un anthropologiste ne 
peut que vivement regretter la pauvreté des documents morphologiques et descriptifs 
qu il aura a employer. A cette belle carte de géographie médicale, Vanthropologie ne 
peut pas superposer une carte ethnologique d’égale valeur. 

Lorsqu’on divise la Suisse en ses deux masses linguistiques principales, on constate 
que la masse de langue germanique est autrement plus touchée par le cancer que la masse 
de langue latine. Un seul coup d’ceil sur la carte suffit pour marquer cette différence. 
Mais nous savons que 1’étiquette linguistique doit étre vérifiée avant que de croire qu’elle 
peut é€tre appliquée sur un groupe ethnique pour le caractériser définitivement. 

Tout a Vheure, nous utiliserons cette répartition quantitative du cancer en tenant 
compte des deux cartes dont il vient d’étre question. 


* 
* * 


Il parait nécessaire, a l’aide du tableau N° 2, de faire encore quelques remarques. 

Dans les neuf cantons qui tiennent la téte des taux de mortalité, nous ne trouvons 
aucune de ces localités dont l’importance des hdpitaux soit telle qu'elle agisse, vis-a-vis 
des malades, comme des cités tentaculaires. Au contraire, des villes importantes comme 
Zurich, St-Gall, Bale-Ville, ot. les centres hospitaliers sont trés développés, figurent dans 
les groupes intermédiaires de la sériation. Genéve, Berne et Lausanne, chose intéressante, 
appartiennent au groupe minimum. La concentration des malades en certains points de 
plusieurs cantons suisses ne place pas artificiellement ces cantons dans des catégories 
a taux particuliérement élevés. C’est 14 une constatation fort importante que nous utili- 
serons ailleurs. Quand nous voyons Genéve, Berne et Vaud, malgré qu’ils possédent des 
centres hospitaliers étendus, figurer dans les cantons A taux de mortalité relativement 
faibles, nous avons le droit de chercher les raisons de cette position particuliére. 

A priori, ne peut-on pas imaginer que ces cantons, s’ils ne possédaient pas de grands 
hépitaux, s’ils n’avaient pas de ce fait des services médicaux bien organisés et des statis- 
tiques exactes, devraient montrer des taux de cancer — ce seraient leurs taux réels — 
plus bas encore que ceux qui leur sont alloués ? 

J’ai cherché, par l’examen des districts, 4 savoir si les cantons 4 forte mortalité 
cancereuse présentaient des taux élevés sur toute leur étendue, ou s’ils possédaient des 
lieux d’exceptions dans un sens ou dans l’autre. Cette maniére de faire nous conduira 
a serrer de plus prés le probléme des causes, surtout dans les endroits ou les raisons 
d’augmentation — ou de diminution — artificielles ont toutes chances d’étre sinon 
éliminées, du moins fortement diminuées. 

Dans le canton de Schwytz, sur six districts, quatre ont des taux compris entre 
52 et 57. Deux font exception: Gersau 32 et Kiissnacht 24,8. Serait-ce que les malades 
cancéreux de ces localités rapprochées de la ville de Lucerne se font soigner dans les 
hopitaux de cette ville et y augmentent artificiellement le taux de mortalité ? Mais je 
constate que le taux du district de Lucerne est le plus petit des taux de ce canton. Alors ? 
D’autre part, dans le canton méme de Schwytz, la ville de ce nom et son hinterland vien- 
nent immédiatement a la suite des deux taux minima que nous venons de signaler. 

Le canton de Lucerne comprend cing districts. Leurs taux de mortalité s’échelonnent 
de 40,8 (Lucerne méme) & 63,2 (Willisau). Les autres s’écartent peu de la moyenne canto- 
nale. Le district de Willisau est 4 l’ouest du canton, Dans la statistique des décés sans 
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spécification d’ages, ce district est moins atteint que celui de Sursee, son voisin a I’est |, 
lequel, dans la statistique actuelle, dés 40 ans, présente également un taux élevé (58,8). 


On se demande comment il se fait que Lucerne — chef-lieu et, au surplus ville d’étran- 
gers — qui posséde ainsi diverses raisons pour avoir un taux élevé de mortalité, montre 


X 


un chiffre inférieur a celui de tout le reste du canton. 


Sept districts divisent le canton de Thurgovie. Les taux extrémes de mortalité sont 
61,2 a Diessenhofen, et 41,8 dans le district de Kreuzlingen. Nous pouvons faire ici la 
méme observation qu’a propos du canton de Lucerne. Le district qui renferme la capitale, 
Frauenfeld, est un des moins touchés par:le cancer. Il vient immédiatement aprés le 
district 4 taux minimum, Kreuzlingen. Les deux districts 4 taux extrémes bordent l’un 
le lac de Constance, l’autre le Rhin. , 


Le canton de Fribourg montre aussi de grandes variations dans les taux de mortalité 
selon les districts: minimum Veveyse (32,6) ; maximum Glane (55). Le district de la Sarine, 
dans lequel se trouve la capitale, a un taux de 47,4. Le taux minimum du district de la 
Veveyse est a retenir, car le district vaudois de Vevey, qui est au sud, est aussi une cir- 
conscription faiblement touchée par le cancer. Le district 4 maximum de la Glane, par 
contre, est voisin du district vaudois de Moudon, assez fortement touché. 


Pour déceler un phénomeéne, cette division en districts est beaucoup plus favorable 
que la division en cantons. Un tel procédé permet d’envisager la création de régions géo- 
graphiques, composées avec des districts appartenant administrativement a des cantons 
différents. Alors nos essais d’interprétation ont quelque chance de voir plus clair que lors- 
qu’on nous apporte les grossiéres moyennes des cantons. 


Le district de la Veveyse compte un peu moins d’habitants par kilométre carré que 
celui de la Glane. Une telle différence, entre les deux districts, des taux de mortalité, ne 
peut pas chercher, dans le fait de ces différences d’agglomérations, une explication. 


Le canton d’Argovie nous montre une différence de taux, entre le minimum et le 
maximum, extraordinaire. Elle est plus grande que du simple au double. La mortaliteé 
moyenne du district de Zofingue est de 36,1, celle du district de Muri de 80,1. Ce dernier, 
dans les statistiques sans spécification d’Ages, présente déja un taux maximum. Aprés 
le district de Muri, le district de Bremgarten fournit un taux trés élevé: 58,9. Ceux qui 
pensent trouver dans des conditions extérieures les causes efficientes du cancer incline- 
raient-ils 4 croire que ces deux districts doivent cette maladie au fait quils concentrent 
chez eux le travail de la paille et du crin ? 


Parmi les cantons dont le taux de mortalité est relativement faible, il en est un ou 
deux — comme le Valais, le Tessin, les Grisons — pour lesquels on peut croire que les 
statistiques manquent de précision 2. Mais en manquent-elles davantage que celles des 
cantons non moins montagneux comme ceux d’Unterwald et de Schwytz qui figurent 
parmi les taux maximum ? 


Le canton du Valais se compose de 13 districts. Le taux le plus faible de mortalité 
est fourni par le district d’Hérens (8,6), et le plus fort par le district de Sion (36,8). La 


différence entre ces deux taux est énorme 2. Parmi les autres taux peu élevés, nous voyons, 


11] serait trés intéressant, et peut-étre fort utile, de comparer les statistiques, pour tous les districts, des 
taux de mortalité sans spécification d’Ages et ceux a partir de 40 ans. ; f 

2 On pourra consulter, pour connaitre la valeur des statistiques médicales en Suisse et les valeurs réelles 
qu’il faut attribuer aux taux de certains cantons, le rapport du Dt Carriére, directeur du Service fédéral de 
Vhygiéne publique de la Confédération, présenté a la Commission du cancer de la Societe des Nations. J 

2Le trés petit taux du district d’Hérens s’expliquerait peut-étre par le petit nombre d’habitants qu'il 


renterme. 
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dans l’ordre croissant, les districts d’Entremont, de Martigny, de Conthey. La ville de 
Sion, avec ses hospices et ses h6pitaux, aurait-elle concentré les malades cancéreux venus 
de tous les districts du canton ? Aurait-elle surtout drainé les malades du Val d’Hérens 
qui est justement a cdté et en face d’elle, de l’autre coté du Rhone ? 

Il est tout a fait regrettable que nous ne puissions faire plus de fond sur les statis- 
tiques du Valais, car c’est un des cantons parmi les mieux connus quant aux caractéres 
anthropologiques de ses habitants, peut-étre méme le mieux connu, puisqu’il lest jusque 
dans de petites circonscriptions géographiques. 

Le canton du Tessin présente son taux minimum dans le district de la Riviera (20,4) 
et son taux maximum dans celui du Valle Maggia (36,6). 

J’ai fait remarquer ailleurs que les villes tessinoises des bords des lacs, si recherchées 
par les malades — comme en France Nice, Cannes ou Menton — ne possédent pas des 
taux élevés de cancer. En dehors du district de la Riviera, ce sont les districts de Locarno 
et de Lugano — ot sont établis de si nombreux hétels — qui figurent parmi les moins conta- 
minés, On peut s’étonner de ce fait, comme on peut s’étonner de constater que le maximum 
du taux cancéreux se trouve dans le Valle Maggia 1. 

Les quatorze districts du canton des Grisons font l’objet — au moins pour plusieurs 
d’entre eux — de quelques observations. Nous nous arrétons davantage a ce canton parce 
qu'il est considéré comme renfermant une certaine quantité d’individus appartenant a 
la race dinarique. Or celle-ci, d’aprés des observations antérieures 2, parait étre trés peu 
atteinte par le cancer. 

Dans la carte des décés par cancer sans spécification d’Ages, les districts les moins 
touchés du canton des Grisons étaient ceux de l’Ober-Landquart et de la Maloja; les plus 
touchés, ceux du Miinsterthal et d’Hinterrhein. Dans la statistique que nous analysons 
présentement, ces derniers districts ne montrent pas des taux élevés. Quant a l’Ober- 
Landquart et a la Maloja, ils disjoignent leur ancien voisinage. Le district d’Ober-Land- 
quart continue a avoir le plus petit taux de tout le canton (26,1). Celui de la Maloja serait 
beaucoup plus élevé (37), mais il est encore dépassé par cing autres districts. Le taux 
maximum est présenté par le district de la Bernina. 

Lorsque tous les groupes d’ages sont considérés, ce district n’est pas un des plus 
atteints. Aprés ce district, c’est celui de l’Albula qui présente le taux le plus haut. 

Comment, dans un canton comme celui des Grisons, interpréter de telles différences ? 
Nous n’avons pas affaire 4 des territoires ot d’importantes cités peuvent drainer les 
malades et augmenter artificiellement le taux de mortalité de ces régions. Sur tout le ~ 
cours de I’Inn, dans la Haute-Engadine, dans l’Ober-Landquart — qui renferme Davos, 
centre médical important — dans ces lieux ott se rendent tant de malades, parmi lesquels 
il pourrait y avoir, tout de méme, un certain pourcentage de cancéreux, nous n’avons que 
des taux intermédiaires équivalant 4 peu prés a la moyenne du canton. Nous examinerons 
plus tard le canton des Grisons en fonction de ses caractéres anthropologiques. 

Sur la carte des décés par cancer sans spécification d’Ages, le canton de Vaud fait 
figure d’habit d’arlequin: des districts A taux moyen alternent avec des districts a faible 
taux. D’aprés la statistique de la mortalité dés l’4ge de 40 ans, c’est le district de la Vallée 
qui montre le taux minimum (27,6); aprés celui-la, c’est le district de Lavaux (28,1). 
Le district 4 maximum est le Pays-d’Enhaut (44,7) puis celui d’Oron (41,4). Le district 
de La Vallée est un pays d’agriculture et d’industries domestiques importantes; celui de 
Lavaux est couvert de vignobles. Le Pays-d’Enhaut, montagnard, et le territoire d’Oron 
sont presque exclusivement des régions agricoles. 


_ *Ce val ne renferme qu’une faible population. C’est peut-étre la cause de ce taux élevé qui ne serait alors 
quune apparence statistique. 
*Eug. PirtarpD: Etude sur la vépartition géogvaphique et ethnique du cancer, déja cité. 
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Le district et la ville de Lausanne, centre médical important, a aussi un taux élevé, 
le troisiéme dans l’ordre décroissant. Le district de Vevey, bordant le lac, ot: il y a de 
nombreux hotels et ott viennent séjourner tant de malades atteints d’affections diverses, 
n’a qu’un taux moyen de mortalité (37,4), égal a celui du canton. 

Le canton d’Uri qui vient, dans l’ordre de mortalité croissante, aprés le canton de 
Vaud, n’est pas administrativement subdivisé. Le taux inscrit est celui du canton tout 
entier. On peut s’étonner de trouver ici une si faible mortalité relative, surtout quand on 
sait que les cantons voisins, — sauf Berne et les Grisons — ont des taux beaucoup plus 
élevés. Ce taux relativement faible provient-il de statistiques insuffisantes ? Ou le canton 
d’Uri bénéficie-t-il des conditions qui assurent a ses deux voisins de l’ouest et de lest 
une place favorisée parmi les cantons suisses ? 

Le canton de Berne, qui comprend trois régions géographiques principales: les Alpes, 
le Plateau et le Jura, dont la population parle deux langues, dont les origines ethniques 
ne sont pas les mémes partout, dont les conditions de vie sociale sont variées, mériterait 
une étude approfondie. 

Il est divisé administrativement en 30 districts. Les trois districts 4 taux maximum 
sont Ober-Hasle (54,5), Frutigen (53,1), et Fraubrunnen (50,5); les trois districts 4 taux 
minimum sont Erlach (27,8), Interlaken (28,4) et Aarberg (31,5). Entre les districts d’Ober- 
Hasle et d’Erlach il y a une différence qui va du simple au double. 

On peut étre étonné de tels contrastes quand on constate que le district d’Ober- 
Hasle, région de haute montagne, a pour voisin le district d’Interlaken (minimum) qui 
ne lui céde en rien sous le rapport topographique mais qui a la moitié moins de cancéreux, 
et qu’a cété de ce dernier, le district de Frutigen est de nouveau une région a taux maximum! 

Le district d’Erlach (minimum) se trouve entre les lacs de Neuchatel et de Bienne, 
voisin du district d’Aarberg. 

Il y a quelque chose de déconcertant dans de telles constatations. 

Le canton de Berne renferme quelques villes d’une certaine importance; Berne, 
Bienne, des districts abondamment industriels et des districts exclusivement agricoles. 
Le taux moyen des décés dans les districts de Berne (centre hospitalier important) est de 
33,1; celui de Bienne (district industriel), 33,7. Ils sont tous deux tres au-dessous des 
districts montagnards de l’Oberland, lesquels ne pourraient pas invoquer, des raisons 
comme Berne pour expliquer leurs taux élevés. he ; 

J'ai mis a part quatre districts du Jura bernois de langue frangaise et j/ai calculé 
le taux de leur mortalité. Je trouve 43,25, chiffre beaucoup plus élevé que celui de la 
mortalité moyenne du canton tout entier (37,4). On meurt donc davantage dans le Jura, 
a partir de 40 ans, que dans le reste du canton (exception bien entendu des taux tres élevés). 

Cette constatation est 4 rapprocher du paragraphe ot nous avons constate que la 
Suisse latine renferme moins de cancéreux que la Suisse allemande. Le Jura bernois est 
en grande partie un territoire de langue francaise. Et c’est la région ot, dans le canton de 
Berne, on meurt le plus du cancer. J uy 

Nous reprendrons plus tard l’examen de plusieurs de ces districts. 

Le canton de Genéve présente aussi un taux de mortalité peu éleve: 36. I n'y a pas de 
différence marquante entre ses trois divisions administratives : ville de Geneve, rive droite (du 
Rhone) et rive gauche. La rive gauche a le taux le plus éleve (38,3). Peut-étre cette région 
doit-elle cette légére élévation a la présence, sur son territoire, d'un erand hopital : , 

Nous ne voulons pas poursuivre cette analyse pour tous les cantons. Elle nous entrai- 
nerait trop loin. Les exemples que nous avons donnés,montrent a quel point on constate 
des variations de taux, dans le méme canton, en passant d’un’ district a un autre. Les 
districts exclusivement montagnards ou ruraux présentent souvent un taux plus élevé 
que les districts citadins possédant d’importants centres hospitaliers. 
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Est-ce a dire qu il est impossible, en Suisse, de discerner, a l’aide d’une quantité 
plus ou moins grande de districts, des zones plus nettement cancéreuses et d’autres ne 
connaissant que tres peu la maladie ? 

J’ai esquissé deux répartitions générales du cancer; l’une comprenant les taux allant 
de 43,2 a 60,8; l’autre, les taux de 38,9 a 20,3, et j'ai, selon cet ordre, dressé la carte de la 
Suisse (carte N° rr), 

Nous retrouvons dans cette carte, grosso modo, le massif centre nord-est que la carte 
des décés sans spécification d’ages nous a appris a connaitre. Il n’a pas exactement la 
méme dimension. Et il faut y ajouter, a l’ouest de la Suisse, le canton de Fribourg qui ne 
figurait pas avec un pareil taux dans la carte que nous venons de rappeler. D’un autre 
cotc, nous voyons avec cette nouvelle disposition, disparaitre plusieurs régions a taux 
relativement forts; ces derniers sont remplacés par des taux moyens ou faibles. 


Avant de terminer ce chapitre je veux mettre en regard de la Suisse entiére, et des 
taux des cantons, les districts citadins les plus importants: 


Tableau Noe 4. 
TAUX MOYEN DE MORTALITE A PARTIR DE 40 ANS (SEXES REUNIS). 
Moyenne de la Suisse entiére: 40,8. 
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Ce petit tableau est fort intéressant. On y constatera que presque tous les centres 
urbains ont un taux moyen inférieur a celui des cantons auxquels ils appartiennent. Ne 
font exception que la ville de Fribourg (district de la Sarine), les districts citadins de 
Soleure et d’Olten, pour le canton de Soleure; les districts citadins de Lausanne, Morges et 
Vevey, pour le canton de Vaud; ceux de Brigue, Sion et Sierre pour le canton du Valais; 
le district de la rive gauche pour le canton de Genéve (différence inappréciable). Il ne sem- 
ble pas résulter de ce tableau — ainsi que nous l’avons déja supposé — qu’en Suisse les 
centres urbains — ici les lieux ou les hospices, hépitaux et les médecins sont en plus grand 
nombre —, augmentent artificiellement, du fait d’une concentration des malades ou d’une 
statistique mieux ordonnée, le taux de la mortalité de leur région. 

D’autre part, j’ai calculé la moyenne des 26 villes suisses indiquées ci-dessus, (Elle est 
de 37,9, c’est-a-dire inférieure au taux moyen de la Suisse entiére (40,8). 

Je sais bien qu’une importante constatation comme celle-ci, qui élimine certaines 
idées préconcues au sujet des taux citadins de mortalité, ne peut pas étre valable telle 
qu'elle pour les autres pays. Je veux bien qu'elle n’a pas de valeur comparative absolue. 
Mais je me demande tout de méme s’il ne serait pas possible de l’étendre a des Etats dont 
les statistiques sont considérées comme exactes. Je rappelle qu’en France j’ai signalé un 
fait assez rapproché de celui-la, en comparant plusieurs départements ayant de grands 
centres hospitaliers 42 des départements voisins qui ne présentaient pas cette particularité. 

Cette vue d’ensemble trés générale de la répartition du cancer en Suisse, nous permet 
maintenant de passer a l’étude des caractéres anthropologiques de la population. 


2. LES CARACTERES ANTHROPOLOGIQUES PRINCIPAUX DE LA SUISSE. 


Malgré ce qu’a priort on pourrait imaginer, la Suisse est un pays dont on est loin de 
connaitre les caractéres anthropologiques. A plusieurs reprises déja, ont été nommées 
des commissions qui devaient entreprendre des enquétes ethnologiques dans tout le pays. 
Jusqu’a présent elles n’ont pas mené a chef leurs projets. On ne peut guére citer comme 
résultat de ce devoir collectif que les cartes de la couleur des yeux et des cheveux publiées 
par Kollmann ? et, secondairement, par Studer (canton de Berne). Il est 4 souhaiter que 
ce pays, dont l’intérét anthropologique saute aux yeux des moins informés, sorte de cet 
état d’apathie a tous égards préjudiciable. Cet exorde est pour dire que, malgré les appa- 
rences, nous ne pourrons apporter ici que des renseignements fragmentaires. 

Au premier coup d’ceil, on peut croire, 4 cause de ses trois langues nationales — diver- 
sité linguistique qui se complique encore dans le canton des Grisons — que la Suisse est 
un complexe ethnique composé, surtout, de trois éléments humains. I] faut se souvenir 
que la langue parlée par une population n’a souvent aucun rapport avec la qualité ethnique 
de celle-ci. En Suisse, le canton du Valais est un exemple a citer d’une telle disjonction. 
Aprés avoir parlé une langue celtique, les Valaisans, conquis par Rome, acceptérent la 
langue des vainqueurs. Les invasions germaniques — de langue germanique — venues des 
cantons allemands voisins, ont imposé une nouvelle langue. Une partie importante du 
Valais parle aujourd’hui le francais. Or, ces populations qui ont subi quatre autorités 
linguistiques, n’ont pas changé pour cela leurs caractéristiques morphologiques. 


ee abe KOLLMANN: Die statistischen Evhebungen tiber die Farbe dey Augen, dev Haare und der Haut in den 
Schulen dey Schweiz. (Denkschriften der Schweizerischen Naturforschenden Gesellschaft, 1881-82.) 
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La taille en Sursse. 


Nous la connaissons principalement grace aux recrutements militaires. En Suisse 
peut-étre plus qu’ailleurs, il faut prendre la précaution, lorsqu’on utilise de tels documents 
de s’en tenir exclusivement a une seule statistique. J’ai sous les yeux les chiffres fournis 
par les recrutements militaires de deux groupes d’années 1884-1891 et 1908-1910. Pour 
chaque canton, les moyennes qui représentent chacun de ces groupes d’années sont 
différentes. La taille a notablement augmenté en Suisse entre ces deux périodes. Nous 
choisirons, pour les discussions a venir, la statistique la plus récente. 

L’étude de la taille en Suisse est d’un trés grand intérét. A cause de la variété qu’elle 
présente en passant d’une région a une autre, on peut faire, a son sujet, toutes espéces de 
raisonnements. Comment, par exemple, expliquer les trés petites tailles — pour un Etat 
européen — des habitants des deux demi-cantons d’Appenzell (1 m. 605 et I m. 620) ? 
Comment expliquer, en plein coeur montagneux de la Suisse centrale, les tailles relative- 
ment hautes des demi-cantons d’Unterwald (1 m. 672)? Peut-étre pouvons-nous interpréter 
ces différences en faisant appel a1’ Histoire? Ce n’est pas un hasard de statistiques et ce n’est 
pas non plus une influence mésologique — dont on ne verrait pas l’explication — qui, 
dans l’enquéte sur les types blonds aux yeux bleus, place, dans le canton d’Appenzell, une 
moyenne de 10% de ce type, tandis qu'il n’y en a que 4% dans le canton d’Unterwald ! 

Nous avons divisé les 25 statures cantonales en trois groupes: celles qui sont au-dessous 
de la moyenne (1m. 65), celles qui s’échelonnent de 1m. 65 4 1m. 67 et celles qui dépassent 
ce dernier chiffre. La carte suivante (carte N° 12) rend trés visible la répartition de ces 
trois types de stature. ; 

On y constatera que les petites tailles forment un groupement, assez peu dense d’ail- 
leurs, dans l’est de la Suisse (le canton des Grisons excepteé) ; elles constituent une enclave 
a l’ouest: le canton de Fribourg. La presque totalité des recrues suisses ont une taille 
comprise entre I m. 65 et I m. 67. 

Quatre ilots de haute taille se remarquent: Bale-Ville, Genéve, les deux Unterwald 
et Schaffhouse. Pour Bale-Ville et Genéve, l’explication de ces hautes tailles n’est pas 
difficile ! Il suffit de faire jouer le facteur de l’influence citadine, élévatrice de la stature 
partout '. ake: 

Reste alors le canton d’Unterwald qui constitue un ilot d’individus trés grands, 
planté au centre de la Suisse. Avec le canton d’Appenzell, nous avons donc deux ilots 
de caractéres absolument opposés, |’un dont la taille des hommes n’est que de I m. 61, 
tandis que l’autre atteint 1 m. 68; sept centimétres de difference en comparant la taille 
moyenne des deux régions qui sont 4 une si petite distance l’une de l'autre, ily a de quoi 
surprendre ! ; 

Ces grandes tailles moyennes d’Unterwald et ces petites tailles moyennes d’Appenzell 
sont-elles des moyennes fictives obtenues a l’aide de nombres exceptionnels ? 


En utilisant la formule tailles inférieures a 1 m. 5° , nous trouvons les fractions sui- 
tailles supérieures a L Mm. 70 

vantes: Unterwald-Obwald, 5/43; Unterwald-Niedwald 3 /32; Appenzell, Rhodes exte- 
rieures 15 /15; Appenzell, Rhodes intérieures 19 /8, qui sont une démonstration bien nette 
de la réalité des grandes et des petites tailles dans ces deux groupes de cantons. En réu- 


nissant les deux Unterwald, la proportion des tailles atteignant et dépassant I m. 70 


esuade 30,3. %, 
Nous examinerons les détai 


comparaisons entre les caractéres morphologiq 
serons a l’examen des districts. Pour le mome 


Ils de l’enquéte sur la taille lorsque nous établirons les 
ues et la présence du cancer. Alors nous pas- 
nt, nous pouvons constater que le massif 
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cancéreux du centre nord-est de la Suisse ne parait pas occupé par des populations dont 
une stature élevée serait une des caractéristiques morphologiques. En additionnant la 
taille des cantons qui composent ce massif (Unterwald et aussi les deux Appenzell exceptés) 
je trouve seulement, comme moyenne, 1 m. 655. Reste a voir, encore une fois, ce que 
nous montreront les districts. 


* 
* * 


Aprés la constatation de ces faits généraux, il est nécessaire de jeter un coup d’ceil 
sur la répartition de la taille selon les districts (carte N° 13). Nous aurons une indication 
plus précieuse que celle donnée par les distributions globales par cantons. Nous ne signa- 
lerons que les districts dont la stature des habitants est inférieure 4 la moyenne I m. 65 
ou dépasse cette moyenne (dés I m. 66). 

Canton de Zurich: Trois districts sur onze ont une taille inférieure 4 la moyenne et 
trois dépassent celle-ci. Le district 4 plus petite taille est celui de Bulach (x m. 643); 
celui de plus grande taille est Zurich (1 m. 676); puis viennent ceux de Meilen (x m. 666) 
et Wintherthour (x m. 663). 

Canton de Berne: Parmises 30 districts, il y en a 13 qui sont au-dessous de la moyenne 
et 5 qui sont au-dessus. Nous relevons quelques districts de taille particuliérement petite: 
Schwarzenbourg (Im. 619), Signau (1 m. 630), puis Seftigen, Thun et Trachselwald 
(I m. 639). Les districts a taille élevée sont d’abord ceux de Berne et de Bienne, 
puis les districts du Jura de langue francaise, Porrentruy et Moutier (1 m. 664 et 1 m. 665), 
enfin celui d’Ober-Hasle en plein Oberland (1 m. 662). Ce dernier chiffre est 4 retenir. 

Canton de Lucerne. Un district au dessous de la moyenne: Willisau (xr m. 642); un 
au-dessus, Lucerne (xr m. 664). 

Canton de Schwytz. 1 m. 644 (H6fe), 1 m. 667 (Schwytz). 

Canton de Fribourg. Aucun district n’arrive 4 I m. 66, pas méme celui de la Sarine, 
dans lequel se trouve la ville méme de Fribourg. Trois districts sont au dessous de I m. 65. 

Canton de Soleure. Ce canton a une taille moyenne relativement élevée (I m. 662). 
Sur Io districts, il y en a sept qui atteignent et dépassent 1 m. 66. Un seul district est de 
petite taille: Kriegstetten, 1 m. 648. 

Canton de Schaffhouse. Tous les districts de ce canton sont, comme ceux de Soleure, 
au dessus de I m. 66. ) 

Canton d Appenzell. Nous signalons de nouveau dans ces deux demi-cantons la trés 
petite taille relative des hommes qui les habitent. Les tailles des districts s’échelonnent 
de I m. 60 4 rm. 623. Ce sont les plus petites statures de toute la Suisse. 

Canton de Saint-Gall. Dans ce canton, qui enclave Appenzell, nous ne constatons 
guére que de petites statures. Deux districts seulement (sur 15) atteignent I m. 651 
(Sargans) et un dépasse la moyenne: I m. 673 (Saint-Gall), 

Canton des Grisons. Sur les 14 districts de ce canton, six dépassent I m. 66 et trois 
n’arrivent pas a la moyenne de I m. 65. © Say Neate: 

Canton ad’ Argovie. Il est de haute taille moyenne. Sur onze districts, six depassent 
I m. 66. Un seul, Bremgarten, est au-dessous de la moyenne (I m. 648). Pourquoi ce canton 
présente-t-il cette caractéristique générale de posséder une pareille stature, relativement 
élevée ? Serait-ce que nous avons chance d’y rencontrer de nombreux représentants de 
la race nordique ? ef ap lee ae 

Canton de Thurgovie. Petite stature moyenne. Aucun district n’arrive a I m. 66. 

Canton du Tessin. Sur huit districts, six n’arrivent pas a montrer une taille moyenne 
de x m. 65. Un seul, Valle Maggia, atteint 1 m. 66. KN ¢ . 

Canton de Vaud. Taille moyenne dépassant 1 m. 66. Sur les 19 districts de ce canton, 
quatorze atteignent et dépassent 1 m. 66. Aucun n’a une taille inférieure a I m, 65. 


Cartogramme N° 13. 
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Canton du Valais. Deux districts n’arrivent pas 4 1 m. 65, sept atteignent et dépas- 
sent I m. 66. 

Canton de Neuchdtel. Aucun district n’a une taille inférieure A x m. 65. Trois d’entre 
eux (sur six) atteignent et dépassent 1 m. 66. 

Ce rapide examen des districts nous montre la variété des statures en Suisse. Ce pays 
renferme aussi bien des régions a trés petite taille comme les deux Appenzell, certains 
districts du canton de Saint-Gall, que des districts 4 haute stature, Genéve, Bale-Ville, 
certains districts vaudois (La Vallée:  m. 682), ou Grisons (Maloja: 1 m. 681). 

Les districts exclusivement citadins de haute taille comme Bale-Ville et Genéve, 
ne présentent, pour l’étude que nous entreprenons ici, qu’un assez maigre intérét. C’est 
qu aussi le développement naturel de la taille ne s’y effectue pas dans les mémes conditions 
que dans les districts ruraux ou montagnards. 

Nous allons constituer, avec les tailles de mémes valeurs, divers groupes de facon 
a les comparer en mettant en regard les taux de mortalité par cancer afférent 4 chacun 
de ces groupes de tailles (par districts). Le tableau N° 5 est composé 4 l’aide des statures 
les plus petites. Cinq cantons seulement figurent dans cette liste. Aucun district de langue 
frangaise n’est indiqué; il y a deux districts de langue italienne, le reste est de langue 
allemande. 


Tableau N° 5. EXAMEN DE LA TAILLE EN FONCTION DES TAUX CANCEREUX. 


RES PRE PE AT I SUP I ED SG NET QR TES SESS 2 ER NET 


Statures dépas- Taux de mortalité 
Cantons Districts sant I m. 660 
Taille les deux sexes hommes 
i * 

Rhodes intérieures . ... . 160,5 48,6 Re 

A ll IMITELe LAT Gast ene sen cal nade es I61,6 42,1 30,5 
1 a ae ME VOUGerlan dhe saww wctah ds es 161,9 36,4 3754 
iciiiterlandaane a hea eis : 162,3 49,4 47,4 

RosgenburesyAlths ey) 162,0 60,6 64,6 

foggenburg, Ober ic.) 5... 162,9 36,4 38,1 

Gasterrim tated cae sas ean eek 163,5 4754 50,— 

St-Gall. . Paicheintal<Obere yds ot 3 fu 163,8 30,4 29,- 
Toggsenbure, Nied\iiges . 163,1 46,6 48,4 

ossenbure wWnter ants 163,7 54— 61,2 

VA ip Pe) Bee eee ee 163,9 51,2 58,9 

Scawarzen Dire pte is men le 161,9 34,3 46,2 

— sve ES Ele a ES 163,9 47.5 55,8 

Berne PEG OT CULAU prouiie toal a) 8 vince siete fcc. 163,— 40,3 44,9 
A oyb ES: atB” os: ie An shir hyo) mean 163,— 35,0 3597 

cirachselwaldieua tee heel ke 163,9 34,- 35,9 

ei Out Pee en ANE SCUSE RY ee), taal. 3» 163,8 44,6 49,4 
: IBelWINZONE Mast Teli teh ais’: 163,7 32,3 19,1 
PESUA,  s » ESIC OME RE ola fos wie: aes ue 162,9 31,8 20,— 
Moyennes..... — 42,60 43.45 
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Dans un autre tableau, nous avons rassemblé (tableau N° 6) toutes les statures 
dépassant 1 m. 660. On constatera combien ce second arrangement contient un plus 
grand nombre de districts que le précédent. A voir la colonne des taux de décés, il semble 
que les districts de haute stature de la Suisse allemande soient plus touchés par le cancer 
que les districts de la Suisse frangaise. 
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Tableau N° 6. EXAMEN DE LA TAILLE EN FONCTION DES TAUX CANCEREUX. 


a 


Statures dépas- Taux de mortalité 
Cantons Districts sant I m. 660 
Taille les deux sexes hommes — 
eee EE SE eee 
Meileniin} 321") ely ean eee 166,6 50,— 54,2 
Winterthour: -1).8) aa5 eee 166,3 42,1 4553 
ZUTiCn as 92, ari ve JN CUTICI ass la ae 167,6 42,3 45,4 
Berne?" 30). ts Gane eee 166,6 33,1 34,9 
Bienne: 5.7%): 455 le tare ee eae 166,5 33,7 34,7 
Moutien: #2 (4 [sagen eee 166,4 44,9 53.4 
Berne : | Ober-Hasle\ sos ena 166,2 54,5 60,7 
Porrent uy? oye eee 166,5 39,7 45,— 
Lucerne’ :., 4° +) lucerne ge ee 166,4 40,8 44,5 
schwytz =. 2). -Schwytz/e,)5 te eee 166,7 52,8 58,5 
Obwaldit wy. eine ean eee ees 167,4 Dye Y Pa 
Unterwald INidwald.o ie te entries = 167,1 ride tee 
BalsthaliGauh, sae eee 166,3 46,1 55,1 
Buchege ber srunnas eee 166,— 31,7 32,6 
Dormeck eG ecgae he ae 166,8 33,3 34,4 
Soleure. -“(\GOSSeT aise er ene eee 166,9 39,4 47,3 
Lebernyr. (oe: hse aes 166,3 40,2 44,5 
Olten Ament. ate oe eee 166,9 49,4 61,7 
\ SOleuTe. air.) ecu e ar me 167,8 44,1 48,4 
Ville ssi. hb ees car ee eae ee 168,9 41,4 43,- 
Bale . . 1 Campaenes, jin d ieee ve i 167,3 59,4 64,1 
ATICSHC ie me ay eee 166,3 38,2 37,3 
sissach. aj.) SU ieaiena Wane ae 166,— 38,8 4257 
Klettgauy @ bernie. ere 167,9 46,5 60,-" * 
Kiettgau alin tem: eas meena 167,6 35,3 52 
Reiathanp. eva? aie ee ae 167,3 39,2 53,1 
pche hones Schatihouse \'y),ysmsen.an eee 167,1 39,2 41,1 
Schieitheinr sen seen re 166,7 44,7 38,9 
Stein. Fahy ie ler nk Ce ee 166,7 50,9 48,3 
St-Gall js eunl. )St-Gallee Avene sea ve eee cue 167,3 42,4 45,1 
{Al bila ee eens? cette wee Tk eee 166,2 48,2 5455 
Heinzénberg. 00.9.4 167,— 31,6 39,2 
A Elin terrhein aie caon eal eee 166,1 30,9 42,2 
Crisoas: andquart: © eres. seen 166,9 26,8 26,5 
[ iso Pe Ca RLS A WB A 168,1 37.- 37,8 
Pleseuy (iy, Scas tae tae eames 167,2 35,8 41,3 
ATAU Cn? ee ceiee  aee een 166,8 39,8 50,4 
Badeng.”. Uta wher sees 166,3 43,2 47,5 
. Brugge i) Reet Cae 166,7 37,2 40,2 
niece fas atone Lanienbourgsf ant are 166,9 38,8 36,6 
Rhetnfelden i. wuacuel ees 166,7 40,1 44,7 
LUTZACH 575 ee trate aes 167,— 50,3 61,5 
Tessin . . * Valle Magpia Sui: een ae 166,— 36,6 31,6 
Aubonne we. |. ake ere ee 166,4 32,2 3554 
Avenches 4:75 |4.bdiviiusmuue ne 166,6 34,0 34,6 
Cossonay =). 1. yi cuaeees 166,2 34,- 30,9 
Grandson: . su.cul.b os eee 66,1 34,1 39,6 
Lausanne iii tr gr ee ale 167,1 40,3 37,8 
La Vallée ce ths ut eee 168,2 27,6 37,1 
Vasa os a Lavaux: tas ee Ce 167,8 28,1 23,2 
t MOP ROG ah Uc? oftig shoe na ee 166,9 38,6 40,— 
Nyon tel tea eee 167,2 27,6 34,6 
ORDE ie ksig ts Wet an) a) ipatides es 166,4 39,- 29,8 
OPOn as tis) aati MA une cee 166,2 41,4 Bie2 
ROME sig ok 3 cok Le 166,7 32,5 373 
Vevey Coa. ny een eee 166,5 37:4 36,7 
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Tableau N° 6 (suite). EXAMEN DE LA TAILLE EN FONCTION DES TAUX CANCEREUX. 


Statures dépas- Taux de mortalité 
Cantons Districts sant I m. 660 
Taille les deux sexes hommes 

SOUCY Se Rtn asks se chaste: Betts 166,— 41,6 43,- 

Neuchatel. . . . / La Chaux-de-Fonds. .... 166,4 35,1 ai 
Weuchatels “2+. <4) 167,3 36,7 35,6 

WiilicMebea. aley Ps Woke” S14. 168,1 37,9 39,9 

ie one Commeme En LUVEVCTOILG 6 os, se es as 168,7 B7a 35,8 
ives Sal OWeue ss oy cen Ks, Ws 168,4 38,3 37,6 


Moyenne de la Suisse allemande: 46,48. 

Moyenne de la Suisse frangaise: 34,84. 

Dans un septiéme tableau, j’ai sorti tous les districts dont la stature moyenne dépasse 
Im. 67 et je les ai classés en deux sous-groupes: Suisse allemande, Suisse francaise. 


Tableau N° 7. 


STATURES DEPASSANT I M. 67 DANS LA SUISSE ALEMANIQUE (ET RHETIQUE) ET DANS LA 
SUISSE ROMANDE, ET TAUX CANCEREUX. 


Taux de mor- 


Cant District Taille 
antons ISUTICtS talité hommes 


Suisse alémanique (et rhétique). 


A UGICH MMMM ee LUTICDS el eilss vs oy ahs 167,60 45,4 
OD walcliisprme. wiry nits 167,4 57- 
We teewald, | Nidwald Renee 167,1 66,8 
SOLCULCM Ean LE OOLCTILG Ts) 68 5) s,s se dhe 167,8 48,4 
R WANE Sc ok SY oie) on 6 168,9 43,—- 
oe Be (AC am PaPe <a cu tise <ul es 167,3 64,1 
SUE GG) Boe Bet 167,9 60,— 
Klettgau, Unter... . 167,60 32,1 
pe adbouse IsGend iiss see ol eo. ooeeeeec 167,3 53,1 
Schaffhouse. | = 2. = %. 167,1 41,1 
Sie Gal eerie mes a t= Galle see ee 6? ti sor 167,3 45,1 
Heinzenberg. ....- .- 167,— 39,2 
Grisons . Be MalOj amiss swe) ore ibs 168,1 37,8 
IRR Y g Gd So Olo. ae 167,2 41,8 
IGOVIC.. aes) 2UIZACD. 4h es 8 es 167,- 61,5 
Moyennes... . 167,5 49,09 

Suisse vomande. 
Peisanieneia etiksic os) « ; 167,1 37,8 
Waal 3-6 ay ae 5 RS AYEMIEST Re Sane omc 168,2 37.1 
Mea VAN es cle) 167,8 23,2 
IN VOtGME res te +) ed 8s 167,2 34,6 
Neuchatel. . .. Neuchatel. ..-...-- 167,3 35,6 
Wilders vsie ss 168,1 39,9 
Genéve ... . .}Rivedroite.....-- 168,7 35,8 
Rive gauche. ....- - 168,4 37,6 
Moyennes... + 167,8 36,45 


aE 


= 100 tore 


De l’examen de ces différents tableaux, il semble résulter que, pour la Suisse entiére, les - 
hommes de haute taille appartenant a la Suisse alémanique — nous ne disons pas encore 
de race nordique ou germanique — sont plus souvent atteints par le cancer que les 
hommes de haute taille de la Suisse francaise. 


Les districts les plus cancéreux et les moins cancéreux de la 
Suisse examinés en fonction de la taille. 


Le district qui posséde le taux maximum de mortalité est celui de Muri, dans le canton 
d’Argovie: 80,1 sur 10.000 personnes agées d’au moins 40 ans. Ce chiffre est obtenu par 
les deux moyennes: masculine 86,1, féminine 74,6. Le district de Muri dépasse de bien 
loin celui de Willisau (Lucerne) qui vient ensuite (63,2). 


2,10 (aujourd’hui 58,9). 


Nous n’avons malheureusement aucun document anthropologique sérieux pour ces 
deux circonscriptions. La stature du district de Muri est 1 m. 652, celle de Bremgarten 


D’autre part, je ne connais rien des caractéres craniens de cette région. Le canton 
d’Argovie appartient, dans la répartition des types blonds avec yeux bleus, 4 une zone 


Pour ne pas Tester sur cette impression déconcertante, j’ai rassemblé les taux de 
mortalité du massif centre nord-est dont il a été souvent question. II est peu différent si 
nous le composons avec les taux de mortalité dés 40 ans ou avec les taux sans spécification 


za est possible qu'il faille envisager ici un phénoméne de statistique obtenu avec de trop petits nombres. 
F. ScHWERz: Die Volkerschaften dey Schweiz von der Urzeit zur Gegenwart, Stuttgart, 1915. 


Tableau No 8, 


| 


| Taux de mor- 


Cantons Districts talité 4 partir de Statures | 
40 ans 
a 
Entlebuchya. a) sane 50,8 165,3 
Ricca: VAMUIDER IIR eed AM ul ge ae > 63,2 164,2 
Sursees Pui ssinh e 58,8 105,- 
Hoehdorre: Sa) tee 52,— 165,1 
Dey aria ne, pe re 80,1 165,2 
Argovie.-. ... Bremegartenny see 58,9 164,8 
PAWw Hel nis eee eee 50,3 167,— 
LOUR PRI rs ve lobe; LOU CH Me Geen he ee hed 51,5 65,7 
NIC ONGWEZ ate Ck ee eee, 52,8 166,7 
ieinsiedelive 2° Sy hh 55,8 165,7 
Schwytz. OPE Glows a ta ne eds 57,3 164,4 
aT Chin ms cohen e eT 55,8 165,2 
Dieter te.\ Vivaro, Ress 50,— 166,6 
Zarikheas © ; Affoltern si Fig ante SabePoun ts 53.4 164,7 
ETT TAWA baa rales seas Si te 51,4 165,3 
tation. ene See 51,1 165,4 
: Diessenhofen ....., 61,2 164,9 
Thurgovie . Miinchwilen. ..... 54,7 Hp t64r4 
NVA MON Bos a5) 3 ehem Go 51,2 163,9 
° Toggenburg, Alt. . .. 60,6 162,— 
Ce Toggenburg, Unter. . . 54,- 163,7 
Seebezitks asa) so 6 58,— 164,6 
penaundmsem uric: | Stein ks sn. se so 50,9 166,7 
Moyennes . . 55,8 165,1 


et ee ele 

Nous voyons figurer, dans ce tableau des taux maximum cancéreux, une ou deux 
tailles notablement au-dessous de la moyenne. Dix d’entre elles n’atteignent pas I m. 65, 
quatre dépassent 1 m. 66. Les plus petites tailles sont dans le canton de St-Gall. Elles 
apparaissent comme un prolongement de cette zone de trés petite stature que nous avons 
trouvée dans le canton d’Appenzell. 

La taille moyenne en Suisse est r m. 657 — celle de ce massif trés cancéreux est 
I m. 651, a peine différente. dg 

Le taux moyen de mortalité cancéreuse en Suisse (dés 40 ans) est 40,8. Ici il est de 55,8. 

Le groupe Lucerne, Unterwald, Schwyz, Zoug doit étre peuplé par des hommes en 
majorité brachycéphales. Peut-étre n’en est-il pas ainsi dans les districts septentrionaux. 
Nous constatons encore une fois avec regret combien est lamentable notre ignorance des 
caractéres anthropologiques de la population suisse. ; 

La répartition des types blonds (d’aprés Schwerz) nous montre que le canton de Zurich 
est le plus riche de ce type et la répartition des types bruns nous montre également une 
assez grande abondance de ce caractére dans ce massif cancéreux. wad 

En somme, devant la pénurie des documents anthropologiques actuellement envisagés, 
nous ne pouvons rien conclure au sujet des rapports possibles entre les taux maxima du 
cancer et la race, pour ce qui concerne le massif suisse le plus cancéreux. 

A Vautre extrémité de l’échelle des taux de mortalité, nous trouvons d’abord le 
canton du Valais, puis quelques districts isolés, celui de la Riviera (Tessin) 20,4; d’Ober- 
Landquart (Grisons) 26,8; d’Interlaken (Berne) 28,4. Les statures de ces districts sont 
respectivement: 1 m. 648, I m. 669, I m. 651. Les caractéres craniens des seuls Grisons 
nous sont connus. Ils accusent la brachycéphalie. La répartition exacte des types 
blonds et des types bruns dans ces districts, nous ne la savons guére, sauf pour ce qui 
concerne le canton de Berne. Le district d’Interlaken ne contiendrait que 12 % d’indi- 
vidus possédant le type blond pur. 
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Dans l’Oberland bernois les districts s’échelonnent de la facon suivante, selon la 
proportion des types blonds qu’ils renferment: 


Tableau No 9. 


Districts Types blonds Taux de 

pour I00 mortalité 
Thoune’. (3. )..9h07. 2 eee cc 10,— 33,0 
Nieder-Simmenthal . ia eis naan eae II,— 34,2 
Interlaken. icc i) ites ee 12,- 28,4 
Frutigenn | 0 vp eee ve ere Onn 13,- 53,1 
Ober-Hasle !e.0 ig ste eat ee es 16,7 5455 
Ober-Simmenthaly Wevyctm- tee ee ee " 17,5 39,2 
Saanen 5. |)).:2kp-o eee aed Cees 28,3 45,8 
MOVENNES ee een: 20,8 46,5 


Dans cette région les districts les plus blonds sont nettement plus cancéreux que les 
districts les moins blonds. Peut-étre faut-il retenir ce résultat ? 

Est-ce & dire que nous trouvons la une confirmation de ce que nous a montré — 
semble-t-il — l’étude générale de l'Europe ? Il faut savoir attendre. 


L’indice céphalique. 


Si nous pouvons constater que la stature des Suisses est bien connue, nous ne pouvons 
pas, hélas, faire la méme constatation pour ce qui regarde les autres caractéres morpho- 
logiques et descriptifs. Depuis longtemps déja, nous l’avons dit, il est question, au sein des 
sociétés scientifiques, d’instaurer une vaste enquéte anthropologique dans tout le pays. 
Jusqu’a ce jour l’action n’a pas suivi la parole. Toutes nos connaissances relatives a 
Vindice céphalique en Suisse sont le résultat d’efforts individuels. 

A l’égard de l’indice céphalique, de trés grands territoires sont encore totalement 
inconnus. 

En 1867, His et Rutimeyer (Crania Helvetica), aprés avoir étudié environ 250 cranes, 
les uns «des temps historiques», les autres des temps contemporains, avaient établi 
quatre types craniens en Suisse: le type de Sion (des temps préromains); le type de 
Hohberg (des temps romains au V€ siécle aprés J.-C.) ; le type de Bel-Air, del’époque burgonde 
et alémane (du V® au Ix® siécle) ; le type de Disentis (du moyen-age et des temps actuels). 
L’indice céphalique du premier est 77,2, celui du second 70,0. Les deux autres sont respec- 
tivement 73,89 et 86,5. Une telle classification n’a guére aujourd’hui qu’une valeur histo- 
rique. Mais elle montre que la Suisse a été habitée a des périodes qui ne remontent pas 
trés haut dans le passé, par des populations dolichocéphales aussi bien que par des popu- 
paee brachycéphales, les premiéres’ paraissent avoir été, pendant des siécles, prépon- 

érantes. 

Ce qu’il faudrait savoir, aprés de telles constatations, c’est si les populations dolicho- 
céphales, qui, autrefois, occupaient telle ou telle partie de la Suisse, l’occupent encore. 
Que des changements, que des déplacements d’une certaine importance s’opérent parmi 
les habitants d’une ville, ou il existe toujours une certaine proportion de population flot- 
tante, cela est l’évidence méme, et les caractéristiques ethniques d’une grande cité peuvent 
se modifier au cours des générations. Il n’en est pas de méme dans les territoires monta- 


gneux et ruraux, ou la seule possession du sol assure la pérennité des caractéres. Dans les 
pays ot le régime de la petite propriété est en vigueur, rien n’est plus immuable — ou rien 
n’a été plus immuable — que |’agriculteur sédentaire. D’aprés deux ou trois études préli- 
minaires, il semble que certains flots ayant un type cranien spécial — les dolichocéphales 
du Valais (région Sion-Sierre), par exemple —, ont gardé, depuis le protohistorique, leurs 
caractéres morphologiques. 

Le beau tableau anthropologique que pourrait montrer la Suisse n’est encore revétu 
que de quelques touches sur deux ou trois endroits: le canton du Valais, la Suisse centrale, 
les Grisons, quelques rares autres régions. 

Lorsque Deniker a établi sa carte de l’indice céphalique en Europe, il a constaté et 
souligné la pauvreté des renseignements concernant la Suisse. Il croyait pouvoir fixer 
a 81,7 (83,7 sur le vivant) l’indice moyen du pays entier. I] se basait pour cela sur l’examen, 
par Kollmann et Hagenbach?, de 232 cranes déposés au musée de Bale, provenant de 
diverses parties du pays. Plus de la moitié de ces cranes (53 %) ont un indice au-dessus 
de 80 (82 sur le vivant); plus d’un tiers sont mésocéphales (indice 77 4 82). Cependant, il 
n’a pas cru devoir reporter sur la carte cette indication. Ila eu raison. Pour un pays comme 


la Suisse, une telle moyenne n’eut rien exprimé. S’il est un Etat pour lequel des enquétes 


régionales s’imposent c’est bien celui-la. 

Les caractéres anthropologiques de la population vivante ont été en Suisse 1l’objet 
d’un trés petit nombre d’observations. La plupart de nos documents craniologiques, 
nous les avons obtenus en étudiant les ossuaires. Cette pieuse coutume, évidente survi- 
vance de la sépulture au second degré du Néolithique, n’existe que dans les cantons catho- 
liques. Ceux-la surtout figureront dans l’exposé que nous allons tenter. 

L’ouvrage classique de His et Rutimeyer ? contient les données relatives 4 une série 
de 100 cranes modernes provenant de l’ossuaire d’Emmetten (canton d’Unterwald). 
L’indice céphalique moyen de ces 100 cranes est 84,6 (soit 86,6 sur Je vivant). Soixante- 
six de ces cranes sont nettement brachycéphales (type de Disentis); trente-quatre se 
rapprochent du type dit de Sion (moyenne 81,6). is 

Plus tard, Beddoe 3, étudiant une petite série de 20 cranes a Stans, trouve l’indice 
céphalique 83,6 (85,6 sur le vivant). 

En 1808, O. Schiirch 4, dans un travail d’ensemble sur la Suisse centrale, examina, 
dans le canton d’Unterwald, les cranes des ossuaires de Buochs et de Stans. Les indices 
céphaliques de ces deux localités sont respectivement (sur le vivant): 85,65 et 85,4. La 
brachycéphalie moyenne du canton d’Unterwald ne peut plus faire de doute. Dés mainte- 
nant, que le lecteur veuille bien se rappeler la haute stature de cette population. J 

Schiirch a porté ses investigations sur d’autres cantons de la Suisse centrale. Les cranes 
de Hasle (Lucerne) lui ont fourni l’indice céphalique 82,8 (84,8 sur le vivant); ceux de 
Schattdorf et d’Altdorf dans le canton d’Uri, respectivement 83,96 (85,96 sur le vivant) 
et 83,71 (85,71 sur le vivant). } 

Voici trois cantons de la Suisse centrale qui nous apparaissent comme un massif 
trés net de brachycéphalie. Avons-nous le droit d’étendre ce caractere a leur péripherie, 
méme aux cantons les plus voisins ? Je ne serais pas éloigné de répondre par I’affirmative. 
Mais ce n’est qu’une présomption. 


1 KOLLMANN et HAGENBACH: Die in der Schweiz vorkommenden Schddelformen, Verhandlung der Natur- 
forschenden Gesellschaft, Basel, 1884-1885. 

2 His et RUTIMEYER: Crania Helvetica, Basel und Genf, 1867. 

8 |. BEDDOE: The races of Britain, a contribution to the anthropology of Western Europe, Bristol and London, 
1885. 

40. Scutrcn, Neue Beitrdge zur Anthropologie der Schweiz, Berne, 1900. 
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Deux autres cantons sont assez bien connus quant a leur craniologie: celui du Valais 
et celui des Grisons. Le premier surtout a été l’objet d’enquétes suivies aussi bien sur la 
population vivante que sur les documents ostéologiques renfermés dans ses ossuaires }. 

Le canton des Grisons, a cause des souvenirs historiques qu’il évoquait, par la présence 
de populations parlant d’anciennes langues dérivées du latin, fut trés vite un objectif 
anthropologique. En 1859 déja, Baer ? y étudiait 6 cranes romanches du Churwalden 
(au sud de Coire). Il leur attribuait un indice trés élevé (90,8). Quatrefages et Hamy 2 
mesurant 6 cranes des environs de Coire et un crane de Disentis indiquaient les valeurs 
respectives 84,3 et 88,2. 

Beddoe donne I’indice céphalique moyen 83,6 pour 36 cranes de Davos. Scholl 4 a 
publié les mesures de deux séries de cranes des Grisons: 35 cranes de Davos (indice 
85,3), Io cranes de Poschiavo (indice 85). Les séries de Beddoe et Scholl échelonnent leurs 
indices de 78,1 4 89,9. Dans ces séries on ne rencontre donc pas des types dolichocéphales 
vrais. 

Eugéne Pittard® a publié une série de mémoires sur la craniologie de diverses parties 
des Grisons, marquant la trés réelle brachycéphalie de cette population et marquant 
aussi, pour certaines régions, les grandeurs exceptionnelles des cranes qu’il étudiait. 

Wettstein ® reprenant l’examen des ossuaires de la Vallée du Rhin, de Disentis et 
environs, obtient l’indice céphalique moyen 85,4. 

J’ai encore des notes inédites sur des cranes étudiés dans la région de l’Albula. Je 
puis affirmer que la majorité d’entre eux sont du type brachycéphale. 

Ainsi donc, d’un examen qui a porté sur cing ou six endroits différents, a d’assez 
grandes distances géographiques les uns des autres, il semble bien ressortir que la popula- 
tion du canton des Grisons — la population rhétique — appartient, dans sa trés grande 
majorité, au type brachycéphale. De plus, pour une certaine quantité d’entre eux, on peut 
ajouter qu’a leur brachycéphalie ces cranes joignent une capacité et un poids exceptionnels. 
ie grandeur particuliére de tels cranes sous-entend la stature élevée de ceux qui les possé- 

alent. 

Au nord de la Suisse, deux cantons ont apporté une modeste contribution a la con- 
naissance que nous recherchons. Schwerz mentionne |’étude de deux petites séries, l’une a 
Schaffhouse, l’autre 4 Zurich. Les résultats sont les suivants: 


er 


Indice : 
céphalique pieeari et Seay) Hyperbra- 
moyen mésocéphales céphales chycéphales 
schathouse 52 <0 a 84 7 66 26 
ZULCH 0. Ve hae aes te 83 19 41 29 


: ft M. Bevot: Notes anthropologiques suv le Valais, «Bulletin de la Société d’anthropologie », Paris, 1895- 
1898. 

E. Pittarp: Nombreux mémoires en partie assemblés dans Crania Helvetica, Les cranes valaisans de la 
Vallée du Rhéne, Paris et Genéve 1910, plus divers mémoires avec Louis Reverdin sur les vallées latérales du 
Valais, parus dans les Archives suisses d'anthropologie générale. 

2 A. VON BAER: Ueber den Schddelbau der Rhatischen Romanen, « Bulletin de l’Académie des Sciences de 
Saint-Pétersbourg », 1859. 

° QUATREFAGES et Hamy: Crania Ethnica: Les crénes des races humaines, Paris, 1882. 

*ScHOLL: Ueber vétische und einige andere alpine Schddelformen, Iéna, 1892. 

° Fug. PitTarD: Plusieurs mémoires dans le «Bulletin de la Société d’anthropologie de Lyon», 1901-1902. 
(Voir index bibliographique.) 

® WETTSTEIN: Zur Anthropologie und Ethnographie des Kreises Disentis, Zurich, 1902. 
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Comparés a ceux de la Suisse centrale, ces chiffres sont plus faibles. Ils marquent 
nettement une moindre brachycéphalie. 

A Vautre extrémité de la Suisse, les cantons de Genéve et de Vaud nous ont donné 
quelques maigres renseignements sur leurs caractéristiques céphaliques. J’ai mesuré autre- 
fois, a Genéve, 239 individus des deux sexes. Leur indice céphalique moyen était 81,3. 
Jajoute que ces mesures ont été effectuées dans la ville méme de Geneve ot la population, 
autochtone ou nationalisée, est composée par des types ethniques divers 1. 

~ Une étude faite jadis dans le canton de Vaud — malheureusement sans la spécification 
des districts — m’avait montré la répartition suivante, approximative, des deux formes 
craniennes principales: types dolichocéphales 31 % ; types brachycéphales 58,6 °% 2. 
Le district de La Vallée, étudié a part, * m’avait donné une plus fort eproportion du type 
brachycéphale que le canton dans son ensemble. 

Pendant bien des années, le canton du Valais a fait partie de mes préoccupations 
anthropologiques. C’est certainement la région de la Suisse dont nous pouvons montrer 
les caractéres sans hésitation. Tous les districts valaisans ont été étudiés. I] est vraiment 
regrettable que nous n’osions pas faire de fonds sur les statistiques relatives aux taux de 
mortalité par cancer dans ce canton, car ce serait peut-étre la, pour l'Europe entiére, le 
lieu ot les comparaisons auraient été le plus fructueuses. Bedot a mesuré les recrues du 
canton tout entier. J’en ai mesuré aussi une partie. 

Le Valais est nettement brachycéphale, sauf en une zone avoisinant la ville de Sion 
ou, depuis l’age de fer, nous constatons un flot de dolichocéphales *. Nous en dirons quel- 
ques mots plus tard. 

J'ai reporté sur une carte (carte N° 14) les indications fournies par ces quelques 
cantons suisses au sujet de leur indice céphalique. Plusieurs régions ont été coloriées par 
extension (Zurich, centre Berne, Genéve, Vaud), d’autres sont revétues de leur couleur 
définitive. 


La couleur des yeux et des cheveux. 


Ces caractéres descriptifs sont loin d’étre connus en Suisse dans tous les détails dési- 
rables. Les anciennes enquétes® de Kollmann, celles de Studer, les documents postérieurs 
colligés par Schwerz nous permettent-ils d’établir, dans ses grands traits, la répartition des 
types humains basés sur ces caractéres ? 

Je rappelle que les enquétes de Kollmann et de Studer, si elles ont porté sur un grand 
nombre de sujets n’ont été faites qu’a l’aide des écoliers. Elles sont, 4 cause de cela, 
sujettes a de certaines réserves. Ret 

A des réserves techniques d’abord. Les statistiques, dans chacun des districts de la 
Suisse, ont été effectuées principalement par les instituteurs. Or, malgre Vintelligence et 
la bonne volonté de ce corps d’élite, bien des erreurs ont pu s'introduire dans ces enquétes. 
Les interprétations des nuances d’yeux et de cheveux ne sont pas toujours tres faciles. 

A des réserves d’ordre physiologique ensuite: A l’age scolaire, les enfants n’ont pas 
tous acquis leur état définitif de pigmentation. Au cours de la premiére partie de notre 
existence, des changements de coloration de nos cheveux et de nos yeux s operent a des 
moments difficiles a fixer. J’ai souvent été frappé, lorsque je voyageais dans les Balkans — 


1 Etude encore manuscrite, citée par Deniker dans son mémoire sur l’indice céphalique de l'Europe. 

2 PITTARD et SERGENT: Anthropologie de la Suisse. Contribution a l'étude anthropologique des habitants du 
canton de Vaud, « Archives suisses d’anthropologie générale », tome III, 1919. 4 

8 PirTaRD et DécomBaz, étude manuscrite, « Dictionnaire géographique de la Suisse», 

4 Eug. PItTarpD: Cranes de Vdge du fer provenant du Valais, « Archives suisses d’anthropclogie générale », 
tome I, N° 3, 1915. 

5 Déja cité, voir ci-dessus. 


Cartogramme NO 14. 


SUISSE. 
Indice céphalique (moyen). 
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ou se trouvent principalement des populations brunes — de constater combien les enfants 
étaient fréquemment blonds. A quel age exact a lieu, chez Jes divers types humains, la 
transformation définitive, l’acquisition pour toujours de la coloration des yeux et des 
cheveux ? Personne n’oserait imposer ce moment parce que nous manquons d’enquétes 
précises sur ce point et surtout d’enquétes généralisées dans l’espace, sur un grand nombre 
de groupes ethniques. 

Des observations destinées A connaitre la pigmentation réelle d’une population 
devraient étre faites sur les recrues militaires. Quelques pays les ont déja acquises pour 
leurs inventaires anthropologiques et descriptifs. Mais il serait particuliérement utile 
de répéter, sur les mémes individus, au moment du recrutement militaire, l’enquéte faite 
quelques années auparavant dans les écoles. 

La carte N° 15 donne la répartition des types blonds d’aprés Kollmann (le canton de 
Berne d’aprés Studer). Un simple coup d’ceil sur cette carte montre combien les idées 
préconcues — nées de la confusion existant entre la race et la langue — qu’on pourrait 
avoir au sujet de la répartition d’un tel type en Suisse seraient erronées. Les pourcentages 
les plus élevés se rencontrent aussi bien dans des cantons parlant frangais comme Geneve, 
ou italien comme le Tessin, que dans des cantons de langue exclusivement germanique 
comme Zurich, Thurgovie, Schwytz, etc. 

Cette carte montre dans ses détails deux ou trois choses intéressantes. C’est d’abord 
la trés faible quantité d’individus ayant le type blond dans les cantons d’Unterwald, de 
Lucerne et de Glaris. C’est le fait que, dans son ensemble, le canton de Berne n’a guére 
plus de blonds, sauf dans l’Oberland, que ses voisins romands, les cantons de Vaud et du 
Valais. Dans sa partie jurassienne, il en a moins que ceux-ci. 

C’est de voir le canton de Schaffhouse, enclavé en plein territoire germanique — de 
langue et de nationalité — ot le pourcentage des blonds est élevé, posséder moins d’indi- 
vidus de ce type que le canton de Genéve enclavé en plein pays de langue et de nationalité 
francaises. 

De semblables observations découlent également de l’examen d’une carte que j’ai 
dressée en résumant les données de Schwerz (carte N° 16). Cet auteur a multiplié les sub- 
divisions jusqu’a six. Dans ces conditions, on voit subsister les grandes lignes qui viennent 
d’étre constatées et apparaitre un ou deux faits nouveaux. Une coulée de types blonds 
aux yeux bleus semble traverser la Suisse du nord au sud, de Zurich au Tessin par les 
cantons de Zoug, Schwytz et Uri. C’est la masse blonde, déja révélée par Kollmann, a la 
répartition de laquelle rien ne parait avoir été changé par les observations ultérieures. 
Mais, au départ de cette coulée, le canton de Schafihouse fait exception. Dans le canton 
de Berne (voir la carte spéciale de Studer) les blonds aux yeux bleus vont en diminuant 
quantitativement, en allant de l’Oberland a Vextréme Jura. 

Que la répartition linguistique en Suisse ne recouvre que d’une étiquette sans signi- 
fication anthropologique la plupart des cantons, cela est loin de nous surprendre. I] y a 
certainement dans les cantons romands une grande quantité d’individus de race nordique 
ou germanique, de méme qu'il y a certainement dans les cantons alémaniques une grande 
quantité d’individus n’appartenant nullement a cette race. Le pourcentage le plus élevé 
des blonds se trouve dans le district bernois de Saanen. 

La carte du type brun (cartes N° 17 et 18) est également empruntée aux mémes 
auteurs (Kollmann, Studer et Schwerz). Ce type est composé par les individus qui ont a la 
fois les cheveux et les yeux bruns. De toute la Suisse, c’est le canton d’Unterwald qui 
posséde le moins grand nombre de ceux-ci et quelques districts du canton de Berne révélés 
par l’enquéte de Studer. Ce sont les cantons des Grisons, Tessin, Glaris qui en possédent. 
le plus. Les cantons ayant des quantités intermédiaires de ce type composent deux groupes: 
lun a l’est comprenant surtout St-Gall, Thurgovie, Zurich, Umi, Schaffhouse; l’autre a 


Cartogramme N° 15. 


SUISSE. 
Répartition géographique de la proportion d’écoliers de type blond. 
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(moins Berne), d’aprés Kollmann. — Le canton de Berne, d’aprés Studer. 
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Cartogramme N° 16. 


SUISSE. 
Répartition géographique du type blond aux yeux bleus (d’aprés Schwerz). 
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l'ouest comprend les cantons de Vaud, Fribourg, Neuchatel, la partie jurassienne de 
Berne, Bale-campagne. Une partie du centre de la Suisse, les deux Appenzell et Genéve 
ont des proportions qui varient de 21 a 25 % 

Pour compléter les renseignements fournis par ces diverses cartes ou la couleur des 
cheveux apparait comme l’élément descriptif dominateur, voici encore quelques indi- 
cations apportées par le pourcentage des yeux gris associés aux cheveux blonds et a la 
peau Claire (carte N° 19). Nous empruntons les éléments de ce tableau 41’ouvrage de Schwerz. 

Ce pourcentage s’échelonne de 17 (Tessin) a 48 (Unterwald-Nidwald). 

L’examen des cantons montre une assez grande inégalité dans la répartition de ce type 
aux yeux gris. Leur concentration est au milieu de la Suisse, ott les deux Unterwald consti- 
tuent un ilot dont la population a tres fréquemment ce caractére (41 % en moyenne). 
On se rappellera que les deux Unterwald étaient les cantons qui montraient le minimum de 
types bruns. Les régions dont les pourcentages se rapprochent de ceux-la sont le canton 
de Schafthouse (29 %), celui de Lucerne et la partie médiane du canton de Berne (30 %). 
Un decrescendo quantitatif nous conduit en Argovie (28 %), dans le reste du canton 
de Berne, 4 Genéve, dans l’ Appenzell (Rhodes intérieures). Ainsi, jusqu’a présent, ce sont 
principalement des cantons parlant allemand. Il s’y ajoute deux régions dont la langue 
est le francais: le Jura bernois et Genéve. 

Les cantons possédant le minimum de types aux yeux gris sont les cantons du Tessin, 
des Grisons et de Vaud (21 % chez ces deux derniers). Viennent ensuite, avec des propor- 
tions comprises entre 22% et 24% les cantons du Valais, de Glaris, de Zurich et de 
Thurgovie. 

On voit qu'il n’est guére possible de grouper, selon la langue qu’ils parlent, les cantons 
romands ou allemands, en cantons riches ou pauvres de types aux yeux gris. Cependant, 
d'une facgon générale, la Suisse francaise — Genéve et le Jura bernois exceptés — constitue 
une zone ou les types aux yeux gris ne sont pas trés abondants. Dans |’Orient de la Suisse, 
en plein pays de langue allemande, nous retrouvons des groupements humains, ot ces 
types ne sont pas non plus trés nombreux. 


La répartition des taux cancéreux selon les caractéres anthropologiques autres que la taille. 


Chemin faisant, nous avons déja fait quelques remarques au sujet des taux cancéreux 
associés a certains caractéres anthropologiques, en particulier la stature. Malgré que les 
documents morphologiques et descriptifs qui nous seraient nécessaires nous font presque 
défaut, nous essayerons d’établir quelques rapprochements entre les taux de mortalité et 
les types humains qui en sont les victimes. La carte anthropologique de la Suisse ne contient 
pas assez d’indications pour que nous parlions d’elle. Il nous faut examiner la carte de la 
répartition du cancer et tacher d’expliquer, par des raisons anthropologiques, la variété 
des taux qu’elle présente. 

Le massif cancéreux du centre nord-est semble renfermer des populations qui sont 
en majorité brachycéphales. Cela parait surtout évident pour les cantons de Lucerne et 
d’Unterwald; les cantons septentrionaux de ce massif, comme Zurich, Thurgovie, renfer- 
ment certainement'un moins grand nombre d’individus de ce type. Les indices cépha- 
liques moyens de Zurich et celui de Schaffhouse sont lA pour nous le faire croire. 

Si nous faisons appel aux caractéres de la pigmentation, nous constatons que ce massif 
ne contient pas un nombre élevé d’individus blonds, mais il ne contient pas non plus une 
grande quantité d’individus bruns. Unterwald en montre méme trés peu. La population 


Hd massif semble donc appartenir, quant a la couleur de ses cheveux, a des types inter- 
médiaires. 
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Les zones faiblement cancéreuses de la Suisse — ce ne sont pas les districts minima — 
sont peuplées, les unes par des individus trés nettement brachycéphales (le canton des 
Grisons et celui d’Uri), les autres par des populations ott le pourcentage des cranes arrondis 
doit étre beaucoup moins élevé: Genéve, Vaud, partie moyenne et septentrionale du canton 
de Berne. Le premier de ces deux groupes est plut6t pauvre en individus blonds; il est 
relativement riche en types bruns. Le second groupe est relativement pauvre en blonds, 
et assez riche en bruns sauf Genéve et certains districts du centre Berne. On s’apercoit 
combien il est difficile, en ne considérant que les faits généraux, de tirer des conclusions 


raisonnées. 


* 
* % 


Les anthropologistes ont coutume de considérer une grande partie de la population 
suisse comme apparentée a la race brachycéphale brune, de taille moyenne, c’est-a-dire 
a la race celtique, au type de l’Homo alpinus. 

Il est trés vraisemblable qu'il en soit ainsi. Pour ma part, je crois qu’une forte propor- 
tion des habitants du massif alpin — en dehors de ceux qui se rattachent a la race dinarique 
— font partie de ce type. 

Il est, d’autre part, hors de doute qu'une certaine proportion de la population suisse 
appartient au groupe de la race nordique. Nous n’avons pas les éléments nécessaires pour 
la discrimination géographique de ce groupe. Certaines régions, marquées anthropologique- 
ment par une haute stature et des cheveux blonds pourraient étre peuplées par les représen- 
tants de cette race. 

On concoit combien il est difficile, dans l’Etat actuel de notre documentation, de fixer 
des limites. Le canton de Berne qui est un des plus grands cantons de la Suisse, un de ceux 
dont la variété humaine parait la plus certaine a cause des différences que présentent, 
selon les districts, la stature et la pigmentation, est, a l’égard de ce dernier caractére, le 
canton qui a été probablement le mieux étudié. Studer a dressé les cartes } des types 
blonds et des types bruns. Il a galement dressé les cartes des proportions d’yeux gris par 
Tapport aux yeux clairs et des proportions d’yeux bruns par rapport aux yeux bleus. 
J'ai essayé d’établir des groupes de taux de mortalité en fonction de la valeur numérique 
croissante des yeux bruns par rapport aux yeux bleus. Je mets en téte les districts qui 
possédent les plus petites proportions d’yeux bruns et j’établis quatre catégories. 


Proportion des yeux bruns par Taux de mortalité 
rapport a 100 enfants ayant par cancer 
les yeux bleus 
I. de Iol & 250 48,15 
z. de 251 & 350 34,87 
3. de 351 & 460 36,85 
4. de 461 & 1.900 42,64 


Il semble que les populations ayant parmi elles d’abondants représentants & cheveux 
bruns ne sont ni plus ni moins touchées par le fléau cancéreux que les populations dont la 
richesse relative en yeux bleus pourrait sous-entendre une origine ethnique différente. 
Cependant, si au lieu de quatre groupes je n’en fais que deux, par concentration des types 
les plus rapprochés, j obtiens, toujours dans l’ordre croissant des bruns, les taux suivants: 


Premier groupe 41,51 
Second groupe 39,75 


Les populations les plus brunes paraissent payer un moins lourd tribut au cancer. 


* STUDER: Ueber die statistische A ufnahme der Farbe der Haut und der A ugenim Kt. Bern. Mitteil. der Naturf. 
Ges. in Bern, 1880-188t, 


See AAG 


Mais, dans l’état actuel de nos enquétes anthropologiques, ce sont la seulement des 
présomptions. 


Influence possible de la race dinarique. 


Les anthropologistes admettent que la race dinarique, parmi les irradiations qu’elle a 
effectuées loin de son centre principal, a peuplé en partie la Suisse. Ses représentants se 
rencontreraient selon Deniker ! «dans la Vénétie, parmi les Latins du Tyrol, parmi les 
Roumanches de la Suisse, ainsi que dans les populations du pays qui s’étend, du sud au 
nord, depuis Lyon jusqu’a Liége entre la Loire et la Saéne d’abord, puis sur le plateau de 
Langres, dans les hautes vallées de la Saéne et de la Moselle, ainsi que dans les Ardennes. » 
Des populations ayant ces caractéres un peu atténués se rencontreraient dans la basse 
vallée du Pé, dans le nord-ouest de la Bohéme, de la Suisse romande, en Alsace, etc. 

Ainsi, d’aprés Deniker, nous aurions la possibilité de retrouver des représentants 
de la race dinarique non seulement dans les Grisons, mais encore ailleurs en Suisse, notam- 
ment dans la Suisse romande et dans d’autres lieux auxquels cet auteur n’a pas songé parce 
qu'il n’avait probablement pas les documents voulus pour établir cette hypothése. Dans 
un mémoire dont il a déja été question *, j’ai montré qu’a l’aide des statistiques des taux 
de mortalité par le cancer, il apparaissait que la race dinarique était une des races euro- 
péennes les moins touchées par cette maladie 3. 

Les caractéristiques morphologiques et descriptives principales de la race dinarique, 
la ot elle est relativement homogéne, sont une stature élevée (r m. 68 A I m. 72 en 
moyenne), une forte brachycéphalie (indice céphalique 85-86), une pigmentation abon- 
dante; cheveux et yeux bruns ou noirs. 

Dans quelles régions de la Suisse pouvons-nous espérer rencontrer des représentants 


de cette race ? 


Nous devons constater encore une fois la pénurie des documents anthropologiques 
concernant la Suisse. Mais nous pouvons tout de méme faire quelques suppositions. 

La carte de la stature en Suisse montre quelques ilots de haute taille (dépassant 
I m. 670). Si nous éliminons les grandes villes ott les statures élevées peuvent s’expliquer 
par un autre phénoméne (le facteur ethnique y joue tout de méme son rdle), nous restons 
en face de quelques régions ou la population est particulitrement grande. Ce sont, dans les 
Grisons, les districts de la Maloja, d’Heinzenberg et de la Plessur; ce sont les deux demi-can- 
tons d’Unterwald; une bonne partie du canton de Schaffhouse, le district de Zurzach (Argo- 
vie) et les districts de Lavaux, de La Vallée et de Nyon (dans le canton de Vaud.) 

Nous connaissons assez bien l’indice céphalique des premiéres de ces régions. La 
brachycéphalie des Grisons et d’Unterwald est un fait certain. Le canton de Schafihouse 
parait également en majorité brachycéphale. Mais si nous savons que ce type morphologi- 
que est abondant chez les populations du canton de Vaud, nous n’osons rien dire des districts 
de Lavaux et de Nyon. Dans la vallée de Joux, une enquéte que j’ai faite autrefois avec 
Me Decombaz ‘ me fait croire que la brachycéphalie doit s’y rencontrer dans une propor- 
tion qui atteint vraisemblablement 70 %. Dans le reste du canton de Vaud, les enquétes 
de Schenk et les miennes ont marqué nettement une majorité brachycéphale °. Toutes 
ces régions (sauf les deux cantons d’Unterwald et le district de Zurzach, Argovie) sont 


1 J. DENIKER: Les races et les peuples de la terve, Paris, 1900, page 391. 

2 Eug. Pirtarp: Le cancer dans les races humaines, etc., Geneve, 1925. A Nu 

3 Cette hypothése est subordonnée, bien entendu, a la qualité méme des statistiques médicales qui nous 
sont offertes. ; ) ie 

“ PiTTARD et DEcomBAz: Etude manuscrite citée par le « Dictionnaire géographique de la Suisse >. 

5 PITTARD et KAPPEYNE: La taille humaine en Suisse. Il. Le canton de Vaud, « Journal de statistique suisse », 
1908. 
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dans des zones ot le type brun est fortement répandu et ot les types blonds sont relative- 
ment rares. Malheureusement, les données relatives 4 la pigmentation sont moins bien 
délimitées géographiquement que les autres. 

Les taux cancéreux de ces districts sont: 
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Cantons Districts putsites Cantons Districts pa 
Maloja.e fis, 2 37,- \ Retath gue ue 39,2 
Grisons. Heinzenberg . 31,6 Schaffhouse. / Schaffhouse . 30,2 
lessees 35,8 ] Kilettsaue net 35,5 
haere ae Nid: waldwesoiae 42,2 Mavalx aes 28,1 
z Pe Obwaldian ges 60,8 Vaud) a). ee Vialleseeas 27,6 
| Nyow (Otero 37,6 
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La mortalité moyenne de ces onze districts est de 37,7. Elle est, malgré le taux formi- 
dable d’un demi-canton d’Unterwald, notablement inférieure A celle de la Suisse (40,8). 

Je rappelle que le taux de mortalité des districts dont la stature est petite (ne dépas- 
sant pas I m. 639) est plus élevée (42,60). Et si nous nous reportons aux plus hautes tailles 
(dépassant 1 m. 66) sans autre spécification ethnique nous trouvons les taux de mortalité 
suivants: 


Pour la Suisse allemande 46,48. 


Pour la Suisse francaise 34.84. Moyenne pour la Suisse entire = 40,62. 


La mortalité des districts de haute taille, sans autre spécification, est aussi supérieure 
a celle des districts de la plus haute stature dont la population pourrait étre apparentée 
a la race dinarique. 

Il est bien évident que ce sont 1a des vues grossiéres. Au lieu d’opérer avec des masses, 
il faudrait pouvoir opérer avec des individus. Peut-étre, dans ce cas, verrions-nous sé 
révéler l’influence de la race dinarique, si tant est qu’elle existe réellement, dans les endroits 
que nous avons considérés. 


Le cas spécial du canton du Valais. 


De différents cotés on m’a fait remarquer que les enquétes médicales dans le canton du 
Valais peuvent étre sujettes & caution: non pas qu’il faille suspecter, en quoi que ce soit, 
la véracité des déclarations médicales. Mais les conditions géographiques spéciales de ce 
canton, tout en chaines de montagnes, la situation pécuniaire assez restreinte de la majorité 
de la population, la vie dure et l’habitude de la souffrance qui crée une sorte de fatalisme 
vis-a-vis de la mort; ces raisons diverses, et d’autres encore, font supposer que tous les 
cas de cancer n’arrivent pas a la connaissance des statisticiens. On pourrait objecter que 
ces raisons sont valables non seulement pour le Valais mais pour le massif alpin tout entier; 
pour les cantons des Grisons et du Tessin, pour une partie du fort groupement cancéreux du 
centre nord-est de la Suisse. Je reconnais la valeur de cet argument. C’est pourquoi il me 
parait nécessaire de consacrer quelques lignes au cas spécial du canton du Valais. 

_ Un étranger qui verrait la carte de la répartition du cancer en Suisse, et qui ne connai- 
trait rien des conditions internes de la statistique de ce pays, considérerait aussitét le 


— 213 —: 


canton du Valais comme un document inespéré. Et comme nulle part ailleurs, en Suisse, 
on ne trouve de pareils minima de taux cancéreux, il aurait lA, croirait-il, une admirable 
base de discussion. 

Deux districts valaisans seulement — sur treize que compte le canton — ont un taux 
de mortalité compris entre 30 et 39,9: ce sont ceux de Sion (36,8) et de Leuk (Louéche) 
(35,9). Tous les autres districts ont des taux plus faibles. Le minimum est 8,6 (district 
d’Hérens). 

Plusieurs des caractéres anthropologiques des Valaisans sont bien connus. C’est le 
canton qui a été l’objet des enquétes craniologiques les plus détaillées. Jetons un coup 
d’ceil sur ses diverses caractéristiques. 

Par leur stature, la plupart des Valaisans appartiennent aux groupes de taille compris 
entre I m.650 et I m. 669. Deux districts sont de petite taille: Entremont (1 m. 646) et 
Leuk (I m. 647). 

L’indice céphalique moyen des Valaisans est élevé. Plusieurs centaines de cranes 
ont fourni l’indice moyen 85. C’est une brachycéphalie moyenne égale a celle du canton 
des Grisons. Cette brachycéphalie moyenne atteint aussi bien la Vallée du Rhéne que les 
vallées latérales. Cependant, en ce canton dont les cranes sont, en moyenne, si remarquable- 
ment arrondis, on voit surgir des exceptions. J’ai fait remarquer qu’en particulier le district 
de Sion montrait un certain pourcentage de types dolichocéphales ou a tendances dolicho- 
céphaliques. Les observations anthropométriques de Bedot, lors d’un recrutement mili- 
taire, ont marqué que ce district possédait une population beaucoup moins brachycé- 
phale que le reste du canton !. Ce n’est la, bien entendu, qu’une esquisse. 

Le district de Sion a une stature relativement élevée (I m. 662). Ici l’influence citadine 
n’a guére a étre envisagée. 

Pour ce qui touche a ses caractéres de pigmentation le Valais tout entier est colorié 
uniformément. C’est un canton relativement pauvre en types blonds et modérément pourvu 
de types bruns. Ce sont donc les types intermédiaires qui dominent. 

Il est difficile de tirer quelque chose de ces diverses observations. Si nous devions écrire 
en deux mots la physionomie ethnique du Valais nous dirions que la population de ce 
pays est de taille moyenne, brachycéphale, et souvent brune, c’est-a-dire qu’elle appartient, 
dans sa majorité, au type de l’Homo alpinus. Ce type, alors, en se basant sur la statistique 
du Valais, apparaitrait peu touché par le cancer. Mais, d’autre part, nous avons d'autres 
cantons suisses peuplés par des représentants de ce groupe ethnique et ils sont touchés 
beaucoup plus fortement que le Valais. 

Serait-ce alors que l’état de nos enquétes est trop imparfait pour nous permettre de 
pénétrer avec exactitude dans les éléments réels du probléme ? Je le croirais volontiers °. 


CONCLUSIONS. 


Au cours des pages précédentes nous avons dit l’intérét, pour les recherches que nous 
entreprenons, d’une étude détaillée de la Suisse, pays dans lequel les statistiques mor- 
tuaires peuvent étre considérées comme parmi les meilleures. Malheureusement, les enquétes 
anthropologiques faites en Suisse n’ont pas la méme valeur que les statistiques des taux 
de mortalité. Elles n’ont été que partielles. Elles ne nous permettent pas, comme il le 


1 Voir ci-dessus les indications bibliographiques. Hy x 
2 Aprés le dép6t de ce rapport, lors d’une réunion de la Commission du cancer tenue a Paris, M. Carriére, 


directeur du Service d’hygiéne de la Confédération, a donné connaissance d’une étude sur la statistique médicale 
en Suisse, de laquelle il résulte que les taux cancéreux relatifs au Valais sont, ainsi que nous le supposions, a 

a . : >” = co) 7 5 ; ~ 
revoir. A aide de ces documents nouveaux, je reprendrai un jour l’étude du Valais au point de vue qui nous 


intéresse ici. 


faudrait, les comparaisons nécessaires entre les deux phénoménes que nous envisageons. 
Quelques cantons sont assez bien connus quant a leurs caractéres morphologiques et 
descriptifs, mais quelques cantons seulement. Et pour un représentant de ce pays, il est 
désolant de faire une telle constatation. A quoi sert d’avoir d’un cété de si bons documents, 
et de si médiocres documents de I’autre, lorsqu’il s’agit justement de les éclairer l’un par 
Vautre? 


Les conclusions qui doivent terminer ce mémoire seront fragmentaires puisqu’elles 
ne touchent que quelques régions. De plus, elles seront sans grande portée, puisque 
nous ne pouvons avoir la prétention d’étendre a tout le pays des observations locales. 


Hen résulte que le cas de la Suisse tel qu’il est aujourd’hui présenté ne devra pas 
€tre considéré comme utilisable pour des comparaisons avec d’autres pays quant a la 
recherche des causes possibles de cancer. 


Ces réserves et ces regrets étant formulés, nous pouvons rappeler ici quelques-uns 
des résultats que les pages précédentes ont permis d’énoncer. 


Le cancer est trés inégalement répandu en Suisse Que l’on consulte la carte ou 
figurent les taux de mortalité sans spécification d’Ages, ou celle dressée avec les taux 
de mortalité dés 40 ans, on constate des différences qui vont du simple au triple. 


Les grandes divisions topographiques de la Suisse ne jouent aucun réle dans la réparti- 
tion de la maladie. Le massif alpin renferme des districts A faible mortalité par cancer 
et des districts a forte mortalité. Il en est de méme du Plateau et il en est de méme du 
Jura. On peut constater que, dans son ensemble, la zone jurassienne n’appartient pas a 
une catégorie de taux élevés. 


Il existe en Suisse (dans le centre nord-est) un massif cancéreux tres net révélé 
par toutes les statistiques — qu’elles aient utilisé les décés sans spécification d’Ages ou 
les décés dés 40 ans. Le centre de ce massif reste immuable quels que soient les documents 
évoqués. Seule la périphérie subit quelques modifications géographiques selon les Ages 
considérés. 


Les régions d’importantes agglomérations humaines — ow sont installés les centres 
hospitaliers — présentent souvent, presque toujours, des taux de mortalité inférieurs 
aux taux des districts exclusivement ruraux ou montagnards. Le taux moyen de 26 villes 
suisses est inférieur 4 celui du pays entier. 


En considérant un canton seulement, c’est-a-dire une circonscription géographique 
limitée, on peut déja constater une différence considérable dans la valeur des taux, 
selon les districts qui composent ce canton. Les cantons qui présentent les variations 
les plus grandes seraient A étudier de trés pres dans toutes les caractéristiques composant 
leur physionomie: géologiques, géographiques, ethniques, etc. Peut-étre de telles recherches 
nous rapprocheraient-elles beaucoup des causes efficientes du cancer. 


Lorsqu’on divise la Suisse en ses deux masses linguistiques principales on constate 
que la masse de langue germanique est beaucoup plus fortement touchée par le cancer 
que la masse de langue Iatine. . 


Cette constatation est confirmée lorsque nous étudions les taux de mortalité en 
fonction de la stature. Ainsi nous avons constitué trois groupes de tailles: a) relative- 
ment petites, 6) moyennes, c) relativement hautes. Dans ces trois cas les groupes de langue 
sermanique présentent des taux plus élevés. Pour l’ensemble de la Suisse examen de 
la taille, en fonction de la valeur des taux cancéreux, ne donne aucun résultat probant. 
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Il semble que les populations blondes soient plus atteintes par le cancer que les autres 
populations. Une telle conclusion ressort de deux ou trois faits locaux. Mais nous ne 
pouvons pas l’étendre a de larges espaces. Le massif cancéreux du centre nord-est parait 
peuplé par des individus a pigmentation intermédiaire, ce qui ne veut pas dire du tout 
que ce ne sont pas les types blonds qui paient le plus lourd tribut au cancer. Mais dans 
l'état actuel de nos enquétes nous ne pouvons pas l’assurer. 


A Vaide des documents insuffisants qui nous sont fournis par les recherches anthro- 
pologiques, nous avons essayé de déceler en Suisse les populations de race dinarique que 
les anthropologistes s’accordent 4 considérer comme répandues en diverses parties du pays. 

Dans les districts — ou les cantons — ott nous avons pensé rencontrer les repré- 
sentants de cette race, nous avons constaté que les taux de mortalité sont moins élevés 
quailleurs, exception faite toutefois pour les deux demi-cantons d’Unterwald. En 
comprenant ces deux demi-cantons dans les territoires que peuplent en partie au moins la 
race dinarique, nous trouvons un taux moyen de mortalité de 37,7 alors que celui de la 
Suisse entiére est 40,8. Si nous éliminons les Unterwald le taux moyen s’abaisse a 34,62. 


La conclusion réelle qui doit ressortir de ce travail — elle contient une critique et 
un encouragement — c’est l’impossibilité dans laquelle nous nous trouvons de tenter 
des comparaisons raisonnées. Pour imposer une ferme conclusion, nous manquons trop 
de documentation anthropologique. Il est possible que, dans quelques années, les anthro- 
pologistes suisses, encouragés par les nécessités scientifiques 4 poursuivre leurs recherches, 
apporteront les éléments qui permettront les rapprochements que nous aurions aimé 
faire, qu’il est urgent de faire. 
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Ill, ETUDE PRELIMINAIRE COMPARATIVE 
DES RACES ET DES TAUX DE LA MORTALITE PAR CANCER 
DANS LES PAYS SCANDINAVES 


Par le professeur Eugéne PIitTarp. 


Les trois pays scandinaves: Suéde, Norvége, Jutland et iles danoises, paraissent 
avoir appartenu jadis, aux temps préhistoriques — dés la période azilienne peut-étre, 
presque strement des l’4ge du bronze — a une méme civilisation, vécue par des habitants 
appartenant a la mé€me origine ethnique. Le visage anthropologique de cet ensemble 
ne parait pas avoir beaucoup changé au cours des ages, peut-étre un peu plus en Norvége 
et dans le Danemark qu’en Suéde. L’état de continuité que montre l’Age du bronze, par 
rapport a l’age de la pierre polie, se prolongera a l’Age du fer, puis dans les temps histo- 
riques. La civilisation romaine pénétra par la voie commerciale Jusqu’en Suéde centrale 
et en Norvege méridionale, sans apporter de troubles bien graves dans la race humaine 
de ces pays. 

Les Scandinaves de ces trois Etats sont donc aujourd’hui en grande partie au moins 
les descendants des Préhistoriques et des Protohistoriques qui s’établirent sur ce coin de 
terre libéré des phénoménes glaciaires. 


Pour des raisons d’ordre pratique, nous étudierons d’un cété la péninsule scandinave, 
Norvege et Suéde, de l’autre le royaume du Danemark. 

En examinant les listes des taux de mortalité par le cancer dans les différents pays 
de l'Europe — en particulier en colligeant tous les documents recueillis par Hoffman — 
javais été frappé par les quantités relativement grandes d’individus atteints de cancer 
dans les régions septentrionales de l’Europe (Russie mise a part). De nombreuses com- 
paraisons m’avaient donné l’impression que la race nordique payait un dur tribut a ce 
fléau. Mes études actuelles confirmeront-elles ces suppositions ? 


A. SUEDE. 


Parmi les documents publiés jusqu’A présent sur la répartition du cancer dans le 
monde, la Suéde figure avec quelques résultats intéressants. Quelques essais de répartition 
géographique et sexuelle ont été tentés sur son territoire. 

Selon les statistiques de 1901-1902, publiées par Hoffman }, sans specification d’ages, 
le taux moyen de mortalité par 100.000 habitants était en Suéde de 102,7. Les groupes 
d’années présentaient, entre eux, trés peu de variations: Ainsi: 


Années Taux moyen de mortalité 
EQGTaTOO5 hs. lal onion aa ee ee eee I02,2 
TOOGLEQTONs. fences eee 104,5 ) Moyenne 102,7. 
LOLT=TOL2 7. tyes ek uate 102,- 


1B. HorrMan: The Mortality from Cancer throughout the World, Newark, 1905. 
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Les femmes paraissent plus fréquemment touchées par le cancer que les hommes. 


Nombre de cas Taux moyen de mortalité 
ROUTES Paactsle os UN) sy ce hens ane 2.619 96,4 
BEMUNES Ns) se: “a 2.851 00,2 


Cette statistique selon les sexes subissait quelques modifications, si l’on s’adressait 
aux citadins ou aux ruraux. Dans les villes, les femmes présentaient un taux plus élevé que 
les hommes. A la campagne, c’était le contraire. La grande ville de Stockholm fournissait 
le maximum des taux cancéreux, II9,5, alors que G6éteborg n’avait que 90,9. 

Une statistique faite en 1905, selon quatre subdivisions géographiques: Suéde méri- 
dionale, centrale, nord-centrale et du nord, n’avait pas montré de grandes modifications 
parmi les taux masculins. Par contre, la Suéde centrale fournissait a la statistique une valeur 
double de celle de la Suéde du Nord pour les cas féminins. 

Dans le présent chapitre nous utiliserons seulement les taux de mortalité des personnes 
agées d’au moins 40 ans. 


I. LA REPARTITION DES TAUX CANCEREUX SELON LES DEPARTEMENTS. 


Voici d’abord le tableau des décés par cancer durant les années rgr1-1915 de la 
population agée de 40 ans et plus et la proportion de ces décés par rapport a la population 
dans sa totalité. 


Tableau NO 1. 


MORTALITE PAR SUITE DE CANCER DANS LES DEPARTEMENTS DE LA SUEDE PENDANT LES 
ANNEES DE IQII A 1915. TAUX MOYEN POUR I00.000 HABITANTS AGES DE 40 ANS ET PLUS. 


Déceés par cancer. Population Taux moyens 

p Moyenne annuelle agée de 40 ans annuels pt 10,000 

DEPARTEMENTS IQII-1915, toute la et plus au habitants agés de 

population 31 décembre Ig1o 40 ans et plus 
LOGO lMmsNs tacts mr. wel day 3) ase 441 103.405 42,05 
SROCRUOMMS eat aly ce oe 4th a's 261 68.124 38,31 
\OFOSBWR nO RE a ne Ue IOI 42.452 37,93 
Bodermaniamdey ho eo sth is 210 50.386 Bike 
PPStErROUIANiC Lie. as tee 314 95-697 32,81 
(CR 20 Fa gS 213 67.950 31,34 
ESTOMODE Oy Maseren ses “a oe es beh 148 52.170 28,37 
TSGETO NE: BS ae AD a 237 77-155 39,72 
Geers en ssh eas) i.) 57 20.665 27,58 
1eTEATIES Ue i ae Es Ut 144 44.874 32,09 
1 a OO Eo ee eg 200 75-784 26,39 
Pea ONUS IMO ae vs) te as Ses 407 137.367 29,63 
Per ieeutae era ote: Ss ess 134 47.316 28,32 
Gorenore.OoheBohus® 6.012 381 112.816 33°77 
CARESS TTS: | ke Set a 291 96.809 30,06 
SLU Eee Tee ON Ee er 275 83.867 32,79 
AES SORTING LC AR Bz 288 85.399 33,72 
reptony ae As he We yates 208 64.599 32,20 
Mastradanlaicd alee. thighs | 199 48.922 40,08 
Beppparbercie eats toi) cohen os. 247 70.616 34,98 
SRE DOLOR EN AT ams sets 250 73-952 33,81 
BASteCNOEland oe bi.6 ps fo ls | 282 69.143 49,79 
jams tlanc ce yor. Sea 93 35-269 20,37 
Waster DOLteny' 3d ate, eo) ciel a! .« 155 40.634 38,15 
IN OLE DOCUEOIAM no. cose a els mtorr 102 37-120 27,48 
5.698 1.708.494 33935 
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Evidemment, il y a dans ce tableau, lorsqu’on examine simultanément la colonne des 
décés et celle de la population, des taux absolus de décés assez bas: Gotland 57 personnes; 
Jamtland 93 personnes. D’autres paraissent assez élevés: Stockholmsstad 44I personnes. 
Cette derniére valeur provient du district qui renferme la capitale du royaume. C’est peut- 
etre l'agglomération humaine méme et tout ce qu’elle entraine dans l’ordre des services 
hospitaliers, qui sont les raisons explicatives de ce taux élevé. 

A l’égard de cette derniére supposition, nous constaterions ici un phénomeéne que n’ont 
jusqu’a présent montré nila France, nila Suisse. Peut-étre s’agit-il simplement d’une statis- 
tique beaucoup plus serrée. Pour voir plus clair j'ai classé les provinces selon la valeur 
croissante de leur taux cancéreux. 


Tableau N° 2. 


ORDRE CROISSANT DES TAUX DE MORTATITE PAR LE CANCER. 
(Personnes agées d’au moins 40 ans.) 


SS hehe ccacs 


Jamittand sai en Hee 20:35 
Kristianstad yn 13 . has 26,39 
Norrhotten 73 tke en 27,48 
Gotland ay.) cutee 27,58 
Halland | ost eta eee 28,32 
Kronobergia, tates eee 28,37 
Maimohns £0) 40-9... Aue 29,63 
Alysborg Ae foe Spc 30,06 
Kalmar i. wc Page teed velcike 30,72 
{j{onukopme (ave uees «25 2 31,34 
Blekingerw.. wei cee eS ae 32,09 
Orebro tts ios et. 32,20 
SRAEADGEE chs fuser ie 32,79 
Osterpétland ofS tS 32,81 
Varminnd Wa. an ec eneee 33,72 
Géteborg och Bohus. . . . 33.77 
Gaviebore 5.0. 55 oc / ers 33,81 
Kopparberg 6 ot O. 34,98 
sodermaniand .... . 37,24 
Upsala iio se ae tee 37:93 
Vasterbotter.i ists 4 38,15 
Stockholms lan. ..... 38,31 
Vastmaniand. chee 40,68 
Vasternoriland = 20 40,79 
Stockholms stad ..... 42,65 
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Cet arrangement en ordre croissant, mieux que n’importe quel autre, montre que 
le cancer est assez inégalement répandu en Suéde. La différence quantitative entre les 
deux extrémités de la colonne va presque du simple ou double, et l’on voit s’entreméler 
des districts plus ou moins citadins et des districts plus ou moins ruraux montrant que 
Vinfluence citadine invoquée ci-dessus ne jouera pas forcément un rdle qui élévera les 
taux cancéreux. 

La repartition geographique (carte N° 20) des maxima ou des minima ne montre 
aucune régularité. Nous constatons de faibles districts cancéreux au nord, le Norbotten; 
au centre, le Jamtland; au sud, le Kronoberg. Les plus forts pourcentages, nous les ren- 
controns aussi bien vers le centre du royaume, Stockholms stad ou Vastmanland, que 
dans le district plus nordique de Vasternorrland. 


Cartogramme No 20. 
SUEDE, 
Répartition géographique de la mortalité par le cancer 


parmi la population agée de go ans et plus, période 1911-1915. 
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dans la figure ct-contre. 


Stockholm- Ville 
Stockholm 
Upsala 
Sédermanland 
Ostergdtland 
Jénképing 
Kronoberg 
Kalmar 
Gotland 
Blekinge 
Kristianstad 
Malmohus 
Halland 
Géteborg & Bohus 
Alvsborg 
Skaraborg 
Varmland 
Orebro 
Vastmanland 
Kopparberg 
Gavleborg 
Vasternorrland 
Jamtland 
Vasterbotten 
Norbotten. 
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Les districts bordés par la mer sont aussi bien touchés par de fortes mortalités cancé- 
reuses que les districts intérieurs. Et, si le massif cancéreux de l’est est composé par quatre 
des cing districts touchant la mer, nous trouvons au sud de la Suéde un autre massif, 
faiblement cancéreux celui-la, composé de quatre districts et trois sont aussi marins. 

Les endroits de fortes agglomérations humaines ne paraissent pas plus riches en cancer 
que les endroits ot les populations sont plus clairsemées. Si le groupe trés peuplé du centre- 
est qui comprend les grandes villes de Stockholm, Upsala, etc., figure dans la catégorie 
des taux plus élevés, le groupe méridional ou nous trouvons les villes de Kristianstad, 
Malmé, Lund, Landskrona, etc., figure dans la catégorie des moins touchés par la maladie. 
I] semble donc que nous pouvons éliminer de notre horizon le fait de la concentration 
des malades sur certains territoires, — ici territoires de grandes villes — venant augmenter 
artificiellement les taux de ceux-ci, alors que, par contre-coup, elle diminuerait les taux des 
territoires environnants. 


2. LES CARACTERES ANTHROPOLOGIQUES PRINCIPAUX DE LA SUEDE. 


Les collections anthropologiques de la Péninsule scandinave renferment, pour repré- 
senter la physionomie ethnique de cette région dés les temps anciens, d’importants docu- 
ments. Hs proviennent de l’age de la pierre, puis des ages du bronze et du fer. Le bel ouvrage 
que Retzius a consacré aux cranes suédois! nous permet d’avoir une connaissance assez 
compléte de ces restes humains. Grace a cette étude, nous possédons I’état ethnique des 
deux royaumes au cours des trois civilisations indiquées ci-dessus, base solide pour les 
comparaisons avec la population vivante. Jetons un rapide coup d’ceil sur cet inventaire. 

A age de la pierre, la population est franchement de caractére dolichocéphalique: 
Jes dolichocéphales et les sous-dolichocéphales additionnés forment une proportion 
d’environ 67 pour roo. Par contre les types brachycéphales sont rares (6 %). La popula- 
tion de cette époque est déja métissée, on compte 26 pour 100 de types mésaticéphales. 

A lage du bronze, la masse dolichocéphale augmente ses effectifs jusqu’a posséder 
75 pour roo de représentants. Ceux-ci continueront a progresser. A l’Age du fer, ils seront 
plus du 87 pour 100. Quelques sous-brachycéphales existent & coté d’eux: To pour 100 
a lage du bronze; 12 pour 100 a l’Age du fer. La constatation d’une pareille continuité 
nest-elle pas en opposition avec les théories archéologiques qui voudraient qu’a chaque 
civilisation nouvelle apparue en Scandinavie, il y efit remplacement de la population 
précédente (mais que serait-elle devenue ?... Se serait-elle évanouie ?...) par celle qui 
apportait la culture la plus récente. 

Ces hommes aux cranes allongés dont l’origine est encore inconnue, lorsque les 
territoires scandinaves furent libérés des glaces quaternaires, s’avancérent trés probable- 
ment par le Jutland et les iles danoises vers la Sandinavie méridionale. Ces Dolichocéphales 
néolithiques’ d’origine septentrionale, comme les appelait Hamy, ont jalonné de leurs 
sépultures le chemin qu’ils ont suivi. La carte que Montelius a dressée des tombes de lage 
de la pierre en Suéde, et leur abondance relative selon les lieux peut servir a montrer le 
mouvement de cette population préhistorique. 

Cette race de dolichocéphales de haute stature, mélée a quelques brachycéphales, 
et qui compose, dés l’age de la pierre, la population scandinave a-t-elle maintenu 4 l’heure 
actuelle ses contingents ? 


1Gust. Retzius: Finska Cranierv, etc., Stockholm, 1878. 
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Dans un ouvrage capital', G. Retzius et Fiirst ont exposé ce que nous savons des carac- 
teres anthropologiques de la Suéde. II suffit de renvoyer 4 ce volume les personnes désireu- 
ses de documents détaillés. Nous extrairons de cette ceuvre essentielle seulement les élé- 
ments nécessaires 4 notre travail. 

Mais, dés maintenant, le lecteur doit remarquer que la répartition des provinces en 
Suéde n’est pas la méme si !’on consulte les tableaux contenant les taux de mortalité 
fournis par le Bureau d’hygiéne, ou l’ouvrage de Retzius et Fiirst 2. 


La tazlle. 


La stature moyenne des Suédois est élevée. Elle dépasse 1 m. 71. Cette haute taille 
n’est pas une apparence arithmétique. Nous en avons la preuve dans ce seul fait qu’il y a 
plus de 60 pour 100 d’individus dont la taille dépasse 1 m. 70. Qu’on s’adresse 4 n’importe 
quelle région du Royaume suédois, on y retrouve toujours des hommes de haute stature. 
Peu de pays présentent une pareille uniformité dans l’espace (carte N° 21), preuve nouvelle 
a lappui de ce que nous avons dit relativement a l’unité raciale de la Scandinavie a toutes 
les €poques de l’histoire. Une seule province montre une stature au-dessous de I m. 70; 
c’est, tout au nord, le Lappland, ow il est probable qu’un peu de sang lapon (hommes de 
tres petite taille) est intervenu et peut-étre aussi un peu plus de sang finnois que dans les 
autres provinces. 

Voici la répartition de la taille en Suéde selon Retzius et Fiirst. 


Tableau No 3. 


LA TAILLE EN SUEDE SELON LES PROVINCES, INDIQUEE EN ORDRE CROISSANT ET SELON 
LA TERMINOLOGIE GEOGRAPHIQUE DE RETZIUS ET FURST. 


Wappland eeigsese | eh os 169,1 
Ble kineengysnietns esrasel tt was 6 170,0 
SUA WAUST. Aiea hd ar IANS Cts eth NS 170,3 
Wise GO UECIINM alone. ab aatei a 170,3 
Wersaanahalenatele! 515 iy a on T7053 
Oatergorangd 40. 5 4% 170,4 
NAT KOM ee rs seats oie sph a 170,5 
Evaliaiicleeaee ne abseil. tke) ars 170,5 
WWijellewival: yo” ot Soe ge oe Bae £7039 
IDEVERE ho, Ao 8 6 bee 170,8 
Sianttlenavel, 5.4 ¢ oe a bee 170,8 
Welgaaliewatal wi) le Bo Bee 5 ac 170,9 
Angermaniand .°. . 7%. «. 171,1 
SOGermawlanGiary cs enue. ui ay 
GastriblanGiawy sn te. ss loos Wee 
ATM ICOANE, 2c eects 171,2 
Wiaisiieidegormiapival sao i ta. < I71,4 
ID EWG mavens lh le eames cen Oe ae eens 
INWerotelboyel’ 0 bel a. la tree 171,5 
Hiamitlandigrs eo ie x a fe L777 
IBONMIS] Any Se tts eee lok as 172,1 
Eaisimelamcin cree ene | en) 172,3 
Elan ecdalen tummy ct ests 172.0 
Gotlandwiemst sees ae) *)-'> W2s7 


gS ES ET 


1G. Retzius et C. Furst: Anthropologia Suecica, Stockholm, 1902. es h | 
2 Nous indiquerons plus loin les modifications qu’il faut apporter au moment of l’on utilise comparative- 
ment ces deux documents. 


Cartogramme N° 21. 
SUEDE. 
képartition géographique de la taille 
moyenne. 


Be 


Hl Ges 


sf 


J 


Hl 
oe 


| 


OS 


Taille 


moyenne 


os 
yy She0_-1704 
WA AV 


Pip Mog 


al lis 


LISTE DES SUBDIVISIONS (HISTORIQUES) 


DE LA SUEDE 


arrangées selon la numérotation 
employée dans les cartogrammes 


bo 


EO, 


COI AAR Y 


N° at a NO 25. 


Lappland 

Vasterbotten 

Jamtland 

Angermanland 

Harjedalen 

Medelpad 

Halsingland 

Dalarna 

Gastrikland 

Varmland 

Vastmanland 

Upland 

Bohuslan 

Dalsland 

Narke 

Sédermanland 

Vastergétland 

Ostergétland 

Halland rm 
Smaland 

Skane 

Blekinge 
Oland ie | 
Gotland ¢ 
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Les trés hautes statures se rencontrent aussi bien dans les provinces maritimes 
(Gotland, Bohuslan) qu’en plein dans l’intérieur des terres (Harjedalen); aussi bien au 
niveau de la mer que dans les zones comprises entre 500 et 1.000 métres. 

En examinant rapidement la carte de la répartition du cancer, on constate que les 
régions habitées par des hommes de trés haute stature ne paraissent pas étre celles qui sont 
les plus touchées par le fléau. 

Le pourcentage des hautes statures dressé par Retzius et Fiirst est peut-étre encore 
plus significatif que l’indication donnée par les tailles moyennes. Ils ont cherché, pour 
chaque province, la quantité d’individus dont la taille dépasse 1 m. 70 (carte N° 22). Nous 
retrouvons une image fidéle de ce qu’a montré la répartition des tailles moyennes elles- 
mémes. Les provinces de plus haute stature sont celles qui ont le plus haut pourcentage 
d'individus dépassant 1 m. 70. 


Tableau Noe 4. 
POURCENTAGE DES GRANDES TAILLES. 


(Dés I m. 70 et au dela.) 


Caen eerneeeeeee eee SS SSS SCS SEGSNSEICD 


Lappland 46,= Narke. «soap re vate memes 56,3 
Blekinge. 5357 Uplands saeitaercsy emer B77 
Vasterbotten. 54,6 Dalarna . MRR oy 2 58,4 
Ostergotland eee Me ormidland os) eae, eee 58,7 
Vastmanland. 55,2 Varmilandh Ss) ecgese etre 60,1 
Skane ..-. 5553 Sodermanlandsne-) enna 61,1 
Halland . 56,1 Olam a <aeeeeaas 61,3 


Angermaniand-.\)..) 2.5 61,4. 
Wastergotiand) 47). 4.) 2.2 62,— 
WDWalslandiencertei sans vali 63,1 
pam tlamelenes eth eat al < 64,6 
GAStiY lami Sie carmen send of. 64,8 
i) Grate) yates Reese et 64,8 
isteicieine tos Sse 6 68,3 
Elarjedalen cai. cattle is, 4s 69,1 
inielissbaleslehavel” 3/0 30 Brae Ae ile 69,6 
GOclan Came eas erat oy 70,1 


En dehors du Lappland, toutes les provinces de la Suede ont des hommes qui, en 
majorité, dépassent r m. 70. Dans I’ile de Gotland, plus du 70 % des hommes atteignent 
et dépassent ce chiffre. 


L’indice céphalique. 


L’enquéte de Retzius et Fiirst au sujet de ce caractére a porté sur une quantité 
considérable d’observations et nous pouvons la considérer comme représentant — dans 
ses grandes lignes — l’état exact de la morphologie cranienne des Suédois. Les Téserves 
qui peuvent étre faites quant a l'utilisation actuelle de ces documents concernent l’obliga- 
tion dans laquelle on s’est trouvé de répartir ces caractéres dans les limites artificielles 
des districts. Mais, pour l’heure, il ne peut pas en étre autrement. 


‘ 


Cartogramme N° 22. Cartogramme N®° 23. 


SUEDE. SUEDE. 
Répartition géographique de la proportion Répartition géographique de lV indice 
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Voicijla liste des provinces avec, en regard, la valeur de leur indice céphalique: 


Tableau No 5. 


SS 


Indices 
Provinces céphaliques 

moyens 

IRANI ea sies fathers, Tei ay wi ce 77,0 
Taq GV ata Ve eine Io ae Gu ea eae 76,5 
ENING) oo Be da Ap aleamsiag tetas FRR takes 76,1 
Gotlandin ty were. Go) 3.0 tek 76,8 
ROUT ELATIC We Aas. wy belt 76,5 
POA GMs tet ret tak st ot ig Chak ys 76,3 
Mastergotland ..... ... 76,0 
Ostergétland Sh Sten ages 75,2 
padenmaniand : 0°... . : 74,8 
DEWAR SAMS” OS ee gee ena 7593 
Walstand | ives ss) ha see 74,9 
PSOCUISLATION ctl troy he hor es 75,51 
emlatiCues otcts. «Weal has 75,5 
Wastmanland::3 ..4.\. . 7553 
alanis meade tee tees. ees 76,9 
Gasinikland! in. 2%. o>. 75,7 
alariawomiin. vice cea. stk 75,2 
leteikepbated Bavel” 3 Jes Bove ia dee 76,9 
InIBnA INN) oh 56 Bee e 75,8 
Wiedelpa Giemsa csn hues mrs 752 
i) mmaclan clearer gym od Meh: 75,7 
Angermanland.") 0. 3++ . 76,7 
Wa pplaiCimem me sm pleat a lei. Vga 
WEG defolaerl, 5° Ais aisle 76,9 


Les indices céphaliques moyens s’échelonnent de 74,8 et 74,9 (provinces de Séderman- 
land et de Dalsland) a 77,5 (Lappland). Malgré que d’autres provinces montrent des va- 
leurs moyennes peu différentes de celles du Lappland, on voit surgir ici, de nouveau, 
l'influence laponne que nous avons déja signalée a propos de la stature. Les tailles les moins 
élevées et les cranes les plus arrondis se rencontrent sur ce territoire. 

Les mémes valeurs d’indice céphalique moyen ne se répartissent pas selon un ordre 
géographique particulier (carte N° 23). A l’extréme nord et a l’extréme sud de la Suéde on 
trouve des cranes de méme morphologie. La Suéde, dans son ensemble, est nettement 
dolichocéphale. Son indice céphalique moyen est 75,85. C’est dans la région centrale 
du Royaume que se trouve la concentration des types les plus dolichocéphales. Douze provin- 
ces (selon la terminologie de Retzius et Fiirst) montrent des indices qui ne dépassent pas 
75,84. Au sud des Grands Lacs et au nord de la province de Jamtland, nous trouvons des 
indices plus élevés. Deux provinces sont enclavées dans la zone la plus dolichocéphale: 
Upland 76,9, et Halsingland — également 76,9. at 

Les indices moyens voilent souvent les réalités sous des apparences. Lorsqu on 
examine les pourcentages des divers types craniens, on $ apergoit que sl la majorité des 
provinces gardent le rang que leur a assigné l’indice céphalique moyen, il en est deux 
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ou trois qui le perdent. C’est pourquoi nous mettons sous les yeux du lecteur le tableau 
suivant: 


Tableau N° 6. 


POURCENTAGE DES DOLICHOCEPHALES ET DES BRACHYCEPHALES EN SUEDE, ARRANGE 
SELON L’ORDRE DECROISSANT DES DOLICHOCEPHALES. 


Provinces Dolicho. Brachy. Dolicho. vrais. Mésoc. 
Dalslandi nae pam. 8y ae uae 95,14 4,86 45,14 50,00 
Sédermaniandje: oyna 94,97 5,03 46,85 48,12 
Balarna: 5.2 Sacer dee 92,83 Teli 43,62 49,21 
Harjedalen 2.70. ys tee as 92,55 7,45 32,98 59,57 
INArke: 940) Sie ers 92,49 7,51 41,17 51,32 
Vastmanland ye, ee 92,08 7,92 38,37 53,71 
Marmiland: .)\c)s2i) 6 ase 91,89 8,11 37,601 54,28 
Bohuslan. ss |e aeeeeeeee 90,63 9,37 31,50 59,13 
Oland)0 4, hae eee 90,08 9,92 28,57 61,51 
pamatlanid ae. ees owen eee 89,99 10,01 37,05 52,94 
Medelpad = = 2.uieass souseran: 89,88 10,12 31,61 58,27 
Halsingland.").0y 0 eure 89,73 10,27 32,81 56,92 
Gastrikland 53.28 one 89,40 10,60 33,49 55,91 
Vastersotland 2). ieee eames 88,55 11,45 30,54 ; 58,01 
Stockholm Wiemann 88,46 I1,54 30,19 58,27 
Ostergotiandes + arene 87,74 12,26 34,54 53,20 
Halland \ 2. tac eee ee 85,79 14,21 27,10 58,69 
Blekin ges i on saps compere 84,92 15,08 23,70 61,22 
Gotland 3) eh. eee eee 84,75 15,25 20,13 64,62 
Smalarid\sytas- ye ee 84,25 15,75 25,54 58,71 
Angermanland. .. 22). < 81,95 18,05 25,97 55,98 
Skanew Ao cer suet eats ae 81,40 18,60 16) 70 62,69 
Vasterbotcen water ne 80,97 19,03 21,07 59,90 
Upland es seo) en nome ae 79,02 20,98 23,94 55,08 
Lapplandiiypievucmr teins ite 76,33 23,67 16,94 59,39 


Les provinces les plus marquées de dolichocéphalie ont un pourcentage extraordi- 
nairement élevé d’individus présentant ce type, atteignant, dans le cas le plus net (Dals- 
land), plus de 95 %. Le territoire le plus mélangé est le Lappland; nous en savons les 
raisons. Apres lui viennent les provinces d’Upland, Vasterbotten, Skane, Angerman- 
land, Smaland. Ces provinces sont toutes maritimes. Elles sont toutes — celle de Skane 
un peu moins — tournées vers l’ancienne Russie. La proportion des types dolichocéphales 
varie de 79,02 % (Upland) a 84,25 % (Smaland). Les autres provinces maritimes du 
sud-ouest: Halland, Vastergétland, Bohuslain, sont moins contaminées de brachycé- 
phalie. Dans ces provinces, le pourcentage des dolichocéphales — non pas des doli- 
chocéphales vrais seulement — varie de 85,79 % (Halland) 4 90,63 % dans le Bohuslan. 
Les quatre provinces qui sont frontiéres de la Norvége ont des pourcentages de dolicho- 
céphalie plus élevés — le Lappland naturellement mis a part. Le pourcentage minimum 
est de 89,99% dans le Jamtland. I] se poursuit de la facon suivante: Varmland 91,89 %. 
Harjedalen 92,55%, Dalarna 92,83%, Dalsland 95,14%. Les populations étrangéres au 
type initial ne se sont guére établies au dela des cétes, des grandes cités, des centres 
industriels. 

Jusqu’a présent, les Suédois nous apparaissent donc comme des hommes de haute 
stature, en trés grande majorité dolichocéphales. 


La couleur des cheveux et des yeux en Suede. 


Retzius et Fiirst ont dressé le bilan des types clairs et des types foncés. Dans la 
premiere carte, ils présentent les quantités respectives de types clairs (hellen typus), 
cest-a-dire des hommes ayant les yeux clairs et les cheveux blonds (carte N° 24). Les 
provinces les plus riches de ce type sont celles du centre et du sud. Les plus pauvres sont 
celles du nord. Les proportions les plus élevées sont dans les provinces de Dalsland 
(60 %), Vastergétland (60%) et Vastmanland (59,4 %). Les proportions les moins 
élevées sont dans les provinces de Lappland (37,2 %), ce qui parait naturel quand on 
sait l’état de pigmentation des Lapons, et dans la province de Halsingland (37,6 %) 
ce qui parait tout de méme curieux. 

Lorsqu’aux cheveux blonds s’ajoutent, comme phénoméne de pigmentation, des 
yeux bruns, nous voyons quelques changements s’opérer dans la géographie de cette ré- 
partition. Les provinces peuplées d’habitants au type clair demeurent, avec ce nouvel arran- 
gement, a peu prés les mémes. Quelques-unes dans le centre du royaume, désertent leur place 

En résumé, la Suéde est peuplée par une majorité d’individus ayant les cheveux 


blonds et les yeux clairs. 


* 
of * 


Aprés ce rapide coup d’ceil sur les principales caractéristiques morphologiques et 
descriptives de la Suéde, nous allons rapprocher de celles-ci, dans l’ordre de leur examen 
méme, les taux de mortalité par cancer. 


. 
ai RAPPORTS SUPPOSES ENTRE LA RACE ET LE CANCER. 


Nous avons dit que Retzius et Fiirst n’ont pas divisé la Suéde en mémes comparti- 
ments administratifs que la statistique des taux cancéreux. Le lecteur a déja pu s’en 
apercevoir en consultant la liste des taux cancéreux et celles oti figurent les chiffres de 
la taille ou de l’indice céphalique. Il faut donc opérer des corrections, sans lesquelles 
certains résultats seraient incompréhensibles. 


Tableau N° 7. 


Provinces selon Départements selon le tableau Provinces selon Départements selon le tableau 
Retzius et Fiirst des taux de mortalité Retzius et Fiirst des taux de mortalité 
Kristianstad Sédermanland Sdderm anland 
Bene Malméhus Vastmanland Vastmanland 
Blekinge Blekinge Stockholms stad 
Oland Oland Upland Stockholms lan 
Gotland Gotland Upsala 
Jonk6ping Dalarna Kopparberg 
Smaland Kronoberg GAastrikland Partie sud de Gavleborg 
Kalmar Halsingland Partie nord de Gavleborg 
Halland Halland HAarjedalen . 
A Partie sud d’Alvsborg Jamtland pemtland 
Vastergétland Skaraborg Medelpad Partie sud de Vasternorrland 
Bohuslan Bohuslan Angermanland Partie nord de Vasternorrland: 
Dalsland Partie nord d’Alvsborg Vasterbotten Partie orientale maritime de Vas- 
Varmland Varmland terbotten et de Norrbotten 
Ostergétland Ostergétland Lappland Partie occidentale de VéAster- 
Narke Orebro botten et de Norrbotten 


Un tel arrangement n’est pas pour simplifier notre travail. Il est méme probable 
que, par lui, nous serons plusieurs fois arrétés dans nos comparaisons. 
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Cartogramme N° 24. 
SUEDE. 
Réparistion géographique de la proportion 
d'individus du type clair (yeux clatrs, 


cheveux blonds) 


(d’aprés Retzius et Fiirst). 


Type clair 


yeux clairs 
cheveux 


Exposé des principales caractéristiques anthropologiques selon les 
provinces. 


Dans un premier tableau je fais figurer, 4 cdté des noms de provinces selon la termino- 
logie de Retzius et Fiirst (avec en regard la terminologie acceptée pour les taux cancéreux), 
les trois caractéres importants de la stature, de la forme cranienne et de la coloration 
(ici le type clair, aux cheveux blonds et aux yeux clairs). Cet exposé préliminaire a pour 
but de prendre un premier contact avec les caractéristiques anthropologiques géné- 
rales du royaume. L’analyse méme de ces documents viendra plus tard. 


Tableau N° 8. 
SSS eee 


Pourcentage du 


Pravinées selon Départements selon les Taille Indice type clair: 
Retzius et First statistiques des taux moyenne cephalique cheveux blonds, 
Cancereux. moyen yeux einixe ; 
Skane ait Kristianstad he been Soe 170,3 77.- 58,1 
Malmohus . Piet 
Blekinge . =  Blekinge 170,— 76,5 53.5 
Gotland = Gotland ert Meets 172,7 76,8 50,9 
Oland Se ANC Fg ac! P oo) we 171,2 76,1 5457 
J6nk6éping. . 5h get 
Smaland . = IN TONODETS ae ie ert 170,8 76,5 58,1 
Kalmar. . Pier 
Halland — Fase ae recs gts 170,5 76,3 52,1 
- r : 171, 6,- 60,— 
Vastergétland . = See 714 7 
Bohuslan . ie Donuslanin. : 172,1 75,1 55,8 
Dalsland . . = Nord d’Alvsborg . 171,5 74,9 60,— 
Varmiland. . . = Varmiand. . , 170,9 75,5 557 
Ostergétland . =  Ostergétland 170,4 75,2 5O 
Narke . ‘ = Orebro . 170,5 753 52,6 
Sédermanland. . es Sdédermanland . T71,2 74,8 57.4 
Vastmanland . =  Vastmanland : 170,3 (aes 59.4 
Stockholms stad . 
Upland. | Stockholms lan 170,77, 76,9 57,9 
Upsala . Bhat 
Dalarna : = mlCOp pal DCL ouamta cin = 170,8 F502 56,8 
GAastrikland. . =  Partiesud Gavleborg . I71,2 7597 41,— 
HAlsingland. . . = Partie nord Gavleborg. 17253 76,9 37,6 
Harjedalen . . 172,6 75:7 55:3 
= Jamtland . 172,2 | 75,8 . 54,2 } 
jamtland. 171,7 75,8 53.1 
Medelpad. Partie sud Vaster- 
norrland 171,5 75,2 43,6 
Angermanland. . . = Partie nord Vaster- 
norrland ; 171,1 76,7 44,3 
Vasterbotten = Partie orientale mari- 
time Vasterbotten ‘ 
et Norrbotten . 170,3 76,9 38,8 
Lappland. = Partie occidentale Vas- 
terbotten et Norr- 
botten ages 169,1 T7233 37,2 


Aprés ce coup d’ceil général, examinons successivement, avec quelques détails ces 
divers caractéres en fonction des taux de mortalité. Nous conserverons l’ordre adopté dans 
les pages précédentes. 


La stature et le cancer. 


Tableau No 9. 
arnreeee reer a SS SRS 


Stature moyenne Taux de 
Provinces selon Vordre mortalité 
croissant 

Lappland (3... Scicpetae, oe ee 169.1 27.48 
Blekingetic/jicne eee ne 170.— 32.09 
kane Vos fs 4 aal scs wale ee 170.3 28.01 
Vastmantand a neen 170.3 40,68 
Vasterbotten tt a-ak 170,3 38,15 
Ostergétiand. ti, dane) ae 170,4 32,81 
Hallandisy), staan eccete ces 170,5 28,32 
Narke 7) bo Actes" 1s oh eee 170,5 32,20 
Upland ytyg a ese a 170,7 39,60 
Smialand Wee wep esc ecwy dee ee 170,8 30,14 
Dalarnachi ae Ue eee sites ee 170,8 34,98 
Varnilands-59:0 oe ee eee 170,9 33,72 
Angermanland ...... 171,1 40,79 
Oland Way eee 171,2 a 

SOdermMan anda Asay eee L7L,2 37,24 
Gastrikland | pes ee ene apie 33,77 
Vastergotland teeta eee a 31,43 
Dalslamd.) yas nGeaie pore 171,5 30,06 
Medelpad,. «7 .tx5.iane Bho iy tats 40,79 
Jamtland ss hse ures ae iAe FLEA 26,37 
Bohuslan) 25) ett cant. 7 2r — 

Halsinglands haus stint a 172,3 33,77 
Harjédaien: «tira. jpevanie we 172,6 26,37 


Gotland VawA sna ee D727; 27,38 | 
er ee 


Plusieurs de ces moyennes, du fait du double arrangement provincial inégal, appellent 
une explication particuliére. 

C’est ainsi que le taux cancéreux moyen de la province d’Upland (selon Retzius 
et Furst): 39,60 est constitué par les taux suivants: 


\ stockholms:stadre harGi) AU feeie ents 42,65 
Upland Stockholms Manisa vcsneen ance aes e. 38,31 39,60 
} Upsala, ies War Sats ial es one ie 37,93 


montrant entre eux d’assez fortes différences. 


. I] en est de méme pour le taux moyen (30,14) de la province de SmAland (selon Retzius 
et Fiirst): 


| JOnKkOping 2 so eae nea ee 31,34 
Smaland Kronobere siiier Sarna a ee ane 28,37 30,14 


Kalmar ea na oe geen 30,72 


et celui (28,0r) de la province de Skane: 


SkAne } Isristianstad)=) Jv 0 seein ae 26,39 aeae: 


Malmg ota, re eee eee 29,63 


D’autre part, j’ai été obligé, lorsque la méme province avait été subdivisée et se 
retrouvait sous deux noms différents, d’ajouter 4 la suite de ceux-ci, le méme taux de 
mortalité. 

Il y aurait donc a envisager plus de précision encore que nous n’en pouvons donner 
dans cet examen des taux de mortalité en fonction des caractéres anthropologiques. 
Mais nous n’avons pas les moyens d’aller au dela de ce que nous avons fait. 

A Vaide du tableau N° 9, j’ai constitué deux groupes de statures: l’un de r m. 691 & 
Im. 705; Vautre de I m. 707 4 I m. 727 et j’ai mis en regard les taux de mortalité, 

J obtiens, par ce moyen, les résultats suivants: 


Taille Taux de movialité 
ree eroupe . Ea 7Or 32,47 


Jor an lier 33,32 


Il semblerait qu’en Suéde les populations dont les tailles sont les plus élevées présen- 
tent en méme temps un plus fort pourcentage de cancer. Mais avec un petit nombre de 
provinces comme celui dont nous disposons, il serait facile d’opérer des arrangements 
qui effaceraient peut-étre le résultat ci-dessus. Nous essayons un autre groupement en 
arrétant la taille maximum du premier contingent départemental 4 I m. 709. 


Taille Taux de mortalite 
I€f groupe . T2704. 33,18 
Pie » : rM715 31,79 


Cet arrangement renverserait le résultat précédent acquis. 

Il y a, dans le premier groupe, deux départements dont les taux de cancer sont 
particuliérement élevés: Vastmanland 40,68, Vasterbotten 38,15. Ils occupent deux régions 
assez lointaines l’une de l’autre du royaume. Le premier, qui est terrien, est dans la région 
du centre, a l’occident de Stockholm. Le second, au nord, vers le fond du golfe de Bothnie, 
est une province maritime. BA's. 

Si l’on élimine ces deux maxima (Upland en représente un autre (39,60) mais il 
a une stature plus haute), le premier groupe apparait avec les moyennes suivantes: 


Taille Taux de mortalité 
I™.704 31,95 


Dans ce cas, le taux moyen de mortalité est égal 4 celui du deuxiéme groupe. ¥ 

Le facteur stature envisagé seul ne semble pas susceptible de donner aucune lumiere, 
au moins pour ce qui touche a l’intérieur méme de la Suéde. C’est que nous sommes dans 
un pays ow toutes les populations sont de haute stature, et que les variations de la taille 
né sont pas ici des variations ethniques réelles. ‘ ; 

En éliminant quelques provinces peuplées d’étrangers ala race nordique (le Lappland) 
ou touchées plus facilement par les émigrations etrangeres (Skane, Blekinge) nous voyons 
que les tailles départementales sont toutes comprises entre I m. 703 et I m. 727. 

On doit faire encore cette remarque que parmi les départements a plus haute stature 
nous trouvons des taux de mortalité relativement faibles. Ainsi dans les départements de 


_ Jamtland, Harjedalen, Gotland. 


— 232 — 


L’indice céphalique moyen selon les provinces et les taux de mortalité. 


Tableau N° 10. 
LPS ELS Sh ae SR eR EN SVR Fa PSN AIT RT TE IN IO TI TE TIT FT ET SDS ER GIOIA TEES, 


sodermaniiand pe utara 74,8 37,24 
Dalsland Ui 3 ub 68 nee ners. 74,9 30,06 
Bohuslanse. (amc eee — — 

Dalarna): ) ses Ban ta eee ate) PSD 34,98 
Medelpadie iar ssn ear ene 75,2 40,79 
Ostergitland Fo Seen 75,2 32,81 
Vastmaniand ae ee 75,3 40,68 
Narkes tc eee at a pee 75,3 32,20 
Varmland Ait hewe Lee 75,5 33,72 
Gastrikland (ou i. cereal ents 75,7 33,77 
‘Jamtland ae eis nn eee 75,7 26,37 
Flarjedalen eos nee 75,8 20537 
Vastergotiand (yun aves, 76,— 31,43 
Olander we cae naar ee — = 

Halland ti 7./¢ acres eee ore ake 76,3 28,32 
Smalan dyn 0 ou eee 76,5 30,14 
Blekinge (is vitae eee eae 76,5 32,09 
Angermanland ...... 76,7 40,79 
Gotland). tc. t.. vee eee 76,8 27,58 
Upland Abs Gabetpe: Waatn tee 76,9 39,60 
Halsinglandae pees eases o: 76,9 33,77 
Vasterbotten mar eine een 76,9 38,15 
Skane vo oy4-) ae ee eee 77 .— 28,01 
Lappland’! ue eee 775 27,48 


a a 


Le tableau N° ro montre les indices céphaliques rangés selon leur valeur numérique 
croissante. En établissant deux groupes de onze termes chacun (le premier comprend 
les indices céphaliques de 74,8 & 75,8, le second ceux de 76 4 77,5), nous constatons les 
faits suivants: 


Indice céphalque = ry ae mortalité 


moyen 
Premier groupe ... 75,32 33,54 
Deuxiéme groupe . . 76,73 32,48 


Les plus touchés de dolichocéphalie paraissent étre ceux qui possédent le plus haut 
taux de mortalité. En composant deux groupes comparatifs avec les cing départements les 
plus dolichocéphales et les cing départements les moins dolichocéphales, nous trouvons: 


Indice céphalique Taux de mortalité 


moyen 
Premier groupe ... 74,6 35,16 
Deuxiéme groupe . . 77,04 33,40 


Ce résultat confirme celui précédemment indiqué. 

_ Il semble que les départements dont les populations sont les moins dolichocéphales, 
solent moins touchés par le cancer que les départements dont les habitants ont des cranes 
plus allongés. 

Les provinces qui possédent les indices céphaliques les plus élevés occupent, sur la 
carte, les deux extrémités de la Suéde; Lappland au nord (77,5), et Skane au sud (77); 


ils ont tous deux des taux de mortalité relativement bas. Ils ont tous les deux des statures 
relativement petites. I] suffit pour en étre convaincu de se reporter au tableau N° g, ot 
on les verra figurer en téte (avec Blekinge) de celui-ci. 

Si nous voulions hativement conclure A l’aide de ces deux ou trois départements 
seulement, nous dirions que les régions ow Ja population a la plus petite taille et le crane 
le moins dolichocéphale sont celles qui sont les moins atteintes par le cancer. 

Mais un tel examen ne suffit pas pour entrainer une conviction. Nous extrayons du 
tableau N° ro les sept premiers termes et les sept derniers. Ils représentent, d’un cété, les 
pourcentages les moins grands, et, de l’autre, les pourcentages les plus grands de brachy- 
céphalie. Nous mettons en regard les taux cancéreux: 


Pourcentage des 
s Taux cancéveux 


brachycéphales 
MCT OTOMUPC Lat, os fet. 6,86 33,62 
DEPOT COUPE Mie) se) isl « 16,62 33,10 


Avec ce procédé, c’est 4 peine si nous constatons une légére diminution du taux 
cancéreux en fonction du pourcentage plus élevé des brachycéphales. 

Mais c’est tout de méme une confirmation des résultats exprimés ci-dessus. II est vrai 
que nous n’avons pas le droit d’en tirer de bien profondes conclusions. 

Il est possible qu’une discrimination plus précise, a la fois des caractéres anthropolo- 
giques et des taux de mortalité, permettrait de constater, avec plus de netteté, que les 
types les moins dolichocéphales et les moins grands sont moins atteints par le cancer, 
mais une telle discrimination est impossible avec les documents qui nous sont présentés. 

Pour multiplier les comparaisons et éviter si possible les causes d’erreurs, j’ai choisi, 
au fur et 4 mesure de la valeur décroissante de leur taux de mortalité, les dix provinces qui 
possédent les plus forts taux et j’ai placé en regard de ces taux de mortalité le pourcentage 
des dolichocéphales (indice céphalique inférieur a 80) ; des brachycéphales (indice céphali- 
que supérieur a 80); des dolichocéphales vrais (indice céphalique inférieur 4 75); et des 
mésocéphales (indice 75 a 80). De telles subdivisions apporteront peut-étre un peu plus de 
clarté. 


Tableau No 11. 


L’INDICE CEPHALIQUE DANS LES PROVINCES QUI ONT LES PLUS FORTS TAUX DE MORTALITE. 


ne ESAS SYP DISET CSE EC ER ES SESE NSN ED 
| 


Dolichocéph. é 

Provinces. ho Dolichocéph. Brachycéph. eras P Mésocéph. 
Medelpad . . 40,79 89,88 10,12 31,61 58,27 
Angermanland 40,79 81,95 18,05 25,97 55,98 
Vastmaland . 40,68 92,08 7,92 38,37 53571 
ipland> 4. 39,60 79,02 20,98 23,94 55,08 
Vasterbotten . 38,15 80,97 19,03 21,07 59,90 
Sédermanland 37,24 94,97 5,03 46,85 48,12 | 
Dalarna .. 34,98 92,83 myt7 43,62 49,21 
HAlsingland . 33.77 89,73 10,27 32,81 56,92 
Gastrikland . 33377, 89,40 10,60 33,49 55,91 
Varmland . . 33,72 91,84 8,11 37,61 54,28 | 

Moyennes 37,34 88,26 11,72 33/53 54573 | 


A la suite, nous faisons figurer un autre tableau, composé des mémes éléments 
morphologiques, établi sur la base des taux de mortalité les plus faibles. 


Tableau N° 12. 
NN 


Taux de Dolichocéph. 


Provinces miontatite Dolichocéph. Brachycéph. aA Mésocéph. 
Harjedalen . 26,37 92,55 7,45 32,98 59,57 
jJamtland . . 2037. 89,99 10,01 37,05 52,94 
Lappland . . 27,48 76,33 23,67 16,04 59,39 
Gotland .. 27,58 84,75 15,25 20,13 64,62 
SKANe Muerte 28,01 81,40 18,60 18,71 62,69 
Fallandseseiae 28,32 85,79 14,21 27,10 58,69 
Dalsland .. 30,06 95,14 4,86 45,14 50,00 
Smaland. . . 30,14 84,25 15,75 25,54 58,71 
Vastergotland 31,43 88,55 11,45 30,54 58,01 
Blekinge .. 32,09 84,92 15,08 23,70 61,22 

Moyennes 28,78 86,36 13,63 27,78 58,58 


D’une maniére générale, on peut constater que les taux de mortalité les plus élevés 
sont le fait des provinces ot la population est en moyenne plus dolichocéphale, renferme 
plus de dolichocéphales vrais mais notablement moins de brachycéphales et de mésocéphales 
que les autres provinces. Le cancer semblerait donc, en confirmation de ce qui a été 
dit ci-dessus, atteindre plus durement les dolichocéphales vrais. Mais dans chacun de ces 
deux groupes nous trouvons des provinces qui représentent, & un point de vue ou a un autre, 
des faits exceptionnels. Ainsi le tableau des plus fortes mortalités contient trois provinces: 
Angermanland, Upland, et Vasterbotten qui renferment des proportions relativement 
élevées de types brachycéphales. Mais ca ne veut pas dire que ce ne sont pas simplement 
un plus grand nombre de dolichocéphales qui, en cette région, élévent le taux de 
mortalité. 

Et, dans le tableau des taux les moins élevés, deux provinces: Harjedalen et Dalsland 
renferment de faibles quantités de brachycéphales. 

De telles constatations nous montrent que, si de l’examen des faits généraux envisagés 
de plusieurs maniéres il découle quelques constatations dont l’ordre est le méme ici — 
augmentation du taux de mortalité en fonction d’une dolichocéphalie plus accentuée — 
il a reste pas moins que bien des exceptions surgissent dans ce qui semble devenir une 
régle. 

La cause de ces troubles me parait devoir étre cherchée dans la composition méme 
des documents que nous utilisons. Au lieu d’étre des séries relativement pures, les popula- 
tions des provinces suédoises représentent des complexes ethniques et nous ne pouvons 
pas savoir quel est 1’élément ethnique qui, dans ce complexe, est le plus touché par le 
cancer. 

____ Je ferai encore remarquer que dans les deux groupes composés avec les taux de morta- 
lité les plus élevés et avec les taux de mortalité les moins élevés, le pourcentage des mésocé- 
phales est plus grand que celui des dolichocéphales vrais et que celui des brachycéphales. 


Les taux de mortalité par cancer en fonction de la couleur des yeux et des cheveux. 


D’aprés la liste des taux de mortalité, j’ai établi le tableau suivant ott les provinces 
sont rangées selon l’ordre croissant des types clairs. 


Tableau No 13. 


a a ed 
Provinces Types clairs Indices céph Tailles Cancer 


Moins de 40%. 


PEA OARS ton © 1st) Se) ss 37,2 7755 169,1 27,48 
ite cig 2h ell A ee ea 37,6 76,9 172,3 33.77 
VAStCTUOLEGIN eg ni! tjos00/ 45 38,8 76,9 170,3 38,15 
De 40 a 50%. 
Gastricland gorse fet) 41,- Gey) 27,2 35,77 
Medel pacar. tici:., tums keen is 43,6 75,2 171,5 40,79 
Angermanland ..... 44,3 76,7 171,1 40,79 
De 50 a 54,9%.- 
Ostergétland ...... 50,— 75,2 170,4 32,81 
GOtland eerie wanes, 66? 2 50,9 76,8 ie phy) 27,58 
laHandierray ines. +, fe) 410 te 52,1 76,3 170,5 28,32 
Dem C MOE ATA a Me te "hs 45 A 52,6 7553 170,5 32,20 
Waielandien: we) sn ye * 1 53,1 75,8 17 pi) 26,37 
IBIGKINPC a) a ell sss ys 53,5 76,5 170,— 32,09 
Ciena. 36... 54,7 76,1 Bez — 
De 55 a 60%. 
Piamedalenuntic ss.) 55.3 75,7 172,6 26,37 
Dorsniam dig: vs) ances) 6 ts 5597 7535 170,9 33,72 
IOUS AT Pammer oe ls dy a 5 55,8 Fis 172,1 kta 
Bean tae St 56,8 75,2 170,8 34,98 
Sodermaniand ..... 57,4 74,8 171,2 37,24 
Mprredeh. dba. se). > 57,9 76,9 170,1 39,60 
Suiiiancde ewe ests hse 58,1 76,5 170,8 30,14 
OS i re 58,1 77,— 170,3 28,01 
Wastindnland ...... . 59,4 75:3 170,3 40,68 
WwastercOtiand =. % 0.5 % . 60,— 76,— 171,4 31,43 
Pearman eo Nyy 60,— 74,9 171,5 30,06 


Les quatre groupes provinciaux institués selon cet ordre croissant des types clairs 
montrent, selon l’arrangement adopté, des taux moyens variables de mortalite. 


Pourcentage des | Indice 


| Taill | Cancer 
aille 
types clairs | céphalique | | 
| | | 
Moins de 40% 77,10 170,6 B3s43 
4oa50 % | 76,49 171,3 38,45 
50 a 54,90% 76,— | L71;— 29,89 
55460 % 75,72 17,1 33,23 | 
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Les types les moins blonds ont un taux presque aussi élevé que les types les plus blonds. 
Le taux maximum se rencontre chez les groupes humains ot les blonds représentent 4 peu 
pres la moitié de la population C’est qu'il y a dans ce groupe, composé seulement de trois 
provinces, deux d’entre elles ott les taux sont les plus élevés de toute la Suéde. Si nous élimi- 
nions ces deux provinces, le taux de mortalité dans les deux subdivisions des types les moins 
clairs (moins de 40 % et de 40 a 50 %) tomberait a 33,20. 

Les statures moyennes des groupes provinciaux ne suivent pas l’ordre croissant des 
types clairs. Le deuxiéme groupe, qui a la plus forte mortalité cancéreuse, présente, en 
méme temps, la taille la plus élevée. 


Les indices céphaliques moyens selon cet arrangement méritent de nous retenir 
un instant. 

On remarquera que les individus les moins blonds sont en méme temps les moins 
dolichocéphales et les moins grands. Nous retrouvons 1a les influences trés nettes des 
populations de la Suéde septentrionale mélées et métissées de Lapons. En éliminant ce 
groupement spécial du nord nous constatons que l’indice céphalique moyen diminue au 
fur et a mesure que nous allons vers des pourcentages plus élevés de types clairs. Les 
moins dolichocéphales et les plus dolichocéphales présentent les taux de mortalité les 
plus élevés. 

Pour porter plus loin ces comparaisons, voici une répartition des dolichocéphales 
vrais (indice céphalique inférieur 4 74), de haute stature (Im. 70) ayant les yeux clairs et 
les cheveux blonds, tels qu’ils ont été définis par Retzius et Fiirst (carte N° 25). Nous 
inscrivons immédiatement a coté des pourcentages par provinces, les indications des taux 
de mortalité. 


Tableau No 14. 
pansies Buea ba eet ee 


: Dolichocépales Taux de 
Provinces vrais mortalité 

Dalsiand *7 20.055 2. fin Gat oe 18,3 30,06 
soderman|land ena 16,2 37,24 
Harjédalen. Ape). eee 16 26,37 
Dalarnai aes sie DN, Beane 14,7 26,37 
Varmiland 65 seg 40) ee ee 1332 33,72 
Jam tlanidl See eee ee 12,6 26,37 
Bohuslans =ieAu-eiw eae ene 12,4 —- 

Narre? 5 07. Ue sonic nee ae ae 12,— 32,20 
Vdstinantand aes II,9 40,68 
Vastergotland isa. sane 11,5 31,43 
Gastrikdand: 2.78 ),2 ieee 10,— Sis Gh 
Ostergotland qt «ty apenas 9,8 32,81 
Medelpad 0i\22/ Apevsepenciet 9,7 40,79 
Smaland oy \vlaerscan ae ae 9,- 30,14 
HAlsing land): mescaline ane 9,- 33,77 
Upland (2 g.)-0 ear 8,2 39,60 
Halland Ceres rls sae ere 750 28,38 
Blekinge-<j vas lie hn een, Ths 32,09 
Angermanland PM reo ig oe A 6,8 40,79 
SIRATHC Nias 1-y Wee og ee mae 6,5 28,01 
Vastetbotten si. hn sen yet 5,1 38,15 
Lappland (ic, dene ohne 5,1 27,48 
Norbotten) gis 1405 ae oe 4,0 27,48 


Cartogramme N° 25. 


SUEDE. 


Répartition géographique de la proportion des dolichocéphales vrais (i.e. indice céphalique 
au-dessous de 74), de haute stature (170 cm.) et de type clair 
(d’aprés Retzius et Fiirst). 


,e 
et 
es etetes 


YA, Dolichocephales 
VPAIS 


2 Haute 


stature ef 


ly pe olatr 


f % 
E33 437-80 
Aas. A420 
BS. 460 
Geiic1.-13.9 
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Si nous prenons les dix premiers termes de ce tableau et les dix derniers nous consta- 
tons que, dans les provinces ou le pourcentage de ces types a caractére nordiques complets 
est élevé, les taux de mortalité sont un peu moins hauts que dans les provinces ot de 


tels types sont moins nombreux. 
Pourcentage des types 
figurant au tableau 14 


Teh STOUDE aus ain eee 13,88 31,82 
2Me STOUDE, outer 6,92 32,28 


Taux de mortalité 


Un tel résultat semble en opposition avec d’autres résultats obtenus a peu prés 
de la méme facon, contenus dans les pages précédentes. 
En composant deux groupes des cinq premiéres et des cinq derniéres provinces de 


ce tableau nous obtenons: 
Pourcentage des types 
figurant au tableau r4 


Lol oTOWpDe ane acne mnie 15,68 32.35 
PRCA EKO UYE SE GG ae ot 5,82 32,38 


Taux de mortalité 


Il y a égalité dans la valeur des taux cancéreux. 


Pourcentage des petits brachycéphales. 


Enfin, j’ai tenté une comparaison des provinces contenant les plus faibles et les 
plus forts pourcentages de petits brachycéphales (selon la terminologie de Retzius et 
Fiirst) avec les taux de mortalité. Voici d’abord la répartition de ces individus selon la 
valeur croissante de leur nombre: 


Tableau N° 15. 


Pourcentage 


; : Taux de 
Provinces des petits i 

brachycéphales rheooteets 

Dalsland. |S PT Earle suey fees 232 30,06 
Sodermanland/S-ae) caine 23 37,24 
Halsingland eines oo) ete 3,0 33.77 

Harjedalen?) fro. wpe hes 3,2 20,3715 
Dalarnackl, ii) sab ere ie Nate ee 3,3 34,98 

Bohnslans (se tener we yam 3.4 
Narke wc) ee en cas 3,4 32,20 
Varmiand'.) pier eee eile 3,5 SEW? 
Medelpad i) car tau sa stra c 3,5 40,79 
Vastmanland.) 2 en se ore 3.7 40,68 
Jamtland) ies ae taeda. 3,9 26,37 
Oland 3G.) i eae eae aoe 4,4 

Gastrildand 252m stare eae 4,9 B27 7 
Nastereotland sie nearer 5,0 31,43 
Gotland en), 1) aie ene 5,1 27,38 
Ostergétland’) (7 "cme aaemes 557 32,81 
Halland 2) Ses sae ceneen Conine 6,5 28,32 
Smaland sarah eae eee 6,8 30,14 
Blekin Ge; iiss eres se eee ae 7,6 32,09 
Adipermaniand sai ayo eye © 8,0 40,79 
SANE cet. sane en een ee 8,8 28,01 
Vasterbottenty cin 6) omen 9,3 38,15 
Upland mtn, (gh swe dures 9,8 39,60 
Lapplant Sve ay aca T3y7 27,48 


Ieee a a ST SS SS SS SS SS 


A 


_ Les groupes a plus faibles et A plus forts pourcentages présentent les moyennes 
suivantes: 


Pourcentauge des petits Laux moyen de 
brachycéphales mortalité 
ELE OTOP E yiks! Vell fis \-3i eS. 3,20 33,01 
BQ UATOU PCat slop he. te. 8,13 32,47 


Il semble que les provinces qui renferment les plus forts pourcentages de petits 
brachycéphales possédent en méme temps un peu moins de cancéreux ; mais la diffé- 
rence n’est pas grande. 


CONCLUSIONS. 


La répartition géographiquefdu cancer en Suéde montre d’assez grandes variations 
dans les taux de mortalité selon les provinces. La différence quantitative entre les extrémes 
va presque du simple au double. Mais on ne distingue aucun arrangement géographique 
dans cette répartition. Les plus forts pourcentages de cancer se rencontrent aussi bien 
vers le centre du royaume que dans les districts plus nordiques. Les provinces maritimes 
sont aussi touchées que les provinces exclusivement terriennes. 

Les endroits de forte agglomération humaine ne paraissent pas étre plus riches en 
cancer que les endroits ou les populations sont plus clairsemées. On pourrait composer 
a lintérieur de la Suéde des groupements de centres populeux dont les uns présenteraient 
des taux relativement trés élevés, les autres relativement bas. 

Dans leur grande majorité, les Suédois appartiennent a la race nordique, de haute 
taille, dolichocéphale et blonde, aux yeux clairs. La stature est trés élevée en Suéde. 
Sauf le Lappland, elle atteint et dépasse 1 m. 70 dans toutes les provinces. Les trés hautes 
statures ne sont pas localisées en un endroit spécial du royaume, on les trouve aussi bien 
dans les provinces maritimes que dans l’intérieur des terres, au niveau de la mer que dans 
les régions montagneuses. ’ 

Les indices céphaliques moyens marquent presque partout le caractére de dolicho- 
céphalie. L’indice céphalique de la Suéde est 75,85. C’est dans la région centrale du pays 
que la concentration des types dolichocéphales est la mieux definie. Les provinces les 
plus marquées de dolichocéphalie comme le Dalsland atteignent un pourcentage qui 
va jusqu’a 95 %. 

Les Suédois sont des hommes faiblement pigmentes. La population du Royaume 
dans sa majorité posséde des cheveux blonds et des yeux clairs. 


Les recherches d’un rapport possible entre les caractéres morphologiques et descriptifs 
et les taux plus ou moins élevés de cancer ont montré quelques faits intéressants. 

Il semble qu’en Suéde les populations dont les tailles sont les plus elevees présentent 
en méme temps un plus fort pourcentage de cancer. Ul semble qu’en Suéde les individus 
les plus touchés de dolichocéphalie présentent en méme temps les plus hauts taux de 
mortalité par cancer. Les provinces dont l’indice céphalique moyen est relativement 
élevé possédent des taux cancéreux relativement bas. het 

Le classement des divers types craniens selon les subdivisions admises par Retzius 
et Fiirst en dolichocéphales généraux, brachycéphales, dolichocéphales vrais, mésocé- 
phales, semble confirmer ce qui vient d’étre indique, a savoir que le cancer atteindrait 


plus durement les dolichocéphales vrais. Les provinces qui renferment les plus forts 
pourcentages de petits brachycéphales montrent un peu moins de cancer que les autres. 
Mais ces faits mémes sont soumis a diverses critiques et il serait difficile de les accepter 
tels quels. 
Toutes ces observations doivent étre soumises a de nouveaux controles qu’avec 
nos documents actuels nous n’avons malheureusement pas le moyen de faire. 


B. LA NORVEGE. 


L’histoire du peuplement de la Norvége ne présente pas exactement les mémes 
phases que celles de la Suédc. Alors que cette derniére rassemblait et conservait sur son 
territoire des populations presque uniquement dolichocéphales, la Norvége accueillait 
des brachycéphales relativement nombreux. Leur origine est un des beaux problémes 
de l’anthropologie contemporaine }. 

C’est pourquoi il y a lieu de considérer séparément ces deux Etats. 

Si nous devions envisager, en un coup d’ceil synthétique, la totalité de la population 
norvégienne, il faudrait la décrire comme étant sous-dolichocéphale. Mais, sur ce fond 
commun, se détachent des teintes de véritable dolichocéphalie disposée parallélement 
du nord au sud — Deniker a pu les dessiner sur sa carte — et des teintes de brachy- 
céphalie, en certains points marquées nettement. Nous reparlerons de ces répartitions 


au moment ou nous examinerons les caractéres anthropologiques et descriptifs de cet 
Etat. 


I. LA MORTALITE PAR CANCER EN NORVEGE. 


Les statistiques sanitaires publiées par le Gouvernement norvégien ont déja permis 
d’établir des taux de mortalité selon diverses formes, On trouvera dans louvrage de 
Hoffman les résultats d’enquétes diverses, s’échelonnant de 1881 A 1912, sur la mortalité 
comparée, selon les sexes, et selon les organes atteints, de méme qu’on y trouvera des 
comparaisons entre les taux des grandes villes et ceux du reste du pays. 

Mais ces enquétes, importantes par le nombre des cas considérés, n’ont pas été 
Peete selon les provinces, ce qui nous empéche de les utiliser dans cette présente 
étude. | 

Tout d’abord au point de vue d’ordre pratique: 

La nomenclature des noms de provinces est loin d’étre la méme selon les atlas, et 
la recherche des synonymies fait perdre beaucoup de temps. Pour que le lecteur puisse 
s‘orienter, j’ai dressé¢ le tableau des noms de provinces tels qu’ils sont indiqués dans les 
statistiques des taux de mortalité par cancer et de leurs synonymes. A gauche du tableau 
sont les noms de provinces tels quiils figurent dans les cartes annexées a ce travail 


1 La Suéde, nous I’avons vu, posséde aussi sur son territoire des populations brachycéphales. 


Subdwwisions de la Norvége. 


des taux de mortalité 


Akershus 
Buskerud 
Bratsberg 
Finmarken 
Hedemarken 


Jarlsberg og Larvik 


Kristians 

Lister og Mandal 
Nedenes 

Nordland 

Nordre Bergenhus 
Nordre Trondhjem 
Romsdal 
Smaalenene 
Se@ndre Bergenhus 
Sendre Trondhjem 
Stavanger 

Tromso 


Départements selon les statistiques 


|e || eC | 


Synonymes 


Akershus 
Buskerud 
Telemark 
Finnmark 
Hedmark 
Vestfold 
Opland 
Vest-Agder 
Aust-Agder 
Nordland 
Sogn og Fjordane 
Nord-Trendelag 
More 

Ostfold 
Hordaland 
Ser-Trendelag 
Rogaland 
Troms. 


Voici maintenant l’arrangement par départements (tableau Nr), des taux de mor- 
talité par 10.000 habitants durant Ja période 1919-1921. Les deux sexes sont représentés. 


POUR 10.000 HABITANTS, PENDANT LA PERIODE I9IgQ-1g921. 


Tableau N° 1. 
MORTALITE PAR CANCER DANS LES DIFFERENTS DEPARTEMENTS DE LA NORVEGE, 


(Population dés 40 ans.) 


Départements 


Kristiania (Oslo) . 
Akershus . 
Ostfold 
Buskerud 
Vestfold 
Hedmark 
Opland 
Telemark 
Aust-Agder . 
Vest-Agder 
Rogaland 
Hordaland 
BEL Rene eens 


Mgre es 
Ser-Trondelag 
Nord-Trgndelag . 
Nordland j 
Troms@. 
Finnmark 


Norvége 


Sogn og Fjordane 


Hommes 
Taux moyens 
annuels p. 10.000 


Femmes 
Taux moyens 
annuels p. 10.000 


35,96 
40,06 
37,44 
38,49 
37,83 
36,45 
35,54 
34,79 
30,57 
32,32 
31,85 
36,51 
34,07 
29,70 
33,81 
34,37 
27,63 
32,92 
36,45 


34:77 


37,68 
33,75 
34,91 
36,69 
35,92 
36,22 
32,19 
31,84 
30,76 
29,16 
34,71 
24,73 
43,60 
22,27 
33,36 
36,53 
31,78 
20,73 
27EUe 
21,73 


32,58 


36,94 
36,64 
36,03 
37555 
37,37 
36,92 
34,06 
34,12 
32,57 
29,79 
33,71 
27,89 
49,55 
27,56 
31,26 
35,20 
32,86 
24,02 
29,81 
28,84 


33,58 


Moyenne générale 
Taux annuels 
par 10.000 


eee eee men 


16 


— 242 — 


On constate des différences provinciales allant presque du simple (Nordland 24,02) 
au double (Bergen 40,55). Ces deux taux extrémes appartiennent a des provinces mari- 
times, l’une au nord, l’autre au sud-ouest. 

Il y a, selon les provinces, des différences sexuelles — dans le sens positif ou négatif — 
assez considérables. Quinze provinces, sur 20, présentent des taux féminins inférieurs 
aux taux masculins. Le plus grand écart entre les taux sexuels s’observe dans le Finmark, 
ou la différence est de 15 unités en faveur des femmes. Serait-ce que les Lapons, nombreux 
en ces parages septentrionaux, montreraient un caractére ethnique de plus faible résis- 
tance masculine au cancer ? Faut-il invoquer d’autres causes? Par exemple, la répugnance 
des femmes, en ces régions, a se laisser examiner médicalement ? Ou plus simplement 
encore des statistiques médicales insuffisantes ? 

Nous retrouvons quelques écarts semblables: l’un presque de méme valeur (12 unités) 
dans le district de Sogn og Fjordane; deux autres, moins considérables (7 unités), dans 
les districts de Akershus (district méridional) et de Nordland. 

Parmi les provinces ou parmi les cités dont les écarts numériques sont en faveur des 
hommes (c’est-a-dire oti les hommes ont plus de cancer que les femmes), il faut citer la 
ville de Bergen (7 unités), puis le district de Mgre (4 unités). 

Un arrangement selon la valeur croissante des taux de mortalité (tableau N° 2) per 
mettra de voir plus clair dans la disposition géographique cancéreuse de la Norvége. 


Tableau N° 2. 


MORTALITE PAR CANCER DANS LES DIFFERENTS DEPARTEMENTS DE LA NORVEGE, 
POUR 10.000 HABITANTS, PENDANT LA PERIODE IQIQ-Ig2I. ; 


(Population dés 40 ans.) 


Hommes Femmes Moyenne générale 
Départements Taux moyens Taux Moyens Taux moyens 
annuels p. 10.000 | annuels p. 10.000 | annuels p. 10.000 


-|__ | | * i 


Nordland siya t anaes et eee 27,63 20,73 24,02 
SoOgmiog Hiordaneen) iene 34,07 22.27, 27,50 
Hordalandete 1h eee 31,85 24,73 27,89 
Rinnmiark yy ac aie dae eee: 30,45 21a 72 28,84 
MeSteA SCLeTi ire \iewrr lies vrei ie aae 30,57 29,16 29,79 
LIOMSt § ters ice ee ae ee 32,92 27.1 29,81 
MOre “teas Ne Aik re Se ae 29,70 33,36 31,26 
AustoA cdertis 5) Pit eee aa ee eee 34,79 30,76 32,57 
Nord-Trondélagm icv eats 34,37 31,78 32,86 
Rogaland sings. yu wiweeeate eee ke 32;32 34,71 33,71 
Opland 1 Shane on iah wah we 36,45 32,19 34,06 
Telemark, ou Bradsberg .... . 35,54 31,84 34,12 
Sor-Trendelag: timer ae ae 33,81 36,53 35,20. 
Ostioldw. Wevier odie cea ee ae 37,44 34,91 36,03 
Akershusis fcc dui ue alae an 40,06 33,75 36,64 
Eedimark ay ieee ain Teed ae 37,83 36,22 36,92 
Kristiahia’y jue <eiaue otl ie ve eat 35,90 37,68 36,94 
Vestfold Peieue! aw Deeg ben 30,09 35,92 37,37 
Buskernds ji )754 Pete eee 38,49 36,69 37,55 
Bergen oleh s 5m tena ace acl ra 36,51 43,60 49,55 
IN OVORGE oc Sue ONY Tihs bd PORE 34,77 32,58 33,58 


Cartogramme N° 26. 
NORVEGE, 


Répartition géographique de la morta- 
lité par cancer. Taux calculés sur 
les décés parmi toute la population, 
mats par rapport a 10.000 habitants 
agés de 40 ans et plus. Période 
1919-1921. 
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Mortalité par 


HY 
I 
Hi 


Gancer 
les deux sexes 


Taux par 10 000 


Eee -2nse) 


NB 


LISTE DES DEPARTEMENTS DE LA NORVEGE 


COCONT DMUIB WwW ND H 


arrangés selon la numérotation 
employée dans les cartogrammes. 


. Kristiania (Oslo) = Kristiania (Oslo) 
. Akershus = Akershus 

. Smaalenene = Ostfold 

. Buskerud = Buskerud 

. Jarlsberg og Larvik = Vestfold 

. Hedemarken = Hedmark 

. Kristians = Opland 

. Bratsberg = Telemark 

. Nedenes = Aust-Agder 

. Lister og Manda = Vest-Agder 

. Stavanger = Rogaland 

. Sondre Bergenhus = Hordaland 

. Bergen = Bergen 

. Nordre Bergenhus = Sogn og Fjordane 
. Romsdal ore 


. Sondre Trondhjem as Sor-Trondelag 


. Nordre Trondhjem = Nord-Trgndelag 

. Nordland = Nordland 
Troms@ ==) 1 ronis 
Finmarken = Finnmark. 


Un examen rapide de la répartition géographique des taux minima et des taux 
maxima nous montrera sans doute des faits intéressants. 

En suivant l’ordre du tableau N° 2 nous voyons la province de Nordland, puis celle 
de Nord-Bergen (Sogn og Fjordane), de Hordaland et de Finnmark, présenter les taux 
moyens les moins élevés. Ce sont des provinces maritimes situées au nord et au centre 
sud-ouest du pays. Leurs taux ne dépassent pas 28,84. A l’autre extrémité de la colonne, 
Buskerud (37,55), Vestfold (ou Jarlsberg og Larvick) (37,37) sont deux districts voisins. 
Le premier, terrien, le second, maritime. Hedemarken (36,92) est une province exclusive- 
ment terrienne. 

En dressant la carte du pourcentage des taux cancéreux (carte N° 26), on s’apercoit 
plus facilement qu’il existe deux groupements assez nettement délimités, l’un composé 
avec les provinces dont le taux de mortalité est compris entre 33,71 et 37,55, l’autre 
composé a l’aide des provinces a taux plus faibles. Le premier groupe est compact. II est 
formé par les provinces du Sud-Trondhjem, Hedemarken, Opland, Akershus, Buskerud, 
Ostfold, Bratsberg qui se touchent toutes. Il n’y a pas entre elles de solutions de conti- 
nuité. Cette masse envoie un prolongement au sud-ouest: la province de Rogaland. 
Quant aux provinces a taux de mortalité les moins élevés, elles bordent la mer, du nord 
au sud, sauf Rogaland dont il vient d’étre parlé et la partie maritime de celles d’entre 
elles qui regardent le fond du Skagerrak, ou mieux encore les approches et les bords du 
Kristiana fjord. 


2. LES PRINCIPAUX CARACTERES ANTHROPOLOGIQUES DES NORVEGIENS. 


Les Dolichocéphales néolithiques d’origine septentrionale — dont il a été parlé dans 
l’introduction du chapitre consacré a la Scandinavie —- aprés avoir peuplé le Jutland et 
les iles danoises s’étaient avancés sur les territoires méridionaux de la Suéde et de la Nor- 
vege. Ils n’en sont peut-étre jamais sortis. Leurs descendants peuplent encore ces provinces © 
que conquirent leurs ancétres a l’age de la pierre. 

Au cours des siécles — peut-étre méme dés le début de l’occupation — quelques 
mélanges ethniques sont intervenus que nous allons voir. Chose curieuse, ils paraissent 
avoir été plus abondants et plus étendus en Norvége qu’en Suéde. Ce sont les excellentes 
enquétes d’Arbo ! qui ont permis de dresser la carte — selon nos désirs encore incomplete, 
malheureusement — de la Norvége anthropologique. 

Les Norvégiens sont, comme les Suédois, des hommes de haute taille. La moyenne 
générale de la stature doit, en Norvége, dépasser 1 m. 71. Et, comme en Suéde, la seule 
diminution que nous observons dans l’espace concerne un territoire septentrional, le 
Finnmark, peuplé en partie par des Lapons, des Finnois et leurs métis. Ici la taille (I m. 67 
a I m. 68) est encore plus petite que dans le Lappland. En dehors de ce point, partout 
la taille des Norvégiens est élevée, particuliérement dans le nord et dans le sud-ouest. 
Elle est moins haute dans les préfectures du centre et du sud-est. 

Quelques curieuses observations ont été faites au sujet de la stature des Norvégiens. 
On s’est demandé si les territoires cotiers, ou ceux qui sont exclusivement terriens, ou 
cee les intermédiaires, montraient des différences dans la taille des hommes qui les 

abitent. 


* Tous les travaux d’Arbo sont en langue scandinave. Quelques-uns contiennent des résumés en alle- 
mand ou en francais. On pourra consulter, comme le plus intéressant au point de vue qui nous fait écrire cette 
notice, un mémoire, publié en 1900, dans la revue norvégienne Ymer (Stockholm) avec un résumé en frangais, 
sous ce titre: Y a-t-il eu des immigrations successives dans la Péninsule scandinave ? 
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Voici la réponse, tout approximative d’ailleurs. 

Dans la zone méridionale, les marins et les habitants des littoraux sont un peu moins 
grands que les terriens de leur hinterland, sauf, cependant, dans les provinces de Trondhjem 
et de Romsdal; et ailleurs dans les environs mémes des fjords. 

Dans cette région péninsulaire, dont les abords ne sont guére accessibles qu’a des 
marins, peut-on déceler, 4 l’aide de la stature, des influences étrangéres ? 

Pour le savoir, il fallait répartir les résultats des diverses enquétes anthropologiques 
selon de petites circonscriptions. A l’aide de plus de 100.000 recrues de vingt-deux ans, 
examinées avec beaucoup de soin dans l’espace norvégien, Arbo a tenté de le percevoir. 

I] a constaté tout d’abord que deux ilots de trés grandes tailles apparaissent: l’un dans 
le nord, a peu prés a la hauteur du district Nord-Trondhjem; l’autre au sud, dans le terri- 
toire du Sud-Bergen. Nous constatons aussi la présence de quelques {lots de tailles relative- 
ae petites dans le centre du royaume. Des détails complémentaires seront indiqués 
plus loin. 


* 
* *k 


Considérée dans son ensemble, la Norvége est aussi — comme la Suéde — un pays 
dolichocéphale. Mais on ne peut représenter cette caractérisation par une teinte unifor- 
mément répandue sur toute l’étendue de la Norvége. Et la répartition de l’indice cépha- 
lique, tout 4 l’heure, nous montrera des localisations comme en a montré la stature. 
Elle nous indiquera en partie ce fait capital: que, parmi la population norvégienne, il 
existe des masses assez importantes d’individus brachycéphales, également de haute 
stature, qu’on a cru possible de rattacher a la race dinarique. 

Ces brachycéphales de taille élevée paraissent avoir été des navigateurs intrépides. 
Tout a fait au large de la Norvége, au nord de |’Ecosse, sur la route de |’Islande, nous 
retrouvons de tels types dans les Faroér. C’est principalement dans l’ile méridionale 
qu'on les rencontre. Signalés autrefois par Arbo, ces brachycéphales ont été reconnus 
avec plus de détails encore par Jorgensson. Il a montré qu’en cet endroit les brachy- 
céphales et les mésocéphales comprennent presque la moitié des individus recensés. 
Annendale, portant ses investigations dans l’ile moyenne, y a rencontré une forte popu- 
lation de types mésocéphales. Ces iles ont été découvertes au 1x® siécle par les Norvé- 
giens. Il est certain que ceux qui les peuplérent appartiennent au groupe humain sud- 
occidental du royaume. Peut-étre sont-ce de tels navigateurs qui découvrirent |’ Amé- 
rique ? 


La taille en Norvege. 


Il faut faire remarquer, tout d’abord, la nécessité — soulignée précédemment a propos 
d’un autre Etat — de n’utiliser, dans un tel chapitre, que des statistiques chronologique- 
ment bien groupées. Les enquétes les plus récentes en Norvége ont montré, comme par- 
tout en Europe, une augmentation de la taille; utiliser simultanement des statistiques 
datant de moments trés différents conduirait 4 commettre des erreurs certaines. 

Les enquétes d’Arbo sur la stature des Norvégiens — qui sont a citer a coté des plus 
belles enquétes de ce genre dans le monde — ont permis d’établir une carte de la répar- 
tition de la taille en Norvége avec des détails géographiques remarquables. Mais il est 
bien entendu qu'une telle carte, tout excellente qu’elle soit, ne peut encore étre que pro- 
visoire. 

J. Deniker a utilisé les chiffres d’Arbo, ceux fournis par les recrutements militaires, 
ceux de A. et H. Daae. Nous chercherons nos renseignements dans les résumés de ces 


travaux. 
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La stature des Norvégiens ressort, d’aprés Deniker, 4 1m. 710. C’est la taille moyenne 
donnée par les statistiques américaines de Baxter pour 2.290 Norvégiens habitant l’Amérique 
(I m. 717), mais un tel chiffre global est, pour ce que nous recherchons ici, sans grand intérét. 

La plus petite taille en Norvége est, comme en Suéde, celle des populations septen- 
trionales. Nous retrouvons ici, comme 1a, l’influence laponne. Les hommes du département © 
de Finnmark n’ont guére que I m. 67. Pour tout le reste du royaume, la taille s’échelonne 
de im. 70a1m. 724. Mais la stature moyenne ne peut étre marquée sur la carte a l’aide 
d’une teinte uniforme. La répartition détaillée qu’a faite Arbo le montre nettement. 
La stature norvégienne est surtout élevée dans le nord (départements de Nordland et de 
Trondhjem) I m. 715 a1 m. 724, et dans le sud-ouest du pays (départements de Stavanger 
(Rogaland), de Lister og Mandal (Vest-Agder), et de Nedenes (Aust-Agder), ou elle peut 
dépasser légérement I m. 72. 

Quant aux tailles les moins élevées elles se présentent dans le sud du royaume, dans 
les départements de Bratsberg (Telemark) et Smaalenene (Ostfold) ot elle n’est guére que 
de I m. 70. Mais cette partie méridionale du pays nous montre aussi de grandes différences 
dans la stature des populations. Le département de Jarlsberg og Larvik (Vestfold) 
posséde la plus haute taille de toutes les provinces (I m.724), tandis qu’é quelque distance 
au nord le département d’Akershus n’a qu'une taille relativement inférieure (I m. 709). 
fl faut remarquer 4 ce sujet que ce département renferme la capitale du royaume, Oslo, 
et que, malgré cette présence, la stature du département n’est pas élevée. Cette moyenne 
relativement basse doit bien étre l’expression réelle de la taille dans ce département. 

De telles subdivisions départementales semblent, au premier moment, nous donner 
l’expression d’une réalité. Et cependant il n’en est rien. Un fait serait acquis qu’il serait 
inutile de chercher a discuter davantage. Certains départements ont été pénétrés de popu- 
lations diverses. C’est ainsi que, selon les districts militaires, — circonscriptions moins 
étendues que les départements — la Norvége montre une autre répartition des statures. — 
Deniker, qui a cherché a approfondir ces observations, a mis en lumiére de grandes diver- 
gences entre ces deux arrangements. Alors 4 quoi se fier ? Nous ne pouvons établir entre 
les phénoménes que nous étudions que des rapports grossiers. 


Je donne ici copie (carte N° 27) dans ses grandes lignes seulement, — la carte modéle 
est @ une bien plus grande échelle — de la carte d’Arbo. L’auteur norvégien n’a pas tenu 
compte de la répartition des tailles dans les districts qui sont plus au nord que le dépar- 
tement du Nord-Trondhjem. D’aprés cette carte, aucun département n’est réellement 
homogéne. D’une facon générale, les tailles les moins élevées sont dans le centre duroyaume. 
Les départements de Kristians (Opland), de Hedemarken, de Buskerud, de Akershus, de 
Jarlsberg og Larvik sont ceux qui appartiennent le plus nettement aux statures les moins 
élevées (de 1 m. 66 4 I m. 70). Une premiére zone de haute taille s’étend d’abord sur les 
départements de Nord-Trondhjem, Sud-Trondhjem, Romsdal (Mgre). Puis des trainées 
de ces populations a haute stature se répandent dans les départements du sud du royaume 
notamment dans le S¢ndre Bergenhus (Hordaland), dans le Nedenes (Aust-Agder), dans, 
le Bratsberg (Telemark). Dans cette trainée on remarque des {lots de tailles particuliére- 
ment grandes: ainsi le canton d’Ulvik au fond du Hardanger-fjord, dans le Sud-Bergen, 
d’ow un chapelet de trés grandes tailles se déroule jusqu’au bord de la mer, dans le voisinage 
de Kristianssand. 

On pourra faire cette remarque, qu’en dehors de la grande masse des hautes statures 
du nord, qui domine la céte sur une large étendue, les Norvégiens les plus grands n’habitent 
pas les rivages maritimes; de temps en temps, ils poussent des pointes jusqu’a la mer, 
mais leurs contingents composent les populations dont la position géographique est 
intermédiaire entre les cétes et l’est, territoires voisins de la Suéde. 


Cartogramme NO 27. 
NORVEGE. 


Répariition géographique de la taille. 
(Carte d’Arbo.) 
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Cartogramme N° 28. 
NORVEGE. 
Répartition géographique de lV’ indice 
céphalique. 
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Inutile d’entrer dans plus de détails. C’est la carte que nous venons de décrire qui sera 
utilisée lorsque nous rapprocherons des taux de mortalité par cancer les caractéres de la 
stature. 


L’indice céphalique en Norvdge. 


C’est encore a Arbo qu'il nous faut avoir recours. Ce savant a publié toute une série 
de notes sur les caractéres de l’indice céphalique en Norvége. 

Considérée dans son ensemble, la Norvége est un pays ou les habitants ont le crane 
allongé. Mais on ne peut représenter cette caractérisation par une teinte uniforme. Et 
l’indice céphalique nous montrera des localisations comme en a montré la stature. S’il 
fallait envisager d’un coup d’ceil la Norvége entiére, on dirait qu’elle est peuplée par des 
sous-dolichocéphales. Mais sur ce fond commun, il y a des teintes de dolichocéphalie 
plus ou moins accentuée et une région (la cétesud-ouest) riche de types sous-brachycéphales 
et mésocéphales (voir la carte N° 28). 

Les teintes dolichocéphales font trois trainées. La plus centrale située « plus prés de la 
Suéde que de la céte ouest s’étend depuis Trondhjem au Nord jusqu’a Kragerg sur la céte 
sud-est. Elle comprend du nord au sud le district de Nord-Trondhjem, le haut Gu’dbrands- 
dalen avec le val de Lom, la haute vallée de Valders (dolichocéphalie peu prononcée) ; le 
district de Krodsherred avec les vallées de Sigdal et de Numdal assez élevées; enfin, les 
districts de Landerer et de Skien par lesquels les dolichocéphales arrivent en un seul et 
unique point de la cote norvégienne entre le Skienfjord et la ville de Kragerg. Quelques 
ilots dolichocéphales situés dans la province de Telemark unissent cette teinte dolichocé- 
phale centrale a une autre située plus a l’ouest et composée par le pays avoisinant le Har- 
dangerfjord (60° de latitude nord) au nord; le district de Bykle (haute vallée de Otter) 
au centre de l’ilot Exen Grinden entre les hautes vallées de Kwinn et du Mandal au sud. 
Quand au chapelet oriental, i] est formé par la vallée moyenne et inférieure d’Oesterdalen 
par le district de Solor et par l’flot de Tydalen au sud-est de Trondhjem plus au nord}, » 

La région mésocéphale et sous-brachycéphale s’étend sur les cétes depuis Lillesland 
sur le Skagerrak (district de Nedenes) jusqu’au 63™¢ paralléle environ avec une interrup- 
tion causée par les districts de Sud-Bergen en partie et de Romsdal. Sur ces territoires, 
les types a cranes arrondis sont loin d’étre des exceptions. Ainsi dans le pays dont Stavanger 
est le chef-lieu, les indices de 82 et au-dessus figurent pour le 48 °/. Mais c’est 1A un chiffre 
exceptionnel en Norvége. Les deux districts cétiers de Lister og Mandal et de Nedenes 
n’en ont plus respectivement que 24 % et 16 %; dans le district de Bratsberg cette quantité 
tombe 4 12 %. 

Je voudrais citer ici quelques lignes d’Arbo lui-méme: 

« En résumé, tandis que pour la Norvége orientale nous n’avions a distinguer qu’une 
population trés dolichocéphale et une population plus mésocéphale, les choses sont tout 
autres dans les régions occidentales. Vers l’extrémité méridionale du pays, il faut distinguer 
la population des cétes, brachycéphale; la population de l’intérieur, mésocéphale prédomi- 
nante et, dans quelques petites vallées, les restes dispersés de la population dolichocé- 
phale. De Siriaa jusqu’a la frontiére de Sgndhordaland la population brachycéphale est 
absolument prédominante, a la seule exception de la vallée isolée de Suldal, dans le Ryfylke, 
dont la population est mésocéphale avec une tendance vers la dolichocéphalie, et est 
probablement venue de Hardanger. 

_ «Dans la province de Bergen, il faut encore séparer une population littorale méridionale 
qui est, en général, mésocéphale, une population de l’intérieur des fjords, meésocéphale ou 


1 J. DENIKER: L’indice céphalique en Europe, Paris, 1899. 
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trés dolichocéphale, a taille élevée et blonde, et une population brachycéphale plus foncée 
(Sogn). Vers le nord, la brachycéphalie recommence quoique un peu modifide, et s’étend 
depuis la cote jusqu’au fond des fjords, pour se restreindre encore plus au nord, a la c6te 
en laissant a la mésocéphalie l’intérieur du pays jusqu’a Nordmgre ot celle-ci est remplacée 
par la dolichocéphalie »?. 


fl semble que deux groupes ethniques principaux ont peuplé la Norvége. Le groupe 
dolichocéphale doit appartenir, comme une grande partie des Suédois, au type nordique, 
de taille haute, de face allongée, de couleur blonde. 

A quel rameau humain rattacher l’autre groupe, celui qui, tout en ayant une haute 
stature, posséde un crane plus ou moins arrondi ? A plusieurs reprises, déja, on a pensé 
qu’une partie au moins de cette population pouvait étre considérée comme de race dina- 
rique. Rien ne semble s’y opposer péremptoirement. On vient de voir que ces brachycé- 
phales sont de pigmentation foncée. Toutefois, des enquétes plus précises seraient encore 
nécessaires avant de conclure. 


3. LES CARACTERES ANTHROPOLOGIQUES ET LE TAUX DE MORTALITE PAR CANCER 
. EN NORVEGE. 


La carte N° 26a montré quelle était la répartition du cancer en Norvége. Les taux les 
plus élevés sont dans les départements du centre-est, les taux les moins élevés sur les cétes 
(exception pour le fond du golfe Skagerrak). 


La taille et le cancer. 


La carte de la stature nous permet de limiter les tailles les moins hautes a certains 
districts. Kristiania, Hedemarken, Buskerud, Akershus, Vestfold sont les départements 
qui présentent la plus grande homogénéité sous ce rapport. Or, ce sont 1a des districts 
ou le cancer est fortement répandu. Nous les voyons figurer en téte de la liste lorsque 
celle-ci est arrangée selon l’ordre décroissant. Chacun de ces taux dépasse celui dela Norvége 
entiére. 


Districts de moins haute tatlle Taux de mortalité par cancer 
IRSISTI ANI AV ae hen eb kl sine we 36,94 
Hedemarkenwe (48s h ee. 36,92 hte ok meets Ae 
PA ICOESIITISMES meee alias a veto anak 36,64 y 37; 
IBNISKErU Clean cpa ste! cusp sits 37,55 


Les districts les plus riches en haute stature sont ceux de: Nord-Trondhjem (Sgr 
Trgndelag), Nedenes (Aust-Agder), une partie du Sud-Bergen (Hordaland) et du sud 
Trondhjem (Sgr Trgndelag), une partie de Romsdal (Mgre). 


Districts de plus haute taille Taux de mortalité par cancer 
Nord-Trondhjem. ...... 32.86 
Ned Gnesi arestrs ns st ce Le ceo 32,57 ; 
Hordaland ses hese er «'s 27,89 moyenne 31,96. 
Sgr-rgndelagermreeneets en 2) 35,20 
Ie Re aes aaa) oe 31,26 


1 ArBo: Sur l’indice céphalique en Norvége, sa répartition topographique et ses vapports avec la taille. 
Compte rendu du XII¢ Congrés de médecine, Moscou, 1900. 


Les départements 4 plus haute stature paraissent renfermer moins d’individus 
cancéreux que les départements dont les hommes sont plus petits. D’autre part, si je prends 
deux départements dont la population est fréquemment de haute stature, mais dont 
ensemble ne rentre pas dans cette catégorie (Nord-Bergen), (Sogn og Fjordane) et Lister 
og Mandal (Vest-Agder), je constate qu’ils ont aussi des taux de mortalité assez faibles; 
respectivement 27,56 et 29,79. Ce ne sont pas 1a des démonstrations extrémement nettes. 
Tout de méme, ces observations nous autorisent 4 présumer que les deux groupes extrémes 
de stature, en Norvége, ne sont pas également touchés par le cancer. 

I] faut remarquer ici que les plus grandes tailles de la Norvége ne paraissent pas asso- 
cier a ce caractére la dolichocéphalie et la couleur blonde des cheveux. Arbo a souligné 
ce point important dans le chapitre dont nous avons cité un paragraphe et ou il a noté, entre 
autres choses, la couleur habituellement foncée des hommes. La carte dressée par l’auteur 
norveégien, laquelle ne tient pas compte des frontiéres départementales, mais a logé les 
caractérisations ethniques dans les plus petites circonscriptions, permettrait de voir clair 
dans la question que nous discutons. Malheureusement, les notations du cancer n’ont pas 
été faites selon le méme module géographique. 

Peut-étre de telles indications existent-elles dans les bureaux d’hygiéne et de statis- 
tique de la Norvége ? Ce travail utile pourrait étre alors entrepris. ; 


L’indice céphalique et le cancer. 


Les indices céphaliques les plus dolichocéphales sont ceux des provinces suivantes 
dont, a cété des noms, nous inscrivons les taux de mortalité: 


Départements Taux de mortalité par cancer 
Hristiania lone ae mee ees 36,94 
Buskenucht serge ewe 37,55 
BratsbDerg aye) ieee BAL ze 
Akershus. se a) enone 36,64 Moyenne 36,59. 
Jarisberg/a.aiaer see 37,37 
Hedemarken .... 36,92 


Les indices céphaliques les plus brachycéphales sont ceux des provinces suivantes: 
(nous mettons en regard les taux de mortalité) : 


Départements Taux de mortalité par cancer 
Stavanger) ec iieee 33,71 
Lister og Mandal. . . 29,79 
Nordland ime sea tan 24,02 Moyenne 29,59. 
Nord-Trendelag .. . 32,86 
Nordre Bergenhus . . 27,50 


Il y a une différence sensible entre les deux moyennes ci-dessus. On en pourrait 
conclure que les populations brachycéphales de la céte sont moins touchées par le cancer 
(sauf peut-étre le district de Stavanger) que les populations les plus dolichocéphales. — 
Remarquons que le département de Stavanger dont le taux de mortalité est le plus élevé 
de tous ceux du dernier groupe (les plus brachycéphales) reste, sous ce rapport, en arriére 
de tous les départements qui figurent dans le premier groupe. . 

I] est évidemment trés difficile, dans des provinces mixtes, dans des districts ou les 
populations sont mélangées dans des proportions que nous ignorons, de savoir si ce sont 
les plus grands ou les plus petits, les plus brachycéphales ou les plus dolichocéphales qui 
sont les plus atteints par le cancer. Les documents dont nous disposons nous permettent 
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tout au plus de croire qu’il y a lieu de pénétrer plus profondément dans le phénoméne 
que nous ne le pouvons aujourd’hui. Peut-étre cette analyse plus précise révélerait-elle 


_les rapports que nous supposons ? A cet égard, l’enquéte faite en Norvége est plus intéres- 


sante que celle faite en Suéde: la répartition géographique de deux groupes ethniques 
importants montre, dans ces deux groupes, une répartition inégale de taux cancéreux. 


CONCLUSIONS. 


Il y a, entre les divers départements de la Norvége, des écarts assez considérables 
dans les taux de mortalité par cancer. 

Un premier coup d’ceil fait voir que ce sont surtout les régions exclusivement terriennes 
qui sont les plus riches de tumeurs cancéreuses. Grosso modo, les provinces les moins 
touchées sont celles qui bordent la mer, depuis le Finnmark — dont il ne faut pas trop 
parler ici 4 cause de ses Lapons —- jusqu’au bord méme du Kristiania-fjord. Il existe donc, 
encore une fois, gvosso modo, une répartition géographique du cancer en Norvége. 

Pour des raisons de pauvreté documentaire nous éliminerons, des comparaisons qui 
seront faites dés a présent, les trois départements septentrionaux, Finnmark, Troms¢ et 
Nordland. 

Les caractéres anthropologiques principaux dela Norvége sont les suivants: une stature 
générale élevée, habituellement plus haute sur les c6tes que dans ]’intérieur. Les statures 
les moins hautes se groupent principalement dans les districts de l’intérieur, dans la partie 
la plus élargie de la Norvége. Mais les c6tes sont aussi habitées, en certains points, par des 
hommes dont la taille n’est pas trés élevée. 

Ces différences de tailles correspondent certainement a des caractérisations ethniques 
d’ordres divers. Ce ne sont pas des populations appartenant a la méme souche originelle 
qui vivent en Norvége cote 4 céte, y parlant la méme langue, groupées sous le méme éten- 
dard politique. 

Une seconde preuve de cette diversité ethnique nous est fournie par ]’étude des formes 
craniennes. 

Les Norvégiens sont considérés dans leur généralité comme des sous-dolichocéphales. 
Ce terme seul qui représente une valeur intermédiaire permet d’imaginer que la population 
4 laquelle il est appliqué ne doit pas étre d’une origine unique. Les habitants les plus 
dolichocéphales de la Norvége sont ceux de |’intérieur, les plus brachycéphales — excep- 
tion faite naturellement pour la région septentrionale ot vivent les Lapons —, sont les 
populations cétiéres. Si les cétes sont surtout peuplées par des hommes a cranes arrondis, 
elle ne le sont pas exclusivement. En plusieurs points les Dolichocéphales atteignent la mer. 

Lorsqu’on examine comparativement les caractéres de la stature et les taux de morta- 
lité par cancer, on constate que les districts de plus haute stature ne sont pas ceux qul 
renferment le plus d’individus cancéreux. Le cancer est surtout répandu, avons-nous dit, 
parmi les populations terriennes, et elles sont de moins haute taille que les populations 
maritimes. Mais il faut faire cette remarque importante, soulignée par Arbo, le descripteur 
de la Norvége, que les populations de haute taille de ce royaume n’associent pas a ce carac- 
tére morphologique un crane dolichocéphale et la couleur blonde des cheveux. 

Or, l’examen comparatif des taux cancéreux et de I’indice céphalique montre que les 
taux sont moins élevés dans les territoires habités par les populations a indice céphalique 
les*plus hautes, c’est-a-dire les plus tournées vers la brachycéphalie. : 

Le cancer parait donc plus abondant chez les Norvégiens qui sont en meme temps les 
hommes de moins.haute ‘taille et les plus souvent dolichocéphales (et aussi ceux dont 
les cheveux sont blonds). 
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Il est probable que les cétes norvégiennes sont peuplées par des représentants de la 
race dinarique. Nous avons, pour l’imaginer, non seulement ce que nous ont révélé les 
enquétes anthropologiques en Norvége méme, mais les constatations faites de l’autre 
coté de la mer du Nord vers les cétes de l’Ecosse et dans les Iles Faréer. A une époque 
impossible 4 préciser, pour le moment, ce groupe ethnique aurait, venant on ne sait 
d’ott exactement (probablement par le Danemark actuel) peuplé les deux rivages de la mer 
du Nord. De nouvelles enquétes sont évidemment nécessaires pour affirmer ce peuplement, 
mais, encore une fois, il apparait trés probable. Une confirmation de cet habitat des cdtes 
norvégiennes par des représentants de la race dinarique serait, pour ce que nous discutons 
ici, d’un trés haut intérét. 

En effet, on a pu constater, au cours des pages précédentes, que le groupe de plus 
haute stature, a crane brachycéphale ou 4 tendance brachycéphalique, 4 pigmentation 
plus foncée, est celui qui est le moins touché par le cancer. La preuve en est donnée, 
a la fois par la moyenne générale des taux cancéreux dans les deux groupes ethniques, 
et par les moyennes des taux de chacun des départements ayant les indices les plus bra- 


chycéphales. II est trés difficile de percevoir avec exactitude les rapports que nous suppo- 


sons, puisque nous avons, en chaque département, affaire 4 des populations dont aucune 
n’est pure ethniquement. 
Ce sont seulement des majorités qui nous renseignent et non des unanimités. 


— 253 — 


IV. ETUDE PRELIMINAIRE COMPARATIVE SUR LA REPARTITION DES RACES 
ET DES TAUX DE LA MORTALITE PAR CANCER AU DANEMARK 


Par le professeur Eugéne PITTARD. 


La conservation, dans leur intégrité, de l’un des principaux types humains primitifs n’a 
pas été aussi assurée dans le royaume du Danemark que dans la Scandinavie. C’est qu’ici 
les conditions géographiques ne sont plus les mémes. Le Danemark est beaucoup plus 
rapproché du centre européen; par |’Allemagne septentrionale, le passage est ininter- 
rompu entre le reste du continent et la presqu’ile. A fr1077, nous aurons moins de chances, 
sur territoire danois, de rencontrer des groupements humains aussi homogénes qu’en 
Suéde, et méme vraisemblablement qu’en Norvége. 


Déja dés un trés vieux néolithique, déja dés l’azilien, les hommes habitaient le 
Danemark. Les tombes de ce pays renferment des restes abondants de l'industrie néoli- 
thique. La race humaine était sans doute, a la méme époque, la méme que celle des 
Suédois et des Norvégiens. A l’age du bronze,le Danemark recut des apports brachy- 
céphales, probablement venus de |’Allemagne centrale. 


Nous n’avons pas encore, pour le Danemark, des enquétes anthropologiques aussi 
poussées que celles entreprises par Retzius et Fiirst pour la Suéde et par Arbo pour la 
Norvége, mais nous avons |’espoir de les posséder bientot. 


A Vheure actuelle, la population danoise est caractérisée par une stature relativement 
élevée, un crane habituellement dolichocéphale, des yeux et des cheveux ordinairement 
clairs; elle appartient ainsi, dans son ensemble, a la race nordique. 


1, LA REPARTITION DU CANCER AU DANEMARK. 


Il existe, au sujet des taux du cancer dans le Danemark, toute une série d’enquétes 
dont on trouvera le reflet dans l’ouvrage d’Hoffman +. Les chiffres publiés sont impres- 
sionnants par leur valeur élevée. Ils dépassent ceux des autres pays scandinaves. Est-ce 
l’effet de statistiques meilleures dans le Danemark que dans les pays voisins ? Comment 
le savoir ? Est-ce un résultat réel appartenant en propre au Danemark ? 


Le tableau N° x montre les taux de mortalité par cancer dans les années 1920-1922, 
calculés dans la population 4gée d’au moins 40 ans et par 10.000 habitants. 


1 Ouvrage cité. 


Tableau No 1. 


MORTALITE PAR CANCER AU. DANEMARK. 
1920-1922. 
eee 


Décés par cancer, période 1920- 
1922, chez la population 4gée | Population Agée | Taux moyens 


Provinces de 40 ans et plus de 40 ans et plus annuels 
I-II-Ig21 p. 10.000 
Total Moyenne 
Kebenhavns Amt... . 3.787 1.262,3 257-257 49,00 
Hrederksporg awenicmeniine 483 161 33-699 47,78 
Folbaeksieur. pees wk emns 514 1703 36.316 47,18 
OOP. Ga.57. isl ao eehaee ere 483 161 33-554 47,98 
Pracst@ 2k) ow ey eae 513 171 36.082 47,39 
‘Bornholm Siamese cum nie 194 64,6 14.122 45,74 
Maribo (Laaland & Falster) 497 165,6 36.209 45,72 
SVEN DOr lane ae enaaeen eres 529 176,3 46.296 38,09 
Odense» 4 itsap ee a 761 253,06 56.204 45,13 
VGjlezs:. 22a. 2 Suen ee yee 614 204,60 45-555 44,93 
Aarhus SO ise oe ae 1.075 358,3 68.365 - 52,41 
Randers) it eee es 631 210,3 40.349 52,13 
Aalborg cue ies ioe ee 587 195,60 43.864 44,61 
Hy erringe \ 7. ear 541 180,6 37.505 48,17 
Thisted s+ tpi (su eae: 312 IO4 23.239 44,75 
Mibores. (egos fais tenet 491 163,6 35.467 46,15 
| hingk i obing ei) yee 473 157,6 57-607 41,92 
RIDE.» 50 ats ey ed ae sees 354 118 34.677 34,03 
Nord Slesvig (sur 1921-22), 328 164 48.905 33,53 
soit: 
Haderslev id. 113 56,5 16.367 34,52 
Aabenraa id. 70 35 10.378 33,73 
Senderborg id. 70 35 11.892 29,43 
Tonder id. 75 37,5 10.268 36,52 


a 


Ce tableau, mais peut-étre mieux encore le cartogramme N° 29, nous permet de 
constater que le taux de mortalité par cancer dans le Danemark n’est pas égal partout. 
Si, pour l’ensemble du pays, le taux moyen est compris entre 40 et 50 pour 10.000 habi- 
tants, on remarque, en diverses parties du royaume, des taux n’atteignant pas et d’autres 
dépassant ce taux moyen. C’est ainsi que le minimum s’observe dans les anciennes pro- 
vinces du Slesvig recouvré, ott la province de Sgnderborg ne fournit qu’un taux de 29,43 
et que, un peu au nord, en restant toujours dans la partie continentale, les provinces 
d’Aarhus et de Randers apportent a la statistique générale du royaume les deux maxima 
de celle-ci: 52,41 et 52,13. Ces variations sont trés visibles sur la carte No 29. 

_ Hest évident qu'il n’y a pas a faire intervenir, pour expliquer ces variations, des 
Taisons topographiques. Le Danemark est trop petit et trop uniforme dans sa composition 
géographique pour qu’on puisse envisager de pareilles éventualités. La partie insulaire 
(y compris Bornholm) présente une unité relative quant aux taux de mortalité relevés sur 
son territoire. 

Quelle peut étre la raison du minimum observé dans les territoires récupérés lors de 
la grande guerre ? Les provinces anciennement allemandes du Slesvig bénéficient-elles 
d’une apparence de moindre mortalité due a des statistiques moins bien ordonnées, par 


Cartogramme N? 29, 
DANEMARK. 


Répartition géographique de la mortalité par cancer parmi la population dgée de 4o ans et 
plus, période 1920-1922. 
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LISTE DES PROVINCES DU DANEMARK 
arrangées selon la numérotation employée dans les cartogrammes. 


1. Copenhague 7. Maribo (Laaland & Falster) 14. Hjgrring 

2. Frederiksborg 8. Svendborg 15. Thisted 

3. Holbaek 9. Odense 16. Viborg 

4. Sore 10. Vejle 17. Ringkjgbing 
5. Praesto rr. Aarhus 18. Ribe 

6. 


Bornholm 12. Randers 19. Nord-Slesvig 
13. Alborg ; 
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suite des changements politiques, que celles du reste du Royaume danois ? Cela parait peu 
probable, d’autant plus que les chiffres utilisés proviennent de statistiques récentes, 
évidemment établies dans les nouvelles provinces sur le méme modéle que dans les 
anciennes. On pourra remarquer a ce sujet que le seul taux de mortalité relativement infé- 
rieur du Royaume danois (sans le Slesvig) est celui de la province de Ribe qui touche le 
Slesvig méme. Ce pédicule du Jutland forme-t-il une région dont les hommes sont plus 
favorisés que dans tout le reste du Danemark ? Cette résistance est-elle due a une diffé- 
rence de race ? 

Je voudrais faire encore remarquer que les provinces ou se trouve le taux maximum 
ne sont pas celles ou: de trés grandes villes pourraient influencer la statistique en l’aggra- 
vant artificiellement. La province de Copenhague, avec la ville populeuse de ce nom, ne 
vient qu’en troisiéme rang aprés les provinces d’Aarhus et de Randers. 


2 ES CARACTERISTIQUES ANTHROPOLOGIQUES DU DANEMARK. 


Jusqu’au moment ot parurent les résultats des enquétes entreprises par le Comité 
anthropologique danois, les documents sur les caractéres ethniques du Danemark étaient 
rares. On s’en tenait encore, lorsqu’on voulait connaitre la physionomie anthropologique 
de ce pays, aux chiffres de la statistique fournie par les recrutements militaires — plus 
anciennement encore 4 ceux de Baxter — et par ceux obtenus par l’étude de la petite 
série de marins danois, mesurés jadis par Beddoe. Et c’est ainsi que dans ses mémoires 
sur lindice céphalique et la taille et, plus tard, sur la pigmentation, J. Deniker 
n’apporte que bien peu de renseignements sur un pays qui, 4 cause de son intense déve- 
loppement intellectuel, semblait devoir étre un des mieux informés |. 

Les enquétes du Comité anthropologique danois ont porté a la fois sur un assez 
grand nombre d’adultes et sur un trés grand nombre d’enfants. Nous allons les utiliser 
dans un instant ?. 


La stature. 


Les recherches dont les résultats ont été recueillis par Deniker, puis les documents 
apportés postérieurement par Sgren Hansen et Mackeprang, ont montré que la taille 
moyenne des Danois est relativement élevée (I m. 695). Elle l’est moins que celle des 
Suédois ou des Norvégiens, leurs parents linguistiques et historiques et aussi vraisem- 
blablement — au moins dans une large mesure — ethniques. 

Lorsqu’on examine la répartition de la taille (carte N° 30) selon les provinces, on 
s’apergoit que cette taille moyenne est obtenue avec des chiffres globaux qui présentent 
entre eux tres peu de différences. Je n’ai pu, jusqu’a présent, fixer exactement la taille 
de chaque province, mais il apparait certain que la partie continentale posséde une stature 
en moyenne plus élevée que la partie insulaire, notamment le groupe le plus oriental, 
ou nous voyons la région de Copenhague, grace, en grande partie, a la présence de la 
capitale, élever la taille moyenne de cette région. 

C’est dans ces iles de I’Est que se rencontre la plus petite stature moyenne du Dane- 
mark: la province de Holbaek dont les hommes n’ont que I m. 675, tandis que dans la 
province voisine de Copenhague, ils ont une taille moyenne de I m. 692. La ville de 


eles) elle-méme dépasse notablement la moyenne générale avec une stature de 
I m. 699. 


* J. DENIKER: La Taille en Europe, Paris 1908, page 72. — Ib. l’Indice céphalique en Europe, Paris 
1899, page 49.— Ib. Les six races composant la population actuelle de l’ Europe, «The Journal of the Anthropo- 
logical Institute of Great Britain and Ireland », volume XXXIV, 1904. 

2 Voir plus loin. 
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La stature moyenne la plus petite de tout le Danemark est celle de la province de 
Holbaek citée plus haut, puis viennent, en ordre décroissant, dans les iles de l’est: les pro- 
vinces de Laaland (1 m. 68) et celles de Sorg et Praestg (x m. 688). C’est ensuite la province 
continentale de Randers (r m. 689). Toutes les autres provinces insulaires et jutlandaises 
dont j’ai pu obtenir la taille moyenne atteignent et dépassent x m. 69. Plusieurs d’entre 
elles atteignent I m. 694 II suffit d’examiner les chiffres individuels publiés jadis par 
Beddoe, pour s’apercevoir que la taille moyenne, relativement élevée, du Danemark, 
est fréquemment dépassée par les mesures individuelles. Rien que cette indication pourrait 
nous inciter 4 croire que des populations étrangéres au « type scandinave» ont dt 
s‘infiltrer dans le Danemark. Elles ont modifié la taille moyenne en la diminuant. 

Chose fort intéressante, I’fle de Bornholm qui, topographiquement, se trouve dans 
les eaux suédoises et dont le peuplement a été peut-étre plus spécifiquement suédois, a 
la stature la plus élevée (exception pour la ville de Copenhague) de tout le Danemark 
(I m. 698). 

Le Jutland nous montre un phénoméne que les enquétes nous ont permis de constater 
identique dans le Schleswig-Holstein: 4 savoir que les habitants des cédtes occidentales 
sont un peu plus grands que ceux de la céte orientale (du moins, si nous en jugeons 
par ce que montre la province de Randers !. Il ne peut s’agir 1a d’une influence méso- 
logique. Je pense que pour expliquer une telle différence, il faut invoquer des faits 
historiques. 


L’indice céphalique. 


Les documents relatifs aux formes craniennes ont été pendant longtemps quasiment 
inexistants. On ne pouvait guére citer que les mesures d’une série de cranes de Danois 
par le professeur Schmidt, de Copenhague, 27 cranes provenant du Jutland avaient 
fourni l’indice céphalique moyen 74,4 (76,4 sur le vivant) et 56 cranes provenant des {les 
avaient donné l’indice céphalique 75,1 (77, sur le vivan ie 

Ainsi, le Jutland, alors qu’il apparait peuplé par des hommes un peu plus grands que 
dans la zone insulaire, ajoute 4 ces hommes un caractére de plus grande dolichocéphalie 
que celle des individus habitant les les. 

Cette série cranienne fut publiée par Ranke, et Deniker en a donné une courte analyse 
dans son mémoire sur l’indice céphalique 2. 

A cété d’elle, on ne pouvait citer que l’étude, par Beddoe 3, de 28 matelots danois 
dont 5 provenant du Slesvig et 23 du Jutland et des iles. L’indice céphalique moyen 
(80,5) de cette série est beaucoup plus élevé que celui de la série Schmidt-Ranke. Les 
hommes du Slesvig avaient des indices relativement forts (de 79,5 a 82,6). Sur les 
18 individus du Jutland et des iles danoises (ce sont les fles orientales) il y en a 5 dont 
les indices céphaliques sont inférieurs 4 78 et 5 dont l’indice dépasse 83. Cette série est 
tres hétérogéne. Elle le devient plus encore lorsqu’on remarque a cété des caractéres du 
crane, ceux de la taille et de la couleur des yeux et des cheveux, notés par Beddoe. 

Ainsi, les statures s’échelonnent de 1 m. 574 4 I m. 752. Et si nous constatons que les 
yeux de ces matelots étaient généralement clairs (bleus ou gris), nous voyons qu’en méme 
temps ils avaient des cheveux qui allaient du blond clair au brun. 

L’enquéte du Comité anthropologique 4 a porté, pour ce qui touche a l’indice cépha- 


1 Deniker mentionne aussi ce fait. 

2 J. DENIKER: L’indice céphalique en Europe, déja cité, pages 49-50. 

8 BEDDOE: On the head-form of the Danes, London 1870. 

* Soren HANSEN: Om Hovedets Breddeindeks hos Danske, tiré & part de « Meddelelser om Danmarks 
Anthropologi udgivet af den Anthropologiske Komité», Copenhague, 1908. 


lique, sur 4.000 individus, hommes et femmes de tous les districts, Agés de 20 A 65 ans, 
la plus grande partie provenant du Jutland et de la Fionie du Nord. L’indice céphalique 
moyen des hommes est 80,7, celui des femmes 81,5. Sgren Hansen, l’auteur du mémoire 
que nous citons, a montré qu’il existe au Danemark de grandes variations individuelles. 
Dans la sériation qu'il a dressée les indices s’échelonnent de 69 a 97. Si je laisse de cdté 
les extrémes figurant dans son tableau (indices 69-70, un homme, et indice 95-97, quatre 
eee je constate que les Danois sont surtout. selon sa classification, des sous-brachy- 
céphales. 


J’ai calculé les pourcentages des diverses formes craniennes et j’ai établi le petit 
tableau que voici: 


(N’oublions pas en consultant les chiffres des indices que les études ont été faites 
sur le vivant.) 


Tableau N° 2. 


Indices Hommes Femmes Pour cent 
70 & 75 65 29 2,34 
75 a 80 806 622 35,62 
80a 85 © 958 1.065 50,47 
85 a 90 163 207 9,98 
90 a 95 6 17 0,57 


On voit que ce sont les indices céphaliques de 80 4 85 qui sont le plus souvent repré- 
sentés, puis ceux de 75 a 80. D’aprés la terminologie de Sgren Hansen, les indices de 70 
a 75 composent le groupe des sous-dolichocéphales 1 et ceux de 85 a go celui des brachy- 
céphales. Ce sont donc la mésocéphalie et la sous-brachycéphalie qui — selon les termes 
qu'il a admis —- sont, le plus fréquemment, les caractéristiques céphaliques du Danemark. 
Cette répartition serait tout autre si nous utilisions la terminologie des auteurs francais, 
de Deniker, par exemple, dont la qualité de sous-dolichocéphalie s’arréte a l’indice 79. 

Malheureusement, le mémoire de Sgren Hansen ne mentionne pas la répartition 
_ géographique de l’indice céphalique ?. 


La couleur des yeux et des cheveux. 


Ces caractéres nous sont connus grace a la grande enquéte entreprise par le Comité 
anthropologique °. Elle a eu pour objectif les enfants des écoles danoises, de 6 4 14 ans, 
filles et garcons. Elle a porté sur 300.000 sujets. 


1 Dans la terminologie de Deniker un tel groupe figurerait parmi les hyperdolichocéphales. D’aprés le 
petit tableau ci-dessus, nous aurions, selon notre terminologie, environ 37:9 % de types dolichocéphales et 
sous-dolichocéphales. On peut constater que la quantité des indices céphaliques élevés est trés grande au 
Danemark. 7 : 

2 J’apprends par une lettre personnelle de M. Seren Hansen que cette répartition géographique ne saurait 
beaucoup tarder. 

8 Soren Hansen: Om Haarets og Ojnones Farve i Danmark, tiré & part de « Meddelelser fra den Antro- 
pologiske Komité », Copenhague, 1906. 
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Tout de suite, il faut faire la réserve qui s’impose lorsqu’on utilise des documents 
de pigmentation recueillis sur des individus qui n’ont pas encore lage adulte. On sait 
combien la couleur se modifie avec l’Age. 1 Il faut aussi rappeler que de telles enquétes 
ne peuvent €tre entreprises qu’avec la collaboration du corps enseignant et qu’ainsi 
des erreurs plus ou moins grandes dans les interprétations des couleurs peuvent étre 
commises. 

Les enfants observés étaient tous nés dans les districts mémes ot la statistique 
était entreprise. 

La méthode employée a été celle de Beddoe, modifiée par Topinard et dont il a été 
question dans un autre chapitre. 

Chaque groupe d’age est représenté par des contingents de 20.000 a 30.000 sujets; 
exception cependant pour les sixiéme et quatorziéme années qui en ont un peu moins. 

es conclusions générales qui ressortent de cette vaste enquéte sont les suivantes 
(cartes NS 31 et 32): les yeux et les cheveux clairs sont prédominants au Danemark. Le 
pourcentage des cheveux et des yeux foncés s’accroit avec l’age des enfants. C’est ainsi 
que le nombre des garcons a faible pigmentation (cheveux et yeux clairs) décroit de 
521 pour mille, lorsqu’ils ont six ans, A 330 pour mille, lorsqu’ils ont quatorze ans. Cette 
observation s’applique aussi aux filles. 

Le nombre des individus ayant les cheveux rouges a été trés petit. 

En combinant les deux caractéres des yeux et des cheveux, les enquéteurs ont trouvé 
que le tiers de tous les enfants avaient les cheveux et les yeux clairs; le sixiéme les cheveux 
et les yeux moyens, le cinquitme des jeunes Danois ont les cheveux moyennement 


pigmentés et les yeux clairs. Les enquétes ont encore constaté que les enfants 4 cheveux 


foncés avaient tout aussi fréquemment les yeux de couleur «moyenne » ou claire que 
des yeux foncés, tandis que les enfants 4 cheveux clairs n’avaient qu’exceptionnellement 
des yeux foncés et rarement des yeux de teinte moyenne. 

Et puisque nous ne connaissons pas la répartition géographique de Vindice cépha- 
lique (pour le comparer a la répartition géographique de la stature), nous notons ici 
une indication qui est pour nous d’un réel intérét. Lorsqu’on examine les différences 
locales des caractéres ci-dessus de pigmentation, on s’apercoit que l’ordre des districts 


arrangés selon la valeur de leur puissance pigmentaire correspond avec l’ordre donné 


par la stature, tel que l’a indiqué Mackeprang. I] existe donc une correspondance entre 
la taille et la pigmentation 2. Les districts qui ont la plus haute stature sont ceux dont 
la population est la plus claire. Les districts qui ont la moins haute stature sont ceux 
ou la population a le plus fréquemment les cheveux foncés. Il semble, par exemple, 
que la population du Jutland méridional soit plus claire et que les populations du sud 
et de l’ouest du Seeland (les iles orientales) soient plus foncées que les populations habitant 
le reste du royaume. Mais ce n’est 1A, ajoute le rapport, qu’une physionomie globale. 

On peut regretter, du point de vue qui nous occupe ici, que le mémoire si important 
de Seren Hansen ne soit pas plus explicite pour ce qui concerne la répartition géographique 
des caractéres de pigmentation au Danemark. 


1 Fritz Sarasin vient d’en donner une preuve nouvelle et péremptoire dans une étude sur la 
chevelure des Mélanésiens et des Neégres. Plusieurs des faits révélés par cet auteur au sujet de ces popu- 
lations, qu’on peut croire trés différentes biologiquement des Européens, s’appliquent & nos populations. 
F. Sarasin, Sur le changement de la cheveluve chez les enfants des Mélanésiens et des Neégres africains. 
L’Anthropologie, T. 35, 1925. 

_* Il faut tout de méme faire cette réserve que le degré de pigmentation s’accroit avec l’Age. Nous ne 
connaissons donc pas yéellement la couleur des cheveux et des yeux en fonction de la stature puisque la connais- 


Bat de celle-ci nous a été donnée par des individus plus Agés que les écoliers sur qui la pigmentation a été 
etudiée. 
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Cartogramme N° 31. 
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Cartogramme NO° 32 
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J'ai essayé, 4 l’aide d’un tableau qu’il a dressé, de mettre en ordre de valeurs crois- 
santes: d’un cété le degré de pigmentation des cheveux (tableau No 3), de l’autre celui 
des yeux (tableau N° 4). 

L’échelle de pigmentation adoptée pour la classification a été la suivante: 1 clair, 
2 moyen, 3 foncé, 4 noir. 


Tableau N° 3.— DEGRE DE PIGMENTATION DES CHEVEUX ET DES YEUX (LES SEXES REUNIS) 
SELON L’ORDRE CROISSANT DE LA PIGMENTATION DES CHEVEUX. 


Provinces Cheveux Yeux 

NiGiLGY 3) ie) errr ene 3.30 2,80 
FEU: at fo 3,43 2,89 
INCI OOS (o 5:0 a ae 3,45 2,89 
Odenscmemenene. set tis, 3,49 2,95 
Bornholm 3. AS Tae er 3,49 2,93 
Kgbenhavns Amt ..... 3,50 3,04 
eG WSs in 2 3,50 2,96 
HNaNGlGESMME SS 6 kts 3,50 2,88 
Ig le a 3,50 2,85 
WAinllye: 3.5) i 3,51 2,95 
DIVCUCDONSMENe 6s 6 8 wl es 3,51 2,90 
IJ OVEIROR RS sks) fs 3,51 2,92 
GIOCHI) Lo od sa ae er 3,51 2,92 
BredenksDore (hi. 4. 3 3,55 3,00 
SOLGMESE ERE? Sle icce a oc aa ie 3,50 2,96 
SE EL OMe EES HE fa) ce) <a es 3,57 3,04 
PRINS Lecammren ame fee) veh elie 3,57 3,01 
TOL back tm iret ¢) bynes 3,58 3,04 
Moyennes .. . 3,49 2,93 


Tableau N° 4. DEGRE DE PIGMENTATION DES CHEVEUX ET DES YEUX (LES SEXES REUNIS) 
SELON L’ORDRE CROISSANT DE LA PIGMENTATION DES YEUX. 


Provinces Yeux Cheveux 

Wie Vom eum este es Bette fetes 2,80 3,30 
PONGI IODINE RO a cs oes sols 2,85 3,50 
IXAMICOES Ee webs Ss, eine ase 2,88 3,50 
IST ON 5) Bl lce Stl Gycmae ene ome 2,89 3543 
AIDOT EO Lee ice Ss bee 2,89 3.45 
SVERGMOCE ne eae: sents A 2,90 3,51 
ELIOT AN Oy Miele auras © Cb gente, 2,92 351 
WWDOLE ORs yrs Peli sells. es 2,92 3,51 
IBOEDM OLIN een Naren: cic ya 2,93 3,49 
OGenscaennmren ra beuh-c de his srs 2,95 3,49 
MATUD Ojtieg Pathetic esl ay" of ie) coi. 2,95 3,51 
SOTO ead eta ee ee 2,96 3,56 
ASENUS SoM ei! ele 8S. aes 2,96 3,50 
Bredertisborg memes iss 9) 3,00 3:55 
iisted a pee eeremee ast alle. s 3,01 3,57 
IPTACSTO Pepe tuals Mondeo tel hers 3,04 357 
Kgbenhavns Amt ..... 3,04 3,50 
Holboek Meret ua tarot. 3 3,04 3,58 

Moyennes . 2,93 3,49 
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D’une facon générale, les filles sont plus souvent foncées que les garcons. Cette diffé- 
rence a été attribuée au fait que leur développement est plus précoce que celui de leurs 
congénéres masculins. 

Le premier de ces tableaux, dressé selon la valeur croissante de la pigmentation 
des cheveux, montre que la couleur moyenne de ces derniers n’est pas trés différente 
quand on passe d’une province a l’autre. On remarquera que les deux colonnes suivent 
un ordre assez régulier. D’une facon générale, le groupe des fles orientales, sauf Copen- 
hague, est marqué par une pigmentation plus accusée. Cet arrangement ne se maintiendra 
pas le méme dans le tableau N° 4 ou nous verrons la province de Copenhague, en parti- 
culier, présenter, pour la pigmentation de V’iris, un degré d’intensité beaucoup plus fort 
qu'elle ne l’avait montré pour la couleur des cheveux. 


Jai cherché s'il pouvait exister quelques rapports entre le degré de pigmentation 
et le taux de mortalité par cancer. J’ai pris pour chacun des tableaux Nos 3 et 4, les six 
premiers et les six derniers termes et j’ai mis en regard des provinces ainsi choisies les 
taux de mortalité. J’obtiens les résultats suivants: 


Degré de pigmentation Taux de mortalité 


des cheveux par cancer 
Les six provinces & pigmentationminimum ... . 3,44 43,87 
> » » MAXIMUM ea ee ie 3,50 46,87 


Degvé de pigmentation Taux de mortalité 


des yeux par cancer 
Les six provinces & pigmentationminimum ... . 2,87 42,62 
» » » MAXIM Wee 3,01 48,05 


Il semblerait résulter de cet essai que le cancer est plus souvent représenté chez les 
groupes humains dont le degré de pigmentation est plus accusé. Mais ce ne sont 1a, a 
cause de l’hétérogénéité méme des séries provinciales, que des présomptions. 

On pourrait d’autant moins se fier a de tels résultats, que cette enquéte sur la couleur 
des yeux et des cheveux a été faite sur des écoliers dont les degrés de pigmentation — 
rappelons le — changent avec l’Age. 


CONCLUSIONS. 


Les conditions dans lesquelles nous sont présentés les documents anthropologiques 
ne nous permettent pas d’établir des relations intéressantes entre les caractéres ethnolo- 
giques des Danois et les taux de mortalité par cancer dans ce pays. Nous travaillons avec 
des masses, alors qu’il faudrait avoir affaire a de petites unités. 

Les variations que montrent les taux de mortalité, selon les lieux, au Danemark, 
le fait que les provinces a grandes villes (Copenhague) n’ont pas les taux les plus élevés, 
nous incitent a croire que des recherches de la nature de celles que nous avons entreprises 
ne seraient pas inutiles. 

Il apparait — malgré certaines apparences du contraire — que toutes les parties du 
Royaume danois ne sont pas habitées par des populations appartenant sans exception a 
la méme race. A travers les résultats des enquétes globales, nous pressentons |’existence 
de faits exceptionnels parfois abondants. Pourquoi les habitants des cétes occidentales 
sont-ils plus grands que ceux de la céte orientale ? Pourquoi Ja province d’Holbaek 
montre-t-elle une stature relativement petite ? 
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Si, pour expliquer ces différences, ne pouvant faire appel aux influences mésologiques, 
nous invoquons des faits historiques, nous voyons aussitét surgir Papparition d’un groupe 
étranger. 

La répartition des formes céphaliques, & son tour, montre que la population du 
Danemark n’est pas d’essence homogéne. Elle est composée en majorité par des individus 
dont les indices céphaliques sont compris entre les valeurs 80 et 85. La sous-dolichocéphalie 
est fortement représentée au Danemark. Les habitants du Danemark (enquéte faite sur 
les enfants) sont généralement faiblement pigmentés. Chez eux, les yeux et les cheveux 
clairs sont prédominants. On a fait cette remarque, importante pour nous: Jes hommes & 
haute stature sont en méme temps ceux qui sont les moins pigmentés. Ceux-la représente- 
raient donc plus nettement que les autres les caractéristiques de la race nordique. 


En utilisant cette constatation, nous pouvons essayer quelques comparaisons pro- 
vinciales entre la fréquence du cancer et la race. 

Les taux minima de décés par cancer se constatent dans les provinces jutlandaises 
meridionales: Ribe, Nord-Slesvig. Le reste du royaume est fortement atteint par la 
maladie, notamment les provinces de Randers, d’Aarhus. Ribe a une taille élevée et une 
pigmentation relativement faible des yeux et des cheveux. Par contre, les provinces de 
Randers et d’Aarhus, les plus fortement touchées par le cancer, semblent posséder (au 
moins Randers) des populations dont la stature est un peu moins haute que celle des pro- 
vinces environnantes. Quant a leur degré de pigmentation des cheveux, on constate que 
ces deux provinces se placent parmi les types moyens. On ne peut donc pas dire que ce 
sont les plus bruns qui soient le plus touchés par le cancer, mais on ne peut pas dire 
non plus que ce soient les autres types. 

A voir les seules statistiques de la pigmentation, il semblerait que les provinces dont 
le degré de pigmentation des yeux et des cheveux est le moins accentué présentent un 
peu moins de population cancéreuse que les autres. Mais nous ne pouvons pas non plus, 
sur cette seule indication anthropologique, émettre un avis définitif. 

Les résultats des enquétes anthropologiques dans le Danemark, tels qu’ils nous sont 
présentés, ne nous permettent pas de saisir s’il existe un rapport — celui que nous suppo- 
sons — entre la race et le cancer a l’intérieur méme du royaume. Trop d’inconnues restent 
en Ssuspens pour que nous osions présenter d’autres conclusions. 

Une région danoise nous parait particuliérement intéressante & étudier: celle qui 
comprend le pédicule méme du Jutland, spécialement les provinces du Nord-Slesvig et 
de Ribe ou nous avons constaté le minimum de taux cancéreux. Pourquoi dans cette 
région, encore une fois, les hommes sont-ils plus favorisés qu’ailleurs ? 


o 
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V. ETUDE PRELIMINAIRE COMPARATIVE SUR LA REPARTITION DES 
RACES ET DES TAUX DE MORTALITE PAR CANCER DANS LES 
ILES BRITANNIQUES. 


Par le professeur Eugéne Pitrarp. 


Quels sont les types humains habitant aujourd’hui les Iles Britanniques ? 

Les Iles Britanniques représentent, par une partie de leur territoire méridional, 
entre le sud de la Tamise et l’embouchure de la Severn, une des terres européennes les 
plus anciennement habitées. Les ossements de Piltdown, découverts dans les alluvions 
des bords de l’Ouse, sont parmi les plus antiques débris de l’humanité }. 

Le « splendide isolement » des Iles Britanniques n’a pas toujours existé. Au quater- 
naire ancien une terre faisait communiquer le sud de l’Angleterre avec le nord de la France 
et les Paléolithiques ont passé cet isthme. Dés que le sol de l’Angleterre — dés la rive 
droite de la Tamise — fut libéré des glaces apportées par les glaciers écossais, les hommes 
s’avancérent sur les terres qui leur étaient offertes. L’Angleterre se peupla graduellement 
du sud au nord. Elle connut des habitants appartenant aux mémes types ethniques que 
ceux qui chassaient sur le reste de l’Europe. 

Au moment ot la civilisation de la pierre polie apparait, la population de l’Angle- 
terre, qui est de type dolichocéphale, comme l’ont été tous les Paléolithiques, ne verra 
pas, comme de l’autre coté du détroit, la France, des apports de brachycéphales. La masse 
dolichocéphale des Iles Britanniques qui, on s’en rendra compte tout 4]’heure, est l'image 
générale du pays, peut revendiquer d’antiques ancétres. 

Dans les long-barrows les squelettes ont des crAnes dolichocéphales et des faces 
leptoprosopes. Ils appartiennent au groupe des « Dolichocéphales néolithiques d’origine 
septentrionale » dont il a été parlé & propos de la France et de la péninsule scandinave. 

Lorsque l’Age du bronze est apporté en Angleterre, arrivent les Brachycéphales. 
Leurs squelettes se retrouvent dans les round barrows. Thurnam a montré la superposi- 
tion chronologique de ces deux types ethniques, et Beddoe, grosso modo, a confirmé ses 
vues. Depuis ces époques lointaines d’autres arrivées de dolichocéphales eurent lieu dans 
les Hes Britanniques, au moment des invasions historiques, par exemple. Théoriquement, il 
As possible de retrouver parmi les populations actuelles les descendants de ces groupes 

vers. 

Malheureusement, |’état anthropologique actuel des Iles Britanniques est loin d’étre 
connu comme il devrait l’étre. Quelques bonnes enquétes ont été faites en des points déter- 
minés, mais elles ne constituent, par rapport a l’ensemble du pays, que des ilots minus- 
cules. On peut dire que nous connaissons mieux les types qui se sont succédé depuis le 
préhistorique jusqu’aux premiers siécles de notre ére que les types contemporains ?. 


ay Nous ne parlerons pas d’une existence plus ancienne encore de l'homme dans les Iles BritanniqueS 
qui pourrait remonter, si les trouvailles de Reid Moir étaient acceptées par tous les savants, jusqu’au Pliocéne 
au Moins; Mais les ossements humains les plus anciens sont aujourd’hui ceux de Piltdown. 
? Nous espérons tout de méme pouvoir, grace aux travaux de Beddoe, Venn, Haddon, Gray, W. Brad- 
brooke et F. G. Parsons, J. J. Taylor, C. R. Browne, H. J. Fleure et T.C. James, R. W. Reid et John H. Hulligon, 


Hoe nee image — mais elle sera A grands traits — des caractéres ethniques de la Grande-Bretagne et 
€ Tiande, 


- 
a 
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L’ANGLETERRE ET LE PAYS DE GALLES. 


Nous commencerons l’examen des Iles Britanniques par l’étude de l’Angleterre, et 
du Pays de Galles. L’Ecosse, sur laquelle il y aura des choses intéressantes & rechercher, et 
V’Irlande pourront étre l’objet d’un autre mémoire. 


I. LA REPARTITION DU CANCER EN ANGLETERRE ET DANS LE PAYS DE GALLES. 


Les travaux publiés jusqu’a présent sur le développement du cancer dans les Iles 
Britanniques ont montré d’assez grandes variations dans les taux de mortalité de ce 
pays selon les régions. Dans le volume qu’il a consacré a la répartition du cancer dans le 
monde, Hoffman a signalé toute une série d’enquétes s’arrétant 4 1913 et dont j’imagine 
qu'il y a lieu de tenir compte. Le Sous-Comité des statisticiens de la Commission du cancer 
de la Société des Nations, par l’organe de notre collégue, M. Greenwood, a fait connaitre 
la plus récente enquéte sur ce sujet en publiant les résultats d’une importante étude 
statistique sur le cancer du sein et de l’utérus en Angleterre et dans le Pays de Galles 1. 
Les deux cartes annexées 4 son rapport montrent, pour ces deux sortes de cancer, des 
variations géographiques considérables. I] faudra bien que ces différences soient expliquées. 

Nous allons d’abord exposer ce que nous savons de la mortalité par cancer en 
Angleterre et dans le Pays de Galles en nous emparant pour cela des derniers renseignements 
statistiques. Les documents qui sont 4 la base de ce mémoire concernent la population 
de ces deux régions, agée de 45 ans et plus, et les statistiques comprennent la période 
s'étendant de 1919 a 1923. Leurs résultats sont contenus dans le tableau N° x. Nous avons 
dressé ce tableau selon l’ordre croissant des taux de mortalité. 


Tableau No 1. 


REPARTITION GEOGRAPHIQUE DE LA MORTALITE PAR CANCER EN ANGLETERRE POUR 
LA POPULATION AGEE DE 45 ANS ET PLUS, PENDANT LA PERIODE DE I91Q A 1923, ARRANGEE 
SELON L’ORDRE CROISSANT DES TAUX DE MORTALITE. 


Total des décés, Population Taux moyens an- 

Comtés population agée Moyenne (1921) agée de|/nuels pour 10.000 

de 45 ans et plus 45 ans et plus |de 45 ans et plus 
Wit WiC me cn, lg) 1.690 338 326.163 10,36 
LASSE ee 8.920 1.784 1.197.174 14,91 
woth, East Riding! . . . 1.040 208 113.234 18.37 
York, West Riding. . .. 7-435 1.487 793.007 18,75 
IGUCESTCED ans 7 oie) a's 1.965 393 208.130 18.88 
SouLhaniptony ty aren. 2.491 498,2 242.521 20.54 
POICOS Lemire. tt vail, 1.337 267,4 126.278 21.18 
Sussex Pasty pout lost. 1.817 363,4 168.640 21,55 
Northumberland. ... . 1.805 361 166.948 21,62 
StatlOrdawars peavey ts aah 3.294 658,8 300.933 21.89 
Nottingham si, jiu uu ces 1.745 349 154.732 22,56 
Diarham'iyns vs tal ea teers 3.546 709,2 303.740 23,35 
DEVON west cs teene ie 2.820 564 213.293 26,44 
Lincoln, Parts of Lindsey . 1.406 281,2 105.441 26,67 
Chester EI WARWS Hom! 3.478 695,60 260.636 26,69 
ESSEX itr sls sire 1a a antes 5.005 1.001 368.488 Se ap ly 
WELD Vie acral cleus the ace toe 2.519 503,8 167.867 30,01 
mustolie: ast aes 1.205 241 80.254 30,03 


1Dt (M. GREENWOOD. , Etudes statistiques suv ie cancer du sein et de Vutérus d’ apres les données de la 
statistique officielle de l’ Angleterre et du Pays de Galles, Rapport a la Société des Nations, Genéve, 1925. 
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Tableau N° 1 (suite). 


REPARTITION GEOGRAPHIQUE DE LA MORTALITE PAR CANCER EN ANGLETERRE POUR 
LA POPULATION AGEE DE 45 ANS ET PLUS, PENDANT LA PERIODE DE I9IQ A1I9Q23, ARRANGEE 
SELON L’ORDRE CROISSANT DES TAUX DE MORTALITE. 


Total des décés, Population |Taux moyensan- 

Comtés population agée Moyenne (1921) Agée dejnuels pour 10.000 

de 45 ans et plus 45 ans et plus |de 45 ans et plus 
Norfolk ‘ ee 2.233 446,6 148.061 30,16 
York, North Riding uriaes D770 354,2 114.506 30,93 
Monmouth ... eee 1.263 252,06 81.436 31,02 
Berks 72%.) 42 bea eee Te3477 2609,4 84.956 Srey ee 
Northampions. 6 sani ee 1.359 271,8 84.598 32,13 
Oxtord .) eh) eA see 930 186 56.780 32,76 
SUTTE Visti rs ere ae eee 4.353 870,6 260.811 33,38 
NOMELSEL wayne) ee ee 2.444 488,8 141.328 34,59 
Cumberland sae, eee i232 245,8 69.324 35,40 
Eleretord aie ce anes 688 137,6 34 814 39,52 
Kenta oe Hg sor ao) sc 6.232 1.246,4 310.990 40,08 
Isle of Wight ote list ke iar 617 123,4 30.146 40,93 
Dorset’ 5 aah 4 eee 1.414 282,8 67.486 41,90 

iBuckineha mii ae LAL 283,4 67.528 41,97 | 
Wal ts et ae eae 1.745 349 OR. 5E2 41,99 
Lincoln, Parts of Kesteven. 651 130,2 30.646 42,49 
Middlesex: 00h theca 6.677 1.335,4 314.034 42,52 
Fettiord sare ae 1.057 391,4 91.946 42,57 
SUSSEX! West ae hae 1.325 265 61.484 43,10 
Salop tii) (nae eeeeee ee 1.500 300 68.953 43,51 
Bedford 5.) 2) saa one 1.257 251,4 57-261 43,90 
Westin orlaiicl sen meen 441 88,2 19.871 44,39 
Corn wall? cru, epee eee 2.216 443,2 99.145 44,70 
Cambridge cig hen mie 932 186,4 39.774 46,86 
Huntingdow 7.20 te 397 79,4 16.305 48,70 
SlerOf Elysee ae : 507 IO1,4 20.561 49,32 
Lincoln, Parts of Hovland’ 571 I14,2 23.060 49,52 
Suitoll West! eau ee 845 169 33.799 50,00 
Peterborough AN UPR crane 334 66,8 13.196 50,62 
Rutland 2) ee ene 143 28,6 | 5.632 50,78 


Et maintenant, les mémes indications pour ce qui concerne le Pays de Galles: 


Tableau No 2 


REPARTITION GEOGRAPHIQUE DE LA MORTALITE PAR CANCER AU PAYS DE GALLES POUR LA 
POPULATION AGEE DE 45 ANS ET PLUS, PENDANT LA PERIODE DE IQIg A 1923, ARRANGEE 
SELON L’ORDRE CROISSANT DES TAUX DE MORTALITE. 


Total des décés, 
_Comtés population Agée Moyenne 
de 45 ans et plus 


Population |Taux moyensan- 
(1921) agée delnuels pour 10.000 


45 ans et plus |de 45 ans et plus 
a 


Glamorgan 20", wa ane 2.791 558,2 257.082 271 
Brecknotko.t.on oe 268 53,0 15.346 34,93 
Radnor. [2 caine made 130 26 7.409 35,09 
Carmarthen ...... 786 157,2 40.976 38,36 
Bling 2 pe ae ae 572 I14,4 27.487 41,62 
Pembroke) 27h) eee, 521 104,2 24.543 42,46 
Denbigh: © Vanya me 924 184,8 41.138 44,92 
Cardigan’ 45 194 iaaee 459 91,8 19.942 460,03 
Anglesey iin axing een 377 7554 15.662 48,14 
Carharvonl so yee 937 197,4 40.934 48,22 
Merioneth ay Fe a 380 76 14.250 53,33 
Montgomery 402 15.022 5352 
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L’Angleterre et le Pays de Galles sont subdivisés en 61 comtés administratifs. Les 
Statistiques que nous avons en mains contiennent les taux de mortalité de la population 
dans son ensemble (dés 45 ans) et aussi ceux des deux sexes séparés. Elles permettent 
ainsi des comparaisons intéressantes, A parcourir d’un coup d’ceil la colonne des taux 
de décés, on constate aussit6t de trés grandes différences en passant d’un comté a un 
autre. Nous en donnons quelques exemples: 


Tableau No 3. 
sss sssenssnvsenssussssussseenasses 


Hommes Femmes 
na RR SS i eR ae ee eh ll Le 
Taux Taux 
Comtés de mortalité Comtés de mortalité 
par cancer par cancer 

Péeterbrauchy ee 2 en 52,73 MerIOne Thy asie-y Tenia ate 58,19 
Te GUirche bb hege (oh olor un tanta see 51,14 Monteomenyyi) vier 55.48 
Montgomery IST hepa 51,50 Elys(islerorimand sulennee Papaya 
Lincoln, Parts of Holland . 50,04 Runtlanciyae apy ee gees 52,53 
Bancasterta:) 41) Sees 14,06 Sulla Wiest an aie 50,62 
(lOUGESLEris «0 s canteen 18,83 Wiatwitlce diy sesame i ser 10,78 
HECICCSTEROE chr aitacl ie 20,49 Ramcastente wae siden: Gy Be 
ClainOrea Tia eum mek: A iene 19,60 Gloucestengea ei td aes 18,92 
York, East Riding. . .. 17,45 York, East Riding. 19,21 
York, West Riding. . . . 17,34 Southampton . 19,65 
N\WainwiGlemeyr esis, 0 ha 9,90 Sussex Mastweewuace. e 20,70 
York, West Riding .. . 20,05 


a eS 

Entre les extrémes on constate, pour chaque sexe, des différences qui dépassent 
celles qui vont du simple au triple. On remarquera encore que ces maxima et ces minima 
N’apparaissent pas, pour les deux sexes, dans les mémes comtés. Par exemple Merioneth, 
qui posséde le taux maximum féminin, n’apparait pas dans la colonne des maxima mascu- 
lins, Peterborough, qui tient le record des décés masculins, ne se rencontre pas dans la 
colonne féminine. Pour bien faire, il faudrait pouvoir examiner, a la lumiére des documents 
que nous allons utiliser, les taux de mortalité dans les deux sexes successivement. 

Les sexes étant réunis, les maxima dés 48,50 et minima (au-dessous de 21,90) se 
présentent de la facon suivante (tableau N° 4), (la colonne des minima est arrangée selon 
la valeur croissante) : 


Tableau No 4. 
a 


Taux maxima Taux minima 
Camtés arrangés selon Contes arrangés selon 
leur valeur leur valeur 
décroissante croissante 
Meonteomery ) le. bs 53,52 Warwick . 10,36 
“uae osteo Vea re A Base Lancaster ats 14,91 
Recandesos..2. ah fe: 50,78 York, East Riding. 18,37 
Peterborough, .) . 2». 50,62 York, West Riding 18,75 
Siitolic. West surc, ch ce ae 50,— Gloucester : 18,88 
Lincoln, Parts of Holland . 49,52 Southampton . 20,54 
iva (Isleiot)i. fas) Soh, 49,32 Leicester . SMa srehiey ae 21,18 
Huntingdon. =... 2. .). 48,70 Northumberland ... 21,62 
Stafford 21,89 


en) 


Si les statistiques qui nous sont présentées sont d’égale valeur documentaire, 
nous devons remarquer qu'il y a, en Angleterre et dans le Pays de Galles, des comtés 
chez lesquels le cancer est trés abondant, et d’autres comtés chez lesquels il est relative- 
ment rare. Quelles raisons faut-il invoquer pour expliquer de telles différences ? 

En examinant la carte de la répartition géographique de la mortalité pour la popula- 
tion entiére (cartogramme N° 33), nous voyons que les comtés a taux minima sont au centre 
du royaume (Warwick), puis au nord-ouest (Lancashire). Le premier est enclavé en plein 
dans les terres, le second est un comté maritime. Les taux qui viennent ensuite forment 
deux groupes, l’un au sud de Warwick: Gloucester; l’autre a l’est de Lancashire: les deux 
York. Nous composons 1a deux ilots dont les taux de mortalité ne dépassent pas 19,99 
pour 10.000 habitants. Les taux maxima (40,50) composent également deux ilots: l’un a 
louest, dans le Pays de Galles, comprend les comtés d’Anglesey, Cardigan, Carnarvon, 
Merioneth, Montgomery; l’autre, a l’est de l’Angleterre, renferme les comtés de Cam- 
bridge, Huntingdon, Lincoln (Parts of Holland), Peterborough, Rutland, Suffolk-West 
et Isle of Ely. 

Si, a ces taux de 45,50 nous ajoutons ceux de 40 4 44,9, nous augmentons I’flot occiden- 
tal par les comtés de Pembroke, de Flint, et de Denbigh, appartenant au Pays de Galles 
et par celui de Salop (Shropshire) appartenant a 1’Angleterre. Par le méme moyen J’ilot 
oriental s’agrandit au nord du comté de Lincoln (Parts of Kesteven) et au sud-sud-est 
des comtés de Bedford, Buckingham, Hertford, Middlesex. Et ce nouveau groupement se 
prolonge jusqu’a la mer par le comté de Kent. 

Nous avons également dressé des cartes de Ja répartition du cancer selon les comtés, 
a l’aide des taux de mortalité selon les sexes (cartogrammes N°S 34 et 35). Les deux ilots des 
maxima de l’ouest et de l’est se retrouvent; ils sont semblables pour ce qui concerne les 
hommes ; agrandis pour ce qui concerne les femmes. L’existence de ces deux flots principaux 
se présente donc pour nous comme une certitude. 

Le minimum du comté de Warwick est présent dans les trois cartes. Il est en de méme 
pour le comté de Gloucester. 

Le groupe de Lancashire - York augmente légérement son taux dans la série féminine. 
Si nous suivons le littoral marin de l’Angleterre et du Pays de Galles, nous rencontrons un 
comté a taux faible sur la mer d’Irlande: Lancashire; un autre peu élevé sur la rive de la 
mer du Nord: York (East). On peut y ajouter le comté de Gloucester qui embrasse le canal 
de Bristol. Tous les autres comtés maritimes dépassent le taux de mortalité de 20 pour 
10.000 habitants. Parmi les taux relativement modérés (de 20 4 29,99 pour 10.000 habitants 
nous trouvons, en partant du sud-ouest des Iles Britanniques les comtés de Devon, 
Hampshire, East Sussex, Essex, Lincoln - Lindsey, Durham et Northumberland; de l’autre 
coté, sur la mer d’Irlande; la pointe du comté de Chester (Cheshire) et le comté de Glamor- 
gan, au sud du Pays de Galles. 

Les comtés maritimes, en majorité, ont des taux cancéreux relativement élevés. Cette 
constatation ne veut pas dire que nous invoquons la présence de la mer comme une raison 
mésologique. 

On a remarqué, dans cette répartition géographique des taux cancéreux, des comtés 
subdivisés dont les taux présentaient entre eux des différences considérables. A quoi peut 
tenir une pareille variation ? 

Le comté de Suffolk ne renferme pas, dans sa partie occidentale — la plus riche de 
cancer, — de grandes cités qui pourraient étre explicatives de son taux de mortalité plus 
élevé. Le comté de Lincoln, lequel présente des différences qui vont, en gros, de 26 a 49, 
ne peut guére fournir d’arguments dans le méme sens. Les comtés chargés de population 
comme Durham, Essex, Lancaster, Stafford, Warwick, York (East Riding), etc., n’ont 
qu’un taux de mortalité relativement faible. 
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LISTE DES COMTES DE L’ ANGLETERRE ET DU PAYS DE GALLES 


arrangés selon la numérotation employée dans les cartogrammes, 


Northumberland 
Cumberland 

Durham 
Westmorland 

York, North Riding 
York, West Riding 
York, East Riding 
Lancashire 

Lincoln, Parts of Lindsey 
Lincoln, Parts of Kesteven 
Lincoln, Parts of Holland 
Cheshire 

Derby 

Nottingham 

Salop (Shropshire) 
Stafford 

Leicester 

Rutland 

Soke of Peterborough 
Isle of Ely 

Norfolk 

Hertford 

Worcester 

Warwick 
Northampton 
Huntingdon 
Cambridge 
Suffolk-West 
Suffolk-East 
Gloucester 

Oxford 


Buckingham 
Bedford 
Hertford 
Essex 

Wilts 

Berks 
Middlesex 
Londres 
Cornouailles 
Devon 
Somerset 
Dorset 
Hampshire 
Surrey 

Kent 
Sussex-South 
Sussex-East 
Tle de Wight 
Carnarvon 
Denbigh 
Flint 
Merioneth 
Montgomery 
Cardigan 
Radnor 
Pembroke 
Carmarthen 
Brecknock 
Glamorgan 
Monmouth 
Anglesey. 


Cartogramme N° 33. 


ANGLETERRE ET PAYS DE GALLES., 


Répartition géographique de la mortalité par cancer parmi la population adgée de 45 ans 
et plus, période 1919-1923. 


(Population totale.) 
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Cartogramme N° 34. 


ANGLETERRE ET Pays DE GALLES. 


Répartition géographique de la mortalité par cancer parmi les hommes dgés de 45.ans et plus ; 
période 1919-1923. 


ANGLETERRE ET PAYS DE GALLES 


Mortalité par cancer es 
45 ans et plus 
Hommes 


1919 - 1923 


Pour 10.000 


S- 9399 
10 - 14.99 
1S - 19.99 
20 - 24.99 
25~- 29.99 


1 LZ® 30 - 34.99 
fae 


35 - 39.99 
40- 44.99 
45-50 
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Cartogramme No 35. 


ANGLETERRE ET PAYS DE GALLES. 


Répariition géographique de la mortalité par cancer parmi les femmes dgées de 45 ans et plus, 
périodeI919-1923. . 


| ANGLETERRE ET PAYS DE GALLES 


Mortalite par cancer Hes 
45 ans et plus 


F emmes 
1919 - 1993 


Pour 10.000 
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Voici (tableau No 5) les taux cancéreux des comtés qui ont une population (agée de 
45 ans et plus) dépassant 300.000 Ames. 
Tableau No 5, 


SS EIR SS AE EE SRE TS ESTES SES ADEE 


Population (1921) Taux de morta- 


Comtés agée de 45 ans et iietpar Giles 
; plus P 
Durham 303.730 23,35 
EUSSEXa ee 368.488 27517 
Lancaster . : 1.197.174 14,91 
staftord = 35. . ry" 300.933 21,89 
Warwick... 326.163 10,36 
York, West Riding . 793.007 18,75 
Middlesex . >. . 314.034 42,52 
iSente seeds!” 310.990 40,08 


Je remarque, au contraire de ce qu’on pourrait, a prior’, supposer, que les comtés 
dont la population (agée de 45 ans et plus), n’est pas trés abondante, semblent présenter 
des taux cancéreux relativement élevés. A quelle cause faut-il attribuer ce phénoméne ? 


Je rassemble (tableau N° 6) les comtés dont la population n’atteint pas 50.000 habi- 
tants. 


Tableau N° 6. 


Population (1921) Taux de la mor- 


Comtés agée de 45 ans et talité par cancer 
plus 
Cambridge 39.774 46,86 
Peler Or Elvi ok, Meee Ys 20.561 49,32 
Hereford mie esis 34.814 39,52 
idem tin ec ON pemeno te ci 16.305 48,70 
Lincoln, Parts of Holland 23.060 49,52 
Lincoln, Parts of Kesteven 30.646 42,49 
Peterborough 13.196 50,62 
Rutland. 5.632 50,78 
Suffolk, West 33-799 50,— 
Westmorland 19.871 44,39 
Isle of Wight. . 30.146 40,93 


Ce tableau, mis en paralléle avec le précédent, semble montrer que les taux de mortalité 
ne devraient pas étre envisagés comme ayant la méme valeur comparative dans tous les 
comtés. 

Pour apporter encore un peu de clarté dans cette recherche, je veux mettre en regard 
dans le tableau ci-aprés (tableau N° 7) les comtés ayant chacun une population a peu 


‘ 
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prés de méme valeur numérique (entre 105.000 et 160.000 habitants agés d’au moins 
45 ams): 
Tableau NO? 7. 
aan ncrrerrreee eee cerreea reece cree a SSS SS 


Comte Population agée Taux de la mor- 

d’au moins 45 ans |talité par cancer 
Leicester ity pier nes 126.278 21,18 
Lincoln, Parts of Lindsey 105.441 26,67 
Norfolk? Si. panere ie cee 148.061 30,16 
Nottinghame@y eee 154.732 22,56 
SOMMEISet ME Pearce me 141.328 34,59 
York, East Riding, ~ |). 113.234 18,37 
York, North Riding. . . 114.506 30,93 


—————— 

Des phénoménes de statistiques expliquent-ils complétement la présence de taux aussi 
différents ? Je me le demande en voyant des populations de quantité égale dans les deux 
York présenter des taux cancéreux trés éloignés l'un de l’autre. 

Il y a la des recherches dont je livre le soin A mes collégues plus spécialisés que moi 
dans la science de la statistique. 

Mais il est évident que si les valeurs que nous voulons considérer comme des valeurs 
comparatives représentant le taux de mortalité par cancer sont soumises a des causes 
d’erreurs d’ordre purement statistique, nous aurons bien de la peine a les utiliser sainement 
au moment des rapprochements anthropologiques. 

I] est nécessaire de faire le méme exposé avec les comtés du Pays de Galles. 

D’abord ceux (tableau N° 8) qui ont moins de 20.000 habitants: 


Tableau No 8. 
SS SSS SSS SSS SSS 


Taux de morta- 


Comtés Population lité 
ité par cancer 
Anglesey s, Giaeue mele meee 15.662 48,14 
Brecknoch .ifergeieee a te 15.346 34,93 
Cardigan 2 )hiuegiie jenn 19.942 46,03 
Merioneth 7.2390) 8 saleie on 14.250 53,33 
Montgomery, ewer eee 15.022 53,52 
Radnor 7.4.0) aae ee ae 7.409 35,09 


LLL SSS ses SSS 


Puis ceux (tableau N° g) qui ont plus de 40.000 habitants: 


Tableau No 9, 
enero, 


Taux de morta- 


Comtés Population a 
lité par cancer 
Catimarthen ys aca 2 ee ee 40.970 38,36 
Carma rvonigen iss saree eae 40.934 48,22 
Denbigh’ y-. yee ae ae 41.138 44,92 
Glamorgan / (esti ie ee 257.082 PAA 


a 
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2. LA STATURE HUMAINE EN ANGLETERRE ET DANS LE PAYS DE GALLES. 


La taille humaine pour l’ensemble des Iles Britanniques —- y compris |’Ecosse et 
l'Irlande — mérite d’étre étudiée avec plus de détails encore qu’elle ne l’a été. Elle nous 
révélerait strement, au sujet des anciennes populations fixées dans ces Etats, des faits 
intéressants. Elle aiderait a établir des raccords, des filiations entre les populations 
anciennes et les populations actuelles. Certaines régions sont habitées par des hommes 
dont la stature moyenne présente, sur des espaces relativement peu étendus, des diffé- 
rences assez notables: elles pourraient sous-entendre des qualités ethniques originairement 
différentes. N’oublions pas I’arrivée, au moins avec l’introduction du bronze, de types 
brachycéphales. I] faudrait savoir quelles étaient les autres caractéristiques morpholo- 
giques associées a cette forme cranienne. 

Les documents concernant la taille en Angleterre nous les devons d’abord a Beddoe ! 
dont le nom se retrouve sans cesse sous notre plume, puis au Comité anthropométrique de 
lAssociation britannique pour l’avancement des sciences qui a travaillé de 1879 a 1882 
et dont le rapport final a paru en 1883 ®. 

Antérieurement, Lane Fox avait publié des documents sur le Surrey 3; il faut encore 
citer les travaux postérieurs de Haddon, Taylor, Bradbrooke et Parsons et, pour le Pays 
de Galles, celui de Fleure et James *. D’autres auteurs ont apporté leur contribution a la 
stature de l’Ecosse et de l’Irlande. Nous ne parlons pas de leurs travaux pour le moment. 
Le rapport du Comité anthropométrique a pour base les mesures de 8.614 individus de 
23 a 50 ans (6.104 cas pour |’Angleterre et 735 pour le Pays de Galles), appartenant aux 
diverses classes de la société. C’est, 4 n’en pas douter, un chiffre absolument insuffisant 
pour avoir une idée précise de la stature dans les [es Britanniques. 

Mais c’est déja quelque chose. 

La taille moyenne des Iles Britanniques est élevée. Elle est probablement égale a 
celle de la Scandinavie. Ce sont les Ecossais qui sont les plus grands de tous. (On sait que 
les Ecossais de Galloway sont les hommes les plus grands de la terre.) Si nous limitons 
a l’Angleterre et au Pays de Galles nos connaissances, nous trouvons les moyennes sui- 
vantes: 


Tailles Moyennes 
INTVIBIS, 6 oo G6 oo o po OK aoys fs he Gil ee 1.706 
GAIR so Go re ESS eo. Okamoto nl tals epy! I.691 


Les Irlandais ont une stature un peu supérieure a celle des Anglais. 
{] faut maintenant considérer la répartition des tailles par comtés dans les deux divi- 
sions du royaume dont nous avons a parler. 


1 BEDDOE: On the stature and bulk of Man in the British Isles, London, 1870. — Ip.: The vaces of Britain, 
a contribution to the Anthropology of Western Europe, Bristol and London, 1885. 

2 BEDDOE: British Association for the Advancement of Science, Report of the Anthropometric Committee 
in « Annual Report of the Association », dés 1878, final Report 1883, page 253. 

3 Col. A. LANE Fox: Report of the mensuration in two regiments of milice of Royal Surrey, « The Journal 
of the Anthropological Institute », 1877, page 443. 

4 Happon, A. C.: On the Physical Characters of the Inhabitants of Barley, Herts. Report Anthropometric 
Committee, British Association for the Advancement of Science, 1897, page 503. 

Taytor, J. J.: Anthropometric Notes on the Inhabitants of Cleckheaton, Yorkshire, id., page 507. 

BRADBROOKE, W. et Parsons, F. G.: The Anthropology of the Chiltern Hills, « The Journal of the Anthrop. 
Instit. of Great Britain and Ireland », 1922, page 113. 

FLEvRE, H. J. et James, T. C.: Geographical Distvibution of Anthropological Types in Wales, « Journal 
of the Royal Anthrop. Instit. of Great Britain and Ireland », volume XVLI, 1916, page 35. 
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Pour rendre plus compréhensible la physionomie de la stature en Angleterre, j’arrange, 
selon les documents fournis par le Comité anthropométrique et selon leur valeur crois- 
sante (tableau N° ro), les tailles des différents comtés. 


Tableau N° 10. 


Comtés Taille moyenne Comtés Taille moyenne 

Hereford et Middlesex . . 1,684 Northampton.) “i eee I,709 
Suropshire: 7 Vis we cewe 1,685 Leicester et Rutland 7.) 74) 1,709 
DOMETSEEs rome sent rae 1,685 Nottinghant ii.) ene 1 7E2 
Gloucester et Bristol . . . 1,685 Hampshire ) ae 1,714 
Walt fe ipuenc ge ety + ee 1,686 Lancashire ".) 5 gi), aoe 1,715 
Hereford et Monmouth ‘ 1,688 Kent: 4 He ae ae hoe 1,718 
SUITCy Pewee hint oye tie ae 1,689 Berks...) 4a gee 1,718 
Cheshire #7 A. =. aoe ee 1,690 Suffolk =<) 2) 3.) Ae : 1,720 
Oxford et Buckingham . . 1,696 Durham? <7 eae ae ets 1,720 
Cambridge et Huntingdon . 1,696 Derby < 4” Vi ae 723 
Londres} Jy sae tae ae I,701 Stafford |. Wan) eee 1,724 
Dorset (5%. sate Fes: es. I,702 Cornouailles; ix laren 1,726 
York, West Riding e Essex, a) So eae L727 

Sheffield 0), ea ae f 1,702 Norfolk) *2) 23a 1,728 
ipedfords.. to). caeeaee 1,704 Lincoln .- Sao 1,732 
Devon \ sz Sx ees 1,704 Cumberland et Westmorland 1,737 
Warwitk © ich, ce a ae 1,707 Northumberland .... . 1,743 
Worcester? Shae 1,708 York, North and East Ri- 
Sussex (J 04l2ar eects ae ae 1,709 dings’ ‘7.2. 2." eee 5 1,754 


Il y a, entre la taille minimum de Hereford et Middlesex et la taille maximum de 
York (North and East Ridings) une différence de 7 unités, ce qui est beaucoup pour un 
pays dont l’ensemble apparait, pour les yeux qui n’envisagent que les caractéres moyens, 
comme un Etat assez homogéne. Six comtés n/atteignent pas la taille de r m. 70 et dix 
atteignent et dépassent 1 m. 72. 


La taille dans le Pays de Galles. 


Nous avons établi, pour le Pays de Galles, le méme arrangement des statures moyennes 
selon l’ordre croissant de leur valeur: ! 


Tableau N° 11. 
SSeS SSS SSS 


Comtés Taille moyenne 
Carmarthen i eee Sipe 1,689 
Pembroke? 4 in geet tans 1,689 
Glamorgan) face eve as 1,689 
Brecknock) 2 2. fee retads te 1,692 
Cardigan 273.0 20 Petit Sale be T,692 
Radnor '.¥-5 tas, #1 ae RAs 1,693 
Anglesby)< 4 rik tenen sree 1,699 
Carnarvon 2 ibe ee b I,699 
Merioneth ‘(A579 eee bowie es I,699 
Montgomery . coon eee 1,699 
LE en ee FM ee Nie 1,703 
Denbigh. 51.0). us ue Se BT ES 1,703 


SSS SSS SSS 


Les comtés du Pays de Galles ne montrent pas des différences aussi étendues que ceux 
des Iles Britanniques. Ici, entre le minimum et le maximum, nous n’avons que deux unités 
a peine, 


c 


A laide de ces divers documents — encore une fois, trés insuffisants pour un aussi 
grand territoire que l’Angleterre et le Pays de Galles — nous avons dressé la carte N° 36 
annexée 4 ce chapitre. Elle permet de saisir immédiatement combien, en gros, la partie 
occidentale de 1’Angleterre — avec aussi une forte pénétration dans le centre — et le 
Pays de Galles tout entier, différent, sous le rapport de la stature, du reste du royaume. 
Une telle carte établie non plus a l’aide de 6.900 observations, mais a l’aide de quelques 
centaines de mille cas garderait-elle la méme physionomie ? 

Dans le Pays de Galles, la stature en général est moins élevée que dans le reste des 
Iles Britanniques. C’est dans le coin nord-est, ot se trouvent les comtés de Flint et de 
Denbigh, que la taille est la plus haute (I m. 703). Dans le sud, au contraire, la stature est 
la moins élevée. Sur le littoral du golfe de Bristol, les comtés de Pembroke, Carmarthen et 
Glamorgan ont une moyenne de x m. 689. En allant vers le nord, la taille s’éleve. Fes 
comtés de Brecknock, Radnor, Cardigan ont une taille de 1 m. 69241 m. 693. Ceux de 
Montgomery, Merioneth, Carnarvon ont des habitants dont la stature est de 1 m. 699 *. 
Nous n’avons pas ici a tenter d’expliquer ces variations géographiques, dont plusieurs 
sont dues, certainement, a des faits historiques. 


3. L:INDICE CEPHALIQUE EN ANGLETERRE ET DANS LE PAYS DE GALLES. 


L'indice céphalique des Hes Britanniques est mal connu. L’infatigable Beddoe * 
a publié une série de mémoires le concernant, et ses études avaient porte sur diverses 
régions de l’Angleterre. On peut y ajouter les observations de Venn sur les étudiants de 
l'Université de Cambridge *. Ces derniéres, sur des territoires malheureusement mal 
délimités, nous fournissent quelques renseignements, mais, 4 cause méme de leur peu de 
précision géographique, nous ne pouvons guére les utiliser. Le Comite pour les études 
anthropométriques de l’Angleterre n’a pas, que je sache, publié les documents qu'il a dui 
recueillir et dont l’anthropologie tirerait tant de profits. Sur l’Irlande et ]’Ecosse, nous 
avons quelques mémoires de Browne, de Haddon, de MacLean, de Gray, et Gray et Tocher, 
qui n’ont pas a étre cités ici. 

Dans son Mémoire sur Vhistoire de I’ indice céphalique, Beddoe, aprés avoir confirmé, 
dans ses grandes lignes, les vues de Thurnam relatives 4 la superposition sur l’antique 


1 Ce sont 1a, répétons-le, les données qui nous ont été fournies par le rapport final du Comité anthropomé- 
trique de l’Association britannique pour l’avancement des sciences (1883). L’important travail de H. J. Fleure 
et T. C. James: Geographical Distribution of Anthropological Types in Wales, « The Journal of the Royal Anthro- 
pological Institute of Great Britain and Ireland » (volume XLVI rg16, page 8 5), a complété notre documenta- 
tion, surtout en ce qui concerne le comté de Cardigan. Voici quelques-unes des moyennes relatives a la stature 
que nous avons pu établir. Elles ne différent que peu des chiffres cités plus haut: 


Denbighshire Upland .....-.++--.. Ries 1,693 
North Montgomeryshire... - «5 «5 + 8s «ee 1,689 
Western Montgomeryshire 5 , ja» SOeentreaite ane 1,662 
Plynlymon Moorland. ....... 1,689 
Tregaron et Llnddewibrefi . . .. . 1,707 
Cardigan Newaua yess 2. oie 00 ea 1,686 
Llandyssul, Pencarrey, etc. .... .- 1,669 
Newcastle Emlyn .........- 1,699 
Carmarthen, Towy Valley ....+.-+++:+ 5.4. 1,693 
South EastiCarmarthenshire . .. « « sa «% 1,671 
2BEDDoE: Mémoire sur Vhistoive de Vindice céphalique des Iles Britanniques, «L’ Anthropologie», 1894, 


page 513. 

® Venn: Cambridge Anthropometry, «Journ. Anthr. Inst. Gr, Britain and Ireland», 1888, page 140. Les obser- 
vations recueillies par Venn l’ont été selon une technique particuliére qui n’est pas celle de la plupart des 
anthropologistes. Par exemple, la plus grande longueur du crane n’est pas mesurée dés la glabelle, mais dés le 


centre frontal, c’est-a-dire dés l’ophryon. 
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Cartogramme N° 36. 


ANGLETERRE ET PAYS DE GALLEs. 
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race dolichocéphale, d’un type brachycéphale, 4 l’Age du bronze (round barrows), 
pense que la domination romaine peut avoir été l’occasion de mélanges ethniques en 
Angleterre. Mais il s’agit 1a plus d’une vue théorique que d’un résultat acquis par de suffi- 
santes observations. Les quelques indications que l’on posséde sur les squelettes de cette 
époque montrent que la population anglaise avait, en bien des endroits, conservé son type 
primitif. 

La couche ethnique qui vient ensuite a été appelée communément anglo-saxonne. 
La forme prédominante de la téte chez les Anglo-Saxons «constitue une légére modifica- 
tion du type germanique des tombes en rangées, ou type Hohberg ». L’indice céphalique 
moyen des hommes est alors de 74,59. Aux yeux de Beddoe, la conquéte normande ren- 
forga en Angleterre l’élément brachycéphale, surtout 4 cause «de la multitude mélangée 
des immigrants venus de différentes régions de la France ». Les tableaux qu’a publi¢s cet 
auteur montrent — mais il faut reconnaitre que les séries mises en comparaisons ne sont 
pas tres considérables — cette superposition chronologique de types humains. 

A la race primitive d’indice céphalique trés dolichocéphale (probablement 72) suc- 
cedent les gens de l’age du bronze (round barrows), population toute différente, ayant 
un indice céphalique de 80 environ — ayant eu méme avant sa fusion avec la population 
ancienne un crane encore plus arrondi — précédant les Romano-Bretons, puis les Saxons, 
dont-les indices céphaliques sont l’un et l’autre d’environ 75. Quant aux «envahisseurs 
danois ou scandinaves qui suivirent, rien de positif ne put étre déterminé ». Au moyen age 
«nous trouvons les mésocéphales en prédominance et de nouvelles fréquences de brachy- 
céphales, la moyenne des indices de nos mensurations étant d’environ 78 »!, Il faudrait 
pouvoir comparer, aux lieux mémes ou ces populations anciennes ont été retrouvées, 
les types actuels des Iles Britanniques, avec leurs prédécesseurs. Malheureusement, |’An- 
gleterre comme la Suisse, en particulier, souffre d’un manque d’intérét de ses savants 
pour les recherches anthropologiques; Beddoe constate « déja la pénurie des cranes récents 
dans les collections publiques autant que privées » de l’Angleterre. 

I] est bien certain, hélas, que les indications que nous allons donner ne représentent 
qu'une trés faible fraction de ce qu’il serait indispensable de savoir. 

Deniker a groupé par comtés les indices moyens donnés par Beddoe, puis les indices 
de Beddoe associés 4 ceux de Venn . 

Le tableau suivant montre ce que ces auteurs nous ont fait connaitre: 


Tableau N° 12. 


LES INDICES CEPHALIQUES EN ANGLETERRE, SELON LES COMTES. 
NN eee 


Indice Indice Mes) deux 

céphalique céphalique séries 

Beddoe Venn réunies 
Cornouailles . 475 ORCS Poa Oe foe eae Thea — — 
SCIELO OPNOT Nye em I GU GATE Halide wos 78,3 — — 
INOLGLCELUCVOMY OM Tuam Deo elena ah ie 8 78,1 sau so 
MifiCet HG. OORHOTSO bc hamiw dict ta eke eis ss 76,8 — — 
Beapoud Ge Somerset. 2 ee ie ew) 78,5 — — 
PORtIGLOOOIMOTSOL wey sie asec etata ele! Ss oa) 77,8 - -- 
BniesoL(sud. de+Gloucester)s tr. ss... Tah — —— 
Saanae GIOUCESLEL <a reen a) Sane) se, 77,0 = ~ 
ROEE SEUSS ce he. Wen sh cee a Re PR LIE) os eo we 76,8 — — 
Total sud-ouest del’Angleterre. . . . 77,6 a a 


1 BEDDOE: Mémoive sur Vhistoive de Vindice céphalique des Iles Britanniques, « 1 Anthropologie », 1894, 
page 524. Ouvrage déja cité. 

® Les indices obtenus par Venn ont été modifiés par Deniker pour les ramener a une saine comparaison avec 
ceux de Beddoe. 
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Tableau N° 12 (suite). 


LES INDICES CEPHALIQUES EN ANGLETERRE, SELON LES COMTES. 


Indice Indice Les deux 
céphalique céphalique séries 
Beddoe Venn réunies 
Morkshire et/nord de L:Angleterre eee ee 77,8 = = 
NOrkshive mew. hermes Aerie CNS, Gia. A 78,2 — mae 
Hiamborough ((Y orkshire) 2a ee eee 79,3 — = 
Estide lAngleterre\(sud de) Y ors) nee eee 78,6 79,- 78,9 ‘ 
Gamberland let Vancashirey-a erie ee 77,5 — a 
Sud-estdel’Angleterre.....4.,. Scone 78,9 78,3 78.7 
Nord etcentre del Angleterre men apse eee TI — — 
Nord de l-Angleterte (0, eum fa rene yee — OF aa 
Centre) eis lee. eee WS uage ile Pike ene es — 78,2 os 
Ouestiet SUd-OUeSE ys cern ren en een ne — 78,6 a 
SUL och oll tool th eee ae Oh te roy So a 78,3 — 
Angleterre en généval. . . 1... + 77,8 78,4 78,2 


(ESTES SS SER LESS SRE 8 SESSA LS A SSS EI TL EP TY YR ES 7 PONE BO ES IT OSE IO SI I I I ET TED 


L’examen de ce tableau N° 12 permet cette remarque: il y a trés peu de variations 
de l’indice céphalique entre les diverses régions de l’Angleterre. Deniker montre cette 
uniformité en faisant constater que la variation la plus grande est celle qu’il y a entre 
V'indice 76,8, & louest du comté de Somerset, et l’indice 79,3 provenant du village de 
Flamborough, dans le Yorkshire. Et si l’on exclut ces deux régions, ajoute-t-il, la varia- 
tion se trouve resserrée entre les indices de 77,5 (Cumberland et Lancashire) et 78,9 
(est de l’Angleterre) soit un écart de 2,4 4 peine. Deniker continue ainsi: « D’ailleurs, 
a part la région compacte qui se compose du Wiltshire, du nord de Somerset et du sud 
de Gloucester, ainsi que de la région douteuse (vu le nombre infime de mensurations) 
de Lancashire et de Cumberland, toute l’Angleterre n’est peuplée que de sous-dolicho- 
céphales dont les indices ne varient guére qu’entre 78,1 et 78,9. Aussi, sur ma carte 
(carte N° 37) du présent chapitre, ce pays apparait-il presque uniformément colorié de 
la teinte des sous-dolichocéphales. L’indice moyen des Anglais, trouvé par Beddoe 
(77,8), différe 4 peine de celui que donne le Dt Venn (78,4) ou qui ressortent des séries 
de la British Association, citées par Beddoe, 78, 78,3, et 77,7. La moyenne de tous ces.” 
chiffres est 78. » | 

. Je crois bien, comme Deniker, que l’Angleterre renferme surtout des populations 
dolichocéphales. Mais lui, pour le travail qu’il envisageait, pouvait se contenter d’une 
telle vue générale. Nous ne le pouvons pas. Nous le pouvons d’autant moins lorsque 
nous considérons la carte de la répartition du taux du cancer et que nous y constatons xa 
les variations que nous avons soulignées. Les conclusions que nous pourrons exprimer 
seront, 4 cause de notre insuffisante documentation, pour une grande partie, soumises 
a des revisions. 

Nous avons vu précédemment quels étaient les indices céphaliques moyens fournis 
par les études dans le Pays de Galles. Ils sont aussi, bien entendu, tout A fait insuffisants 
pour nous donner une image fidéle des types craniens gallois. Dans les comtés du sud 
nous trouvons des indices qui s’échelonnent de 77,5 4 79,56. Oserions-nous procéder 
par extension et mettre, a l’aide de couleurs prises chez le voisin, des teintes sur des 
comtés dont nous ne savons rien ? Le comté de Brecknock touche celui de Monmouth 
dont indice céphalique parait étre assez élevé (79). Carnarvon a probablement un indice 
de 78 ? Pouvons-nous l’étendre 4 Pembroke dont je ne sais rien ? 


Cartogramme N° 37. 


ANGLETERRE ET PAYS DE GALLES. 


Carte approximative de Vindice céphalique dans quelques régions de l Angleterre et du 


Pays de Galles, dressée d’apreés les travaux de Beddoe, Venn, Fleure et James, Parsons, 
Bradbrooke, etc. 


ANGLETERRE ET PAYS DE GALLES 


Indice céphalique 


Indices 
Ee 1 76- 
WL 77 - 
ea 78 - 
79- 
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Peut-étre, d’une maniére générale, le sud du Pays de Galles présente-t-il des cranes 
moins dolichocéphales que les comtés du nord ? Mais ce n’est peut-étre 1a qu’une vue 
momentanée ? Le nord du comté de Cardigan a l’indice céphalique moyen le plus faible 
de tous ceux que je connais dans cette région (76,1). En allant plus au nord du Pays 
de Galles, je ne retrouve aucun indice atteignant 70. 

Rappelons-nous maintenant ce qu’a montré l’étude de la stature dans le Pays de 
Galles. 

Nous avons vu que les comtés septentrionaux présentaient en moyenne une taille 
plus élevée que les comtés méridionaux. 

Pouvons-nous associer a la stature moins haute des populations méridionales un 
crane moins dolichocéphale ? Nous avons chance qu'il en soit ainsi; les apparences 
semblent nous V’indiquer. Mais nous aimerions bien aller au dela des apparences et savoir 
ce que nous montrerait la réalité. 

D’autre part, souvenons-nous que les comtés méridionaux ont des taux de cancer 
moins élevés que ceux des comtés septentrionaux. 

Alors, serait-il possible de conclure en disant que dans le Pays de Galles le cancer 
atteint plus fréquemment les populations dont la stature est la plus haute et le crane 
le plus dolichocéphale, c’est-a-dire la population qui réalise le mieux le type de la race 
nordique ? Ce n’est pas encore certain. Nous ne décelons, a l’aide de ces divers caractéres, 
qu'une présomption. L’avenir dira ce qu’elle vaut. 


4. LA COULEUR DES CHEVEUX ET DES YEUX. 


I] est bien certain que pour un grand pays comme l’Angleterre les documents que 
l'on posséde sur ces caractérisations humaines sont trés loin d’étre suffisants. Leur 
classification méme n’est pas toujours facile. On sait combien les méthodes d’observations 
pour connaitre la couleur des yeux et des cheveux ont été discutées et combien la mise 
en ceuvre de tels renseignements a été l’objet de débats entre les anthropologistes. 

Et puisqu’il est question ici de l’Angleterre, on ne saurait oublier que c’est a un 
ressortissant de ce pays, J. Beddoe, que l’on doit d’avoir compris, jadis, pour les observa- 
tions de la couleur, la nécessité des grands nombres. Ses enquétes personnelles sont 
parmi les plus abondantes qui soient. Nous aurons naturellement a les utiliser. 

Disons tout de suite comment Beddoe dressait ses statistiques de la couleur des 
cheveux. I] n’admettait que cinq divisions: roux, blond, brun, foncé et noir. «Les 
roux, dit-il, comprennent toutes les nuances tirant sur le rouge plutdt que sur le brun, 
le jaune ou le lin, Le blond comprend le jaune lin, le jaune doré, quelques-uns des tons 
les plus clairs du brun et quelques chatain pale dans lesquels la présence du rouge 
n’est pas certain. Le brun comprend les innombrables nuances répondant a la dénomina- 
tion frangaise de chatain et de chatain clair, mais avec une acceptation limitée du cété 
du foncé. Les foncés concernent la plupart des cas qualifiés de bruns par les Francais 
et le chatain foncé. Les noirs répondant aux noirs proprement dits ou noirs absolus. » 

_ On voit qu’il ne peut pas ne pas y avoir, dans de telles classifications, une part d’arbi- 
traire personnel. 

Lorsqu’on examine les yeux, on constate entre les iris des différences plus grandes 
encore que celles des colorations capillaires. Et l’on congoit qu’ici les méthodes aient 
été encore plus divergentes que pour la couleur des cheveux. Beddoe admet trois classes 
d’yeux: les clairs, les foncés et les intermédiaires. Dans les yeux clairs, il fait rentrer 
tous les yeux bleus proprement dits, les bleus cendrés et les gris clairs, c’est-a-dire les 
trois bleus de la gamme chromatique de Broca. 

Dans la classe des foncés, il range les yeux, dits noirs, eux-mémes sous le nom de bruns, 
et les chatain foncé, 
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Dans la troisiéme classe, celle des yeux intermédiaires, il place les yeux gris foncé 
et brunatres, les chatains trés clairs et jaunatres, les gris chatains constitués par des 
stries orangées s’irradiant sur un fond gris bleu et toute autre nuance de ton moyen 
sur laquelle on serait embarrassé. Topinard, au moment de ses grandes enquétes en 
France, accepta les méthodes de Beddoe?. 

Avant d’indiquer quelle est, en Angleterre, la répartition approximative des types 
humains basée sur la couleur des yeux et des cheveux, je rappelle ce que Beddoe appelait, 
dans l’étude de la coloration des cheveux, l’indice de nigrescence — qu’on aurait pu 
appeler indice de pigmentation. Considérant que, dans les cheveux noirs, il y a un maximum 
de pigmentation, il double leur nombre exprimé, y ajoute les cheveux bruns foncés et 
en retranche le total des cheveux roux et blonds selon cette formule: 


(2 X noirs + bruns) — (blonds + roux) = Indice de nigrescence. 


Ce doublement favorise, dans le résultat numérique, les cheveux noirs. Mais comme 
cette opération est répétée partout, les résultats restent comparables. Mais ils restent 
comparables, bien entendu, dans les séries mémes recueillies par Beddoe. 

Pour représenter l’état de la pigmentation en Angleterre et dans le Pays de Galles, 
nous avons utilisé les analyses de Beddoe, les résultats de la grande enquéte de la Com- 
mission anthropométrique dont il a déja été question et quelques autres documents. 

La carte N° 38 représente la répartition du type brun d’aprés Beddoe. Elle est basée 
sur 13.088 observations. Pour une population aussi nombreuse que celle des territoires 
que nous envisageons, on avouera que ce n’est pas beaucoup, mais le grand intérét de cette 
carte provient de ce qu'elle a été établie a l’aide d’observations faites par la méme per- 
sonne, de la méme facon, analysées selon une méme méthode. Ce sont les indices de nigres- 
cence qui y sont indiqués. 

Tout d’abord on remarquera que les comtés de l'Est, dés le 52° de latitude nord a 
peu prés, jusque proche de la frontiére de l’Ecosse, jusqu’au comté de Durham, sont des 
territoires oll les hommes sont trés peu pigmentés. Les deux Suffolk, Norfolk, les trois 
Lincoln, les deux York: East Riding et North Riding, touchant la mer du Nord, sont 
marqués par des signes négatifs. Il en est de méme pour les comtés de Westmorland, 
de Cumberland sur la mer d’Irlande. Il faut ajouter, comme présentant un tel indice, 
les comtés intérieurs de Derby et de Nottingham. Une autre région de faible indice pro- 
longe au nord la zone que nous venons de décrire, par les comtés de Durham et de 
Northumberland, au sud par toute une série de comtés: les uns intérieurs comme Oxford, 
Berkshire, Wilts, Middlesex, Surrey; les autres cdtiers comme Essex, Kent, les deux 
Sussex et Hampshire. Cette autre répartition de faible nigrescence est donc surtout 
orientale et méridionale. Et je fais constater, dés maintenant, qu'elle n’affecte aucun des 
comtés du Pays de Galles. 

Le groupement de pigmentation qui vient ensuite, dans l’ordre de valeur croissante, 
se subdivise en ilots, dont les principaux sont composés: a l’ouest, sur la mer d’Irlande, 
par les comtés de Lancashire et de York West Riding; au centre, par les comtés terriens 
de Stafford, Leicester, Warwick (moins une portion centrale) et Worcester; dans le centre 
Est de l’Angleterre par les comtés de Cambridge et de Isle of Ely; enfin sur le canal de 
Bristol, par le comté de Somerset. 

De ces indications, il résulterait que |l’Angleterre, dans sa trés grande partie, est un 
pays dans lequel l’indice de nigrescence ne montre que des valeurs trés faibles. I] y a pour- 
tant trois régions ot nous voyons cet indice se relever. D’abord, dans le centre de l’Angle- 
terre, un fort flot, composé des comtés de Rutland, Peterborough, Huntingdon, Northamp- 


1 Voir TOPINARD: Carte de la vépartition de la couleur des yeux et des cheveux en France, « Revue d’Anthro- 
pologie », Paris, 1886, page 577. 
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Cartogramme NO? 38. 


ANGLETERRE ET PAYS DE GALLES. 


Répartition géographique des individus de type brun, d’aprés Beddoe (1885). 
13.088 observations. 


Indice de nigrescence. 


ANGLETERRE ET PAYS DE GALLES 


Type brun ‘ ES 


Indice de nigrescence 
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ton, Bedford, Hertford, Buckingham; ces deux derniers élévent fortement la valeur de 
Vindice en le faisant passer du groupe au-dessus de ro dans le groupe au-dessous de 15, 
Vautre qui touche le Pays de Galles et qui fait corps avec lui: Gloucester, Monmouth, 
Hereford, Salop, Cheshire. Enfin, dans le sud-ouest de |’Angleterre, trois comtés: Dorset, 
Devon et Cornwall. Ce dernier, de tous les comtés de |’Angleterre, a l’indice le plus élevé 
(au-dessus de 20). Quant au Pays de Galles, toutes ses subdivisions administratives possé- 
dent des indices dont les valeurs sont relativement élevées, principalement dans sa partie 
méridionale. Si la carte de Beddoe donnait l’impression de faits définitifs, on pourrait se 
représenter, sur la base de l’indice de nigrescence, que, gvosso modo, |’ Angleterre et le Pays 
de Galles sont divisés en deux grandes parties géographiques: l’ouest, dés la hauteur de l’ile 
d’Anglesey, fortement nigrescent; l’est, au contraire, et le nord, faiblement nigrescents. 

L’enquéte sur la coloration des yeux et des cheveux publiée dans le Final Report 
de 1883, a donné les résultats que nous consignons dans le tableau suivant: 


Tableau No 13. 


POURCENTAGE DE LA COLORATION DES YEUX ET DES CHEVEUX EN ANGLETERRE ET DANS 
LE PAYys DE GALLES 
(d’aprés le Rapport final du Comité anthropométrique page 276). 


Yeux clairs et Yeux et Yeux clairs et 
Comtés administratifs cheveux blonds | cheveux foncés | cheveux foncés 
% % % 
Angleterre : 
[Nore MUM DerlalCaieemPaieyne Mn.) lw! 4) +6 + 50 20-25 20-25 
Durham’. 7s : + 50 25-30 15-20 
Northumberland, Uvorkehire: hat Riding : 45-50 20-25 20-25 
West Riding of Yorkshire. . .. an. 45-50 25-30 15-20 
Nottinghamshire. . .. . 5,8 Sad ene 45-50 30-35 15-20 
Cumberland et Westmorland 3 See Gee 40-45 25-30 25-30 
PAM CASIITG mt min Sino iioh oh Vera. eis gs) 45-50 30-35 15-20 
CAVES HITS MMR mre LL Pudi rsl sti siities Nel 52 Fey's 45-50 30-35 15-20 
MSU DY SLIT Car iesn Perum oye sete sy eset shy etlve:(2 » 45-50 —20 25-30 
MU AEOLOSHITEA se ieee euch Cunrelie eu es) ye ce 45-50 30-35 15-20 
Worfolk.)3)). ee a ts 40-45 25-30 20-25 
Cambridge et Huntingdonshire Sl aoa 40-45 + 35 10-15 
OLsial PLONSHITE! ean tmrs ecrheb sale is.) | 40-45 25-30 20-25 
PScCULOLUSHIT OMA Mam Ets ties et ee eet e's: 35-40 Wao 10-15 
ENC IEM OM Sty Hilts ie waciy sip tec Soy ak sia akc 5s 40-45 + 35 IO-15 
SHEESIERS 4 G5 HG i Se Fer 40-45 + 35 15-20 
Surrey. - St ol ne ee 45-50 30-35 15-20 
Oxfordshire et Buckingham . i Get aA eer 40-45 30-35 20-25 
Hampshire... 5 ey ee eee ae 40-45 + 35 I5—20 
Wiltshire... £o AE eee 40-45 25-30 25-30 
Gloucestershire (exceptionnel) A ee a + 50 30-35 10-15 
HV OESCES HITS mei Meus MOMS relia ts. g, ° 40-45 30-35 20-25 
Somersetshirepe sets, ease step ce a 40-45 30-35 15-20 
DEV ONSHITeS am amet toed ten lai sce: 3 40-45 25-30 20-25 
Cornotiailles ae arcmin iseitair es): ale 5 40-45 30-35 15-20 
Lincolnshire. . . . Pees Pisa « 35-40 + 35 20-25 
Leicester et Rutlandshire 3 EE ge ee 30-35 + 35 15-20 
Warwickshire yet can sams tes sl isc) 35-40 am Be 15-20 
Worcestershire, sa omiemrematesat icin tt «ios 35-40 + 35 15-20 
ILOnGrestarsy i csusaiineie eaameenl rear nent cits) a: ° 35-40 30-35 15-20 
Berkshire. . . oo ie ee 35-40 + 35 15-20 
Hertfordshire et Middlesex 4: Se eee 30-35 20-25 30 et + 
Suflolk ows. chew ae Re hes é,) Pye ee 30-35 30-35 20-25 
ICCC ee ie PISOe aes rele ELIE, Sreeym ‘cu cincn ane 30-35 + 35 25-30 


Sia clariyes fy GA eb WS je cS nse 40-45 + 35 I5-20 


‘ 


— 288 — 


Tableau N° 13 (suite). 


POURCENTAGE DE LA COLORATION DES YEUX ET DES CHEVEUX EN ANGLETERRE ET DANS 
LE PAYS DE GALLES 


(d’aprés le Rapport final du Comité anthropométrique, page 276). 


Yeux clairs et Yeux et Yeux clairs et 
Comtés administratifs cheveux blonds | cheveux foncés | cheveux foncés 
% % %o 
Pays de Galles: 
Denbigh et Flintshire: 4 ela sate ee ee 40-45 25-30 15-20 
Carnarvon, Anglesey, Merioneth, 

Montgomery 4), (Boe Wie gape 40-45 + 35 IO-I5 
Cardiganshife ., =a) /Ai hy a ee 40-45 25-30 20-25 
Brecknock ét Radnoreiy aloe aoe 40-45 30-35 20-25 
Glamorgan, Carmarthen, Pembroke . . . 40-45 20-25 20-25 
Hereford et Monmouth. . ait tas Ya 40-45 30-35 20-25 


Ces documents ont permis d’établir diverses cartes. Nous en reproduisons trois. 

La premiére (carte N° 39), qui montre la répartition des types clairs, c’est-a-dire des 
hommes dont les yeux sont clairs (bleus et gris) et les cheveux blonds (et roux) montre ce 
type surtout répandu dans les comtés de Northumberland et de Durham, puis au fond 
du canal de Bristol, dans le comté de Gloucester ; ensuite, toujours dans l’ordre quantitatif, 
nous voyons un bloc puissant composé par huit comtés dans la région centre-nord et, au 
sud, nous y ajoutons le Surrey. 

Si, maintenant, nous cherchons les régions habitées par les plus petits nombres d’indi- 
vidus appartenant a ce type clair, nous constatons qu’elles sont trés clairsemées. Un 
comté central: Leicester; quatre comtés a lest: Suffolk, Essex, Hertford, Middlesex. 
Aprés eux, dans l’ordre de valeur croissante, les trois Lincoln, Worcester, Warwick, 
Bedford et Berkshire. Le reste de l’Angleterre et tout le Pays de Galles appartiennent 
a une région ou ce type des colorations compte le 40 a 45 % de la population. 

Lorsque l’on considére de grands territoires, cette carte s’accorde, sur certains points, 
avec celle de Beddoe. Nous avons, en particulier, la confirmation que le pays de Galles ne 
renferme que trés peu d’hommes ayant le type clair et que le sud-ouest de l’Angleterre est 
dans le méme cas. 

La carte suivante (carte N°40) montre la répartition des yeux et des cheveux foncés. 

La plus petite quantité d’individus présentant ce type se trouve dans le comté de 
Derby. Ensuite vient une masse géographique assez imposante composée des comtés 
septentrionaux de Northumberland, Cumberland, Durham, Westmorland, les trois 
York, puis des flots parsemés dans toutes les directions: 4 l’est, Norfolk: au centre, le 
comté de Northampton, de Hertford de Wilts; dans le sud-ouest, le comté de Devon. 

En pays gallois nous trouvons, ne possédant qu’un pourcentage peu élevé de ce type, 
les comtés de Pembroke, Carmarthen et de Glamorgan ; puis, dans l’ordre croissant, celui de 
Cardigan et le comté de Denbigh. Tout le reste de I’Angleterre et du Pays de Galles posséde 
une quantité d’individus 4 yeux et A cheveux foncés dont le pourcentage dépasse 30 %. 

La troisiéme carte (carte N° 41) établit la répartition des individus chez qui les yeux 
sont clairs et les cheveux foncés. Les comtés qui renferment le plus grand nombre de telles 
personnes sont d’abord celui de Hertford puis, dans le sud, ceux de Wilts et d’Essex; 
dans le centre, le comté de Derby et, au nord, les deux comtés de Cumberland et de 
Westmorland. Ceux qui en ont le moins composent trois flots en Angleterre, le comté de 
Kent, celui de Gloucester et enfin le groupe des quatre comtés: Bedford, Huntingdon, 
Cambridge, Isle of Ely. 

Dans le Pays de Galles les comtés renfermant le minimum de ce type humain sont ceux 
du nord-ouest: Montgomery, Merioneth, Carnarvon et I’fle d’Anglesey. 


Cartogramme No? 39, 


ILES BRITANNIQUES. 


Répartition géographique des individus (hommes adultes) & yeux clairs et cheveux 
clairs (yeux bleus et gris, cheveux brun clair et roux). 
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Cartogramme N° 40 


ILES BRITANNIQUES. 


a yeux et cheveux foncés 


ie Le Ce 
BS ee | EARS 
8 SSN ‘3 CS be 
= 
<b) 
8 
ae 
eS 
ae 
~ 2 
pee R 
Sg E 
ss 
ss 
5 
=e 
a” 
= 8 
"SS oS 
2S 
Seo 
Ss et SOR 
Sy ” 
S 
ayes Lad a 
Seed (seer 
a Sel = ooes RKLA KR 
Vie zm - Sef SD ed 
io¥) C) 
SS] < 33 pd adigcd path 
SY. - e 2-3-3 to) 
a SH 2 RS anes 3 
BS = & ET OU Se 
~*~ E 
Rey ° S 
= eyo N 2 IS 


Cartogramme N°? 41, 
ILES BRITANNIQUES. 


Répartition géographique des vndiwidus (hommes adultes) a yeux clatrs et a cheveux 
foncés (yeux bleus et gris, cheveux brun foncé et nos). (Comité anthropomeétrique.) 
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L’examen de la couleur des yeux et des cheveux dans les Iles Britanniques n’est pas 
une chose facile. Nous avons essayé de grouper, d’aprés le Rapport final du Comité anthro- 
pometrique, les types principaux de coloration des cheveux en tenant compte surtout des 
cheveux clairs et des cheveux foncés (tableau No 14). 


Tableau No 14. 


COLORATION DES CHEVEUX EN ANGLETERRE ET DANS LE Pays DE GALLES 
D’APRES LE COMTE RENDU FINAL 
DE L’ASSOCIATION BRITANNIQUE POUR L’AVANCEMENT DES SCIENCES, 1882, page 262. 


$$$ 


Cheveux trés Cheveux bruns, | Cheveux dorés, 


Comes blonds, blonds, brun foncé rouges, 
brun clair, bruns et noirs rouge foncé 
% % % 
Angleterre : 
Yorkshire, N. et E. Rid ines) eee la eae me 43,4 44,3 5,9 
WNorthumbetland sen ates eae ee 44,- 44,3 oa 
Cumberland et Westmorland ..... ., 41,4 54,2 1,5 
Lin¢olnshite; QV e¢04.) bile! nee anne 35,6 56,5 5,1 
Norfolke 2 Von mael coipains eit aean ead eae 44,- 48,5 37 
Essex “jai te) Shek 2 Ae ae ae eS 27,- 62,3 5,- 
Cornotiailies: 5.5, sigs ae ee, ee 2,— ap mae 2,4 
Staffordshire sy 11. se ae peal ae 45,1 48,4 2,6 
Derbyshite...2 ec et haieep sae nee 48,3 46,1 4,5 
Suffolk; shpat lars eed eee cae 32,4 55,1 5,6 
Durhant7 ee a he one) aakaccee Blan 50,3 43,2 6,5 
Berkshire; ei. ee ae ane 41,— 53,- Ty2 
Kent...deehee ie iets ie ad Om Seana ice See 43,- 52,0 Bn) 
Lancashire®7 28 Sool 3, ne eee, ae 40,6 49,3 Stee 
Hampshire 4 ctu? oases a) eee 41,— 53,1 2,- 
Nottinghamshire aria. ee ee 45,0 50,3 3,6 
Leicesteriet Rutland. 14). ata ye eae 35,6 60,7 0,6 
Northamptonshires;s) | 9. eee ae ae 44,- 50,1 26 
SUSSEX 4:5) 12 t or Str aia ae) oe et 35,7 54,2 6,2 
Worcestershire, i has ino oe Cae : 33,1 62,1 3,6 
Warwickshire! ;< ci) o0-kai ec 40,3 55,5 2,8 
Bedfordshire: §<<° = saa ee ae 35,0 57,5 2,8 
Devonshive.s \o\ityaee base oe tee 40,2 48,8 She) 
Dorsetshire si 2 <q) ike en De 36,9 55,8 2,4 
Yorkshire, W. Ridin ow Woe vce eae meee a 43,6 48,8 6,6 
Londons —\7. (eedipen aie se ee aes 30,8 49,5 4,4 
Cambridge et Huntingdon sae 39,9 55,9 3,5 
Oxfordshire et Buckiishan yeh ale oa 41,6 55,9 0,8 
Cheshire’yia (i055 ee 0 te aenee Oren 43,2 48,2 557 
Surtey. (sans Londres}s 472 s5c) ae eee 46,4 49,9 251 
Hereford.et Monmouth). Sve sare 42,7 51,4 2,- 
Wiltshire=cs". ee eee > ae eee : 42,8 546 L3 
shiopshire*< tid ving teen eee 40,8 52,4 4,8 
Gloucestershire (avec Bristol) 42 3 eee 51,7 44,5 2,2 
Somersetshiredk, > atic eed ae 2 42,3 47,7 5,6 
Hertfordshire et Middlesex (sans Londres) . 29,8 60,1 2,0 
Pays de Galles : 
Flint et. Dénbigh./-45:) . eens) (meee eee 34,8 45,2 11,6 
Carnarvon, Anglesey, Merioneth et 
Montgomery ™ 3) "ee aan ene tame 35,9 53,9 51, 
Gardigan’; (0 Src as eee 5 Ata Ae aay 34,6 50,9 14,5 
Brecknock et Radnor. . 42,- 53,6 2,9 


Glamorgan, Carmarthen, Pembroke. 46,— 42,— 4.> 


7 4 


Si l’on examine la répartition géographique des types les plus foncés, nous voyons 
figurer, parmi les régions présentant des taux dépassant 55 °%, les comtés suivants: 
Lincoln, Essex, Suffolk, Leicester et Rutland, Worcestershire, Warwickshire, Bedfordshire 
Dorset, Cambridge et Huntingdon, Oxford et Buckingham, Hertford et Middlesex, c’est- 
a-dire, grosso modo, toute la masse centrale de l’Angleterre. Aucun des comtés du Pays 
de Galles ne présente des pourcentages aussi élevés. 

Pour ce dernier pays, nous avons utilisé, dans le tableau suivant (tableau N° 15), les 
données de Fleure et James adaptées par Parsons. L’indice établi par ce dernier ! montre, 
dans les régions galloises, de trés grandes variations, allant de 43,75 (Newcastle) a 83,25 
(Newquay). Mais le nombre des individus examinés est véritablement trop petit pour que 
nous insistions davantage. 

Pour l’Angleterre elle-méme, Parsons ® a relevé les résultats des statistiques militaires 
datant du milieu du xrxé siécle. A l’aide de ces documents, il a établi (voir la note au bas 
de cette page) les indices ci-dessous. Nous les inscrivons en allant du nord au sud: 


Tableau N° 15. 
een 


Northumberland... .-5. \.-. 30,6 Huntingdon. ee aes 

Newcastle et Gateshead .. . 3373 Cambridge Ss 8. lo! 0..h.80 saeneniae 26,3 
RPEDELIATIC oot oy ot ldo ee 30,- Worcesters itt) Gin Sula sane 32,5 
PARADE oer soe dbo: Vie oer is 28,5 Oxford 2209s) casts eats eee 34,- 
Westmorland -): 9.2. 3.3 4.. 30,— Buckingham et Hertford .. . 37,5 
BOL Kpe NRLGI S ty cen eras = 25,9 ESSGx Vertue tet renee eri ere 30,7 
Wancashirer. 0 6c yn Grohe 32,9 Bristolixe + tase eee eae 32,- 
POLK TV ICI Oars tiie eee ts 34,- Berkshire? wares murat: ke 34,- 
Moree Riding . ss ers 25,9 Middlesexe a) aaa 26,1 
WETIGOM tea a ece cc eietos ce eee 29,— Somersetlnw, ae aoe eer ot oe 27,— 
MELO VEOILOS cor. )4 5 Met oi als 28,5 Wiltshires.- gre 5s seer ea abe es 44,— 
PietaneNam os ie 5 aN 30,5 Surrey ani eok cease te 32,7 
RMA Oe Fels os we Po eM ed ig 34,5 Kents Srcueet pee See SORES 34,6 
WeeiCestehan.g-s- si op elon Ss te 33,2 ‘Devont.a anaes Bt Rane ae 35,8 
SOTEMNGHAM 20 ot. Ss ee 35.- Dorset | 4" alpen meee oceee e 43,1 
Vat wiGkKowu a tsi) os. Je 60 awk 41,- Portsmouth tana men pane 35,9 
IGECNAMPtON oie ele) bes SUSSEX APs a tema ete 38,— 
SSUES Ly lag IRR Reser gg pele Brighton: (ye ecahem cee ee 29,— 
Bediord Gm wtte se s: l., ee ts 37,9 Londres Sieg msen ate a 33,3 


SSS SSE SS SSS SSS SSS SSS SSS SS SSNS) 
Ce tableau nous montre des indices de valeurs trés variables; par exemple, York-North 


Riding 25,9 et Wiltshire 44 (différence 18 unités). 

Par des coupures quinaires, j’ai établi quatre groupes d’indices, et j’ai mis, a cOté 
de chaque groupe, le nombre de comtés qui possédent des indices dont les valeurs sont 
comprises dans ces coupures. 


Indices Nombre de comtés 
GUDECIGK ey Xe). een aa PE IS i 12 
COBAIN OUA Gent Rel ts 4 oft ai saad Se 14 
Ges3 Oa ad Ome niet ii. iste <a ee eae 6 
ee Aad ed Simei | hoo? c+) Ae ee eee 3 
1 Indice de nigrescence selon Parsons: 
Exemple: 
rouges 5 
blonds 26 
Cheveux beans : ; 
brun foncé 24 24 
\ Noirs 3 3 
\ clairs 76 
pee / foncés 24 24 


“51: 2 = 25,5 (Indice) 
* E. Ct. Parsons: The Colour index of the British Isles, « The Journal of the Anthropological Institute of 
Great Britain and Ireland », 1920, page 159. 


Ce ne sont pas les comtés ayant des indices élevés qui sont les plus nombreux en 
Angleterre. Loin de 1a. 


Sinous examinons rapidement la répartition géographique des indices de Parsons (carto- 
gramme N° 42), nous voyons que, jusqu’a la hauteur des comtés de Stafford-Leicester, aucune 
circonscription géographique n’atteint l’indice 35. A partir de 1a, en allant vers le sud, 
nous entrons dans une zone de nigrescence formée par les comtés de Birmingham, Warwick, — 
Northampton, Rutland, Bedford, Huntingdon. Plus au sud, on trouve un ilot assez for- 
tement nigrescent, formant comme une bande entre le fond du canal de Bristol et 
l’Essex. Les autres masses ayant des indices élevés sont disséminées: l’une dans le Sussex, 
les autres dans les comtés du Wiltshire, de Dorset et de Cornwall. 


Si l’on se reporte a la carte de Beddoe, on s’apercoit que, sur certains points, les deux 
cartes s’accordent, Le nord de l’Angleterre, ici, comme chez Beddoe, est peu marqué de 
nigrescence. Le centre de l’Angleterre est, au contraire, caractérisé dans les deux cas 
par des indices élevés. Il en est de méme dans les Cornouailles. Par contre, il y a, en certains 
lieux, entre ‘les résultats de ces deux auteurs, des oppositions trés nettes. Le comté de 
Wiltshire qui, chez Beddoe, est trés peu nigrescent, le devient considérablement dans la série 
de Parsons. Le comté de Warwick montre des indices trés différents selon que l’on s’adresse 
a lune ou a l’autre des cartes 1. Avec de tels documents on voit déja qu’il sera trés diffi- 
cile de tenter un rapport entre l’état de la pigmentation de telle ou telle population de 
Angleterre et du Pays de Galles, et son taux plus ou moins élevé de mortalité par 
cancer. 


Si déja nous essayons un rapprochement entre la répartition du type brun selon Beddoe 
et le taux de mortalité, nous constatons que les zones de l’Angleterre et du Pays de Galles 
qui possédent les indices de nigrescence les plus élevés, semblent étre en méme temps 
fortement touchés par le cancer. Que l’on examine comparativement les cartogrammes 
N° 38 et 42, on s’apercevra qu’il existe, A l’occident des Iles Britanniques, un domaine 
comprenant le Pays de Galles et l’ouest de l’Angleterre, oti les indices de nigrescence sont 
tous au-dessus de Io ou de 15. 


Sur la carte de la répartition géographique de la mortalité, cette zone est une des 
plus riches en cancer. Le comté de Cornouailles est marqué, sur les deux cartes, par les 
couleurs indiquant les taux les plus élevés. Dans la région centre-ouest de l’Angleterre, 
les comtés de Rutland, Northampton, Peterborough, Huntingdon, Bedford, Buckingham, 
Hertford composent un groupement homogéne quant & ses qualités de nigrescence et tous 
ils appartiennent 4 des taux de mortalité élevés. Nous n’osons pas porter plus loin nos 
comparaisons, nous avons dit pourquoi. Si l’enquéte de Beddoe est intéressante du point 
de vue purement ethnologique, parce qu’au moment oi elle a été publiée, elle était le seul 
document important de cette sorte permettant d’avoir une idée de la pigmentation dans 
les Iles Britanniques, elle est nettement insuffisante pour les recherches que nous entre- 
prenons aujourd’hui. 


Les cartes obtenues par les enquétes du Comité anthropométrique permettent-elles 
aussi quelques comparaisons ? La répartition des types clairs (yeux clairs et cheveux 
clairs) montre que les zones les plus cancéreuses de l’Angleterre et du Pays de Galles sont 
habitées par des individus figurant dans la statistique des types clairs pour 40 et 45 % 
environ (groupe cancéreux de l’ouest le plus homogéne). Le second groupe cancéreux est 
plus hétérogéne quant aux quantités de types clairs qu’il renferme. 


1 Ne ressort-il pas de ces observations qu’une enquéte sur la couleur des yeux et des cheveux s’impose encore 
péremptoirement en Angleterre ? 


Cartogramme NO? 42. 


ANGLETERRE, 


Carte des indices de nigrescence établie par Parsons, au moyen des pourcentages publiés 
dans « Hue and Cry» (v. Parsons: The colour index of the British Isles: Journal of the 
Royal Anthropological Institute of Great Britain and Ireland, 1920, page 159 ). 
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5. ESSAI DE COMPARAISON ENTRE LA TAILLE ET LE CANCER. 


Nous inscrivons A cété des valeurs de la stature moyenne, rangées selon |’ordre 
croissant, les taux de mortalité de chacun des comtés. 


Tableau N° 16. 


a 


; Taux de mor- 5 ; Taux de mor- 
Comtés Taille moyenne talité par cancer Comtés Taille moyenne talité par cancer 
Hertiords yu 1,684 42,57 Rutlandisas 1,709 50,78 
{ Middlesex . . 1,684 42,52 Nottingham . D7 ue 22,56 
Shropshire. . 1,685 43,51 Lancashire . 1,715 14,91 
Somerset . . 1,685 34,59 Kent ia aee 1,718 40,08 
Gloucester. . 1,685 18,88 Berks sieve 1,718 31,71 
Wiltshire . . 1,686 41,99 Suffolk East . 1,720 30,03 
Hereford . . 1,688 39,52 Suffolk West 1,720 50,— 
Monmouth ., 1,688 31,02 Durham. . 1,720 23,35 
Surrey Jee 1,689 33,38 Derby 2... 1,723 30,01 
Cheshire . , 1,690 26,69 Stantord ene 1,724 21,89 
Oxtordia ne 1,696 32,76 Cornouailles . 1,726 44,70 
Buckingham . 1,696 41,97 Essex’) (aes 1,727, 275k 
Cambridge . 1,696 46,86 Norfolk: aes 1,728 30,16 
Huntingdon . 1,696 48,70 Lincoln (Parts 
Dorset... a: 1,702 41,90 of Holland) 1,732 49,52 
York, West Ri- Lincoln (Parts 
dings an 1,702 18,75 of Kesteven) se 42,49 
Bedford . ., 1,704 43,90 Lincoln (Parts 
Devon eae 1,704 26,44 of Lindsey) 1,732 26,67 
Warwick . . 1,707 10,36 Cumberland . 1,737 35,46 
Sussex East . I,709 21,55 Westmorland 1,737 44,39 
» West . 1,709 43,10 Northumberl. 1,743 21,62 
Northampton 1,709 32,13 York, North 
Riding . . 1,754 18,37 
Leicester . . 1,709 21,18 York, East Ri- 


ding eter 1,754 30,93 


Dans ce tableau, j’ai fait des groupements de tailles un peu arbitraires. Alors que cer- 
tains comtés sont subdivisés pour ce qui regarde le taux du cancer (ceux de Suffolk, 
Sussex, Lincoln, etc.), ils ne le sont pas pour ce qui regarde la valeur de la stature. J’ai 
donc répété pour chaque subdivision la taille que je connaissais comme représentant celle 
du comté tout entier. 

Je dois ajouter que ces comtés subdivisés présentent & mes yeux, pour ce qui touche 
a leurs taux de cancer, des faits bien curieux. Celui de Sussex montre les valeurs 21,55 et 
43,10; Suffolk 30,03 et 50,00, le comté de Lincoln 26,67 et 49,52. Je me demande, devant 
de telles variations de taux cancéreux, si j’ai eu le droit d’appliquer A chacune de ces 
subdivisions de comtés la taille de l’ensemble? Je le crois d’autant moins que, si pour les 
subdivisions du comté de Lincoln, jai affaire 4 des populations numériquement 
trés différentes, il n’en est pas de méme partout 1. Par exemple, dans le comté de 


? Les variations constatées ci-dessus montrent aussi 4 quel point des enquétes plus précises s’imposent 
en Angleterre. Pourquoi ces taux de mortalité si différents dans les subdivisions d’un méme comté ? Sont-ils 
dus a des conditions mésologiques créées par des états physiques et biologiques trés différents ? Evidem- 
ment le procédé que j’ai employé — a défaut de documentation meilleure — de donner aux subdivisions d’un 
comté les caractéres — ici la taille — de l’un d’entre eux, parait plus arbitraire encore, lorsqu’on constate les 


variations des taux cancéreux A la surface d’une circonscription géographique dont l’étendue n’est pas toujours 
considérable. 3 


York, les subdivisions administratives et les taux de mortalité se présentent 
ainsi: 


Population dgée de Taux de 

45 ans au moins mortalité 
Wott rast hiding (shes weds 113.234 18,37 
Woneewest Riding 3. 4. haz: 793.007 18,75 
York, North Riding. : 114.506 30,93 


East et North Riding ont des populations d’égales valeurs numériques. Leurs taux 
de mortalité par cancer sont trés différents. Si ces deux statistiques ont été bien établies 
en tant qu’opération médicale et mathématique il faudra expliquer ces différences. 

On comprend combien de telles régions peuvent devenir intéressantes pour nos recher- 
ches et la nécessité impérieuse de résoudre de tels problémes. C’est en étudiant de pareils 
ilots 4 caractéres disparates que nous avons le plus de chances de pénétrer dans 1’étiologie 
du cancer. 

Pour ce qui concerne l|’Angleterre, j’ai d’abord examiné les deux extrémités de la 
colonne des tailles et j’obtiens les résultats suivants: 

Taux de mortalité 


Tailles par cancer 
Les 10 comtés a taille minimum ... . I™ 6864 35,40 
Les 10 comtés a taille maximum... . 17370 32,65 


Il semblerait que les Anglais dont la stature est la plus élevée ont plus de chances 
d’échapper au cancer que les autres. 


Puis, j’ai établi les quatre groupements de stature que voici: 


; Taux de mortalité 
ues par cancer 
de 1™.684 a 1™.695 35,46 
I™.696 1™.709 34,33 
I™.7I0 1.729 30,55 
1™.730 0 -1™.754 33,68 


Le groupe le plus favorisé, vis-A-vis du cancer, c’est-a-dire celui qui connaitrait le 
moins cette maladie, serait le groupe dont la taille est comprise entre I m. 71 et I m. 73. 
Plus petit ou plus grand, |’Anglais serait plus atteint par le fléau. Evidemment, ce n’est 
pas la une conclusion capable de stabilité. Ce petit tableau fait constater simplement 
qu’en Angleterre les trés grands et les moins grands fournissent, plus que les « moyens », 
des taux cancéreux élevés a la statistique. Mais que valent les enquétes faites sur la sta- 
ture ? Elles sont faibles, numériquement. 

Pour le Pays de Galles comme pour |’Angleterre nous avons ordonné les statures 
selon l’ordre croissant de leur valeur et nous mettonsacété les taux de mortalité par cancer. 


Tableau NO 17. 


Taille Taux de 
Comtés moyenne mortalité 
Carmarthen meee sere. -. | c 1,689 38,36 
IPemibroeumeen eine ata 1,689 42,46 
GIAINOSAll ie ieyieiee- ven we «| 1,689 21,71 
IBrecknocks peierun me wusrn wees). 1,692 34,93 
RACH OL URIeE es er hot ti oy 1,692 35,09 
Cardigawines Cua sls acs + 1,693 46,03 
CAarnarvOlmmnme tet eres 1,699 48,22 
PAPAS > eho at ee a 1,699 48,14 
Merioneth? pte. 6 clio. os 1,699 53,33 
Mont eomenvom.my bit stiss + 1,699 53,52 
Plint yas meres Sd, 1,703 41,62 
Denbis hater: aes co 11703 44,92 


— 298 — 


En prenant les cing premiers termes de ce tableau et les cing derniers, et en en 
calculant les moyennes, je constate que les comtés qui ont la taille la plus élevée sont en 
méme temps ceux qui ont les plus forts taux cancéreux : 


Taux 
Groupe de moins grande taille ......., 34,51 
Groupe de plus grande taille =. eo) sa. 48,32 


Mais nous n’avons avec la stature qu’un seul élément de caractérisation ethnique. 
Or, nous savons qu’a taille égale, ou a peu prés, les hommes peuvent constituer, par leurs 
autres caracteres morphologiques, des ensembles ethniques trés différents. 


6. ESSAI DE COMPARAISON ENTRE L’INDICE CEPHALIQUE ET LE CANCER. 


Avec les maigres documents fournis par l’indice céphalique, nous ne pouvons guére 


envisager que quelques rapprochements entre ce caractére et le taux de mortalité. De 


Vilot fortement cancéreux de l’est, West-Suffolk, Cambridge, Isle of Ely, Huntingdon, nous 
n’avons que de bien misérables renseignements. Sous ce terme extrémement vague de 
«centre de l’Angleterre », nous trouvons des indices moyens de 77 a 78. L’expansion terri- 
toriale fortement cancéreuse qui entoure cet tlot 4 maximum (sauf le comté d’Essex), nous 
est inconnue quant & ses caractéres morphologiques craniens (indice Chiltern Hills = 79 7 
A Vautre extrémité de l’échelle des taux de mortalité par cancer, si Warwick ne nous 
apprend rien, le Lancashire semble avoir J’indice 77,5. Je dis: semble, a cause du trés 
petit nombre d’individus examinés. Et les comtés voisins, beaucoup plus riches de 
cancer, paraissent avoir le méme indice céphalique. 

Les comtés de Stafford et de Cheshire, qui ont des taux moyens de mortalité (20 a 
29,9), font-ils partie de l’« Est de l’Angleterre » (Beddoe et Venn), out nous voyons un trés 
petit nombre de personnes présenter l’indice moyen 78,9 ? 

indice céphalique le plus faible des tableaux de Beddoe est celui du comté de 
Wiltshire (76,8). Ce comté est fortement touché par le cancer. Mais il n’arrive pas au 
maximum montré par les comtés les plus atteints. 

Aurions-nous le droit, aprés un tel rapprochement, de dire que les comtés les plus 
cancéreux sont en méme temps les plus dolichocéphales ? Pas le moins du monde. 
L’anthropologie est ici trop peu documentée. __ Be 

D'autre part, l’indice céphalique le plus élevé est celui de Flamborough (Yorkshire) 
79,3. Et nous sommes 1a dans une zone faiblement touchée par le cancer. Malgré que cette 
série anthropologique est plus importante que celle du Wiltshire, nous n’oserons pas dire 
non plus quw’ici nous démontrons un rapport entre un indice céphalique relativement 
élevé et un faible taux cancéreux. . 

En somme, ce que nous connaissons des caractéres céphaliques de l’Angleterre ne 
hous permet pas d’établir des comparaisons démonstratives. 


Le Pays de Galles, avons-nous dit, est un peu mieux étudié. Mais il ne]’est certainement 
pas assez pour nos besoins. Nous y connaissons un comté dont le taux de mortalité est 
relativement faible: Glamorgan. Nous ne connaissons pas son indice céphalique. Le 
comté qui le touche a J’est, Monmouth, a un indice céphalique de 79. Serait-ce qu’on 
peut étendre 4 Glamorgan l’indice céphalique de Monmouth ? C’est possible, mais le 
cancer est plus abondant 4 Monmouth que chez son voisin de l’ouest. On voit la série 
de difficultés que nous rencontrons. 


a 


Le Pays de Galles, dans son ensemble, est trés fortement touché par le cancer, puisque 
la moyenne de son taux de mortalité est 42,45. Sur 49 comtés anglais, 14 seulement 
atteignent et dépassent ce chiffre. D’autre part, le Pays de Galles présente une uniformité 
trés remarquable de la valeur de son indice céphalique. Beddoe indiquait pour ses habi- 
tants l’indice moyen 78; Venn 78,7. Une série de mensurations dont j’ai sous les yeux 
les résultats donne, comme indice moyen, 77,69 (indice maximum 7y,5, minimun 76). 
L’indice le plus élevé provient de la région occidentale du comté de Cardigan. Dans son 
ensemble, ce comté est trés cancéreux, mais nous ne savons pas si, dans le détail, sa partie 
occidentale échappe davantage au fléau que le reste du territoire. S’'il était possible d’uti- 
liser des indices moyens pour représenter avec quelque fidélité le caractere céphalique 
des Anglais et des Gallois, nous dirions que l’Angleterre, dans son ensemble, a des cranes 
relativement moins allongés que ceux du Pays de Galles. Nous ajouterions que son taux 
cancéreux est aussi moins élevé que celui du Pays de Galles. Mais une telle conclusion 
serait, au sujet d’un travail pour lequel il faut beaucoup de minutie, pour lequel il faut 
encore beaucoup de renseignements pour pouvoir pénétrer dans les détails, de la bien 
mauvaise besogne scientifique. 


Je voudrais, en terminant ce passage, citer une observation de Beddoe. I] constate 
que les parties septentrionales de |’Angleterre accusent des formes de tétes plus larges 
que les parties méridionales et moyennes du royaume. Le type de l’age du bronze (c’est 
un type 4 crane arrondi) est répandu, dit-il, dans les parties montagneuses du nord. 

Avons-nous le droit d’étendre a tous les comtés du nord une telle supposition — car 
ce n’est guére plus que cela ?... 

D’une facon générale le nord de |’Angleterre est moins cancéreux que le sud. Pouvons- 
nous croire que des recherches anthropologiques, systématiquement conduites, mene- 
raient 4 confirmer l’opinion de Beddoe ? Ce serait sans doute fort intéressant, mais les 
savants anglais entreprendront-ils cette enquéte ? Elle apparait pour le point de vue qui 
nous occupe ici un important document. 


he ESSAI DE COMPARAISON ENTRE LES CARACTERES DE LA PIGMENTATION ET LE CANCER. 


Aprés avoir constaté les faibles lueurs apportées 4 la question qui nous préoccupe 
par les connaissances insuffisantes que nous avons de la taille et de l’indice céphalique 
en Angleterre et dans le Pays de Galles, j’ai tenté quelques essais de méme nature en 
m’aidant de la coloration des yeux et des cheveux. 

J'ai cherché s’il existait un rapport entre les taux de mortalité par cancer et les 
caractéres — trés insuffisants — de pigmentation, que nous possédons. Pour cela, j’ai 
pris, d’un coté, les 10 comtés les moins atteints par le cancer et de l’autre les 10 comtés 
les plus atteints et j’ai mis en regard les chiffres de la stature (ceux qui existent), les 
états de pigmentation selon le rapport du Comité anthropométrique, les indices de Par- 
sons et les notations de Beddoe pour la répartition du type brun. Les résultats sont plutot 
décevants. Exemple: 


D’apreés le « Final Report » indices 
Taille se a de 
Les plus blonds | Les plus bruns Parsons 


Les 10 comtés les moins can- 

CETCUX IE ce Lo ie ch eee ee Tuk) 716 42,2 50,9 34,27 
Les to comtés les plus cancé- 

LCLERM (aatelt surectins: cL it Baa, Saal SWE 55,8 BSoa 


Les statures sont les mémes dans les deux cas. Contrairement a ce qu’on pourrait 
croire, les comtés les plus atteints par le cancer renferment un peu moins de blonds et 
un peu plus de bruns que les comtés les moins atteints. L’indice de nigrescence de Parsons 
est aussi un peu plus faible chez ces derniers. 

En examinant, au surplus, les comtés selon les indices de nigrescence de Beddoe, je 
trouve, pour le premier groupe, un total de 58 et, pour le deuxiéme groupe, un total de 
70. Mais j’ai, dans ce dernier groupe, trois termes de « minus » tandis que je n’en ai qu’un 
dans le premier groupe. De ces comparaisons, il résulterait que les comtés les plus cancé- 
reux sont habités par des hommes qui ont une taille égale a celle des individus vivant 
dans les comtés les moins cancéreux, lesquels individus sont, en méme temps, moins 
souvent blonds, plus souvent bruns (réserves cependant pour ce qu’indique l’indice 
de Parsons). 

Mais pouvons-nous, avec de tels documents, admettre de telles conclusions ? 


Ce qui ressort 4 l’évidence de tous ces essais, c’est l’impossibilité dans laquelle nous 
sommes aujourd’hui de travailler avec fruit. Nous croyons saisir une piste, brusquement 
nous mous apercevons que le sol manque sous nos pas. II faut le déclarer nettement, les 
enquétes anthropologiques en Angleterre sont trop insuffisantes pour que nous puissions 
les utiliser avec sagesse. Il a manqué a ce pays un certain nombre de Beddoe, qui, se 
partageant la besogne, auraient dressé définitivement la physionomie ethnique de l’Angle- 
terre. Un tel jour luira, sans doute. Si les recherches actuelles entreprises par la Commis- 
sion du cancer de la Société des Nations pouvaient conduire 4 instaurer dans les divers 
Etats européens — et ailleurs aussi — des recherches anthropologiques plus étendues et 
mieux systématisées, le gros travail que nous avons engagé n’aura pas été vain. Le progrés 
marche a pas lents; le cancer, lui, va vite. Il serait désirable que le premier rattrappe le 
second. 


CONCLUSIONS. 


En Angleterre et dans le Pays de Galles le cancer est trés inégalement répandu. Entre 
la valeur des taux extrémes fournis par les subdivisions administratives on constate, 
aussi bien chez les hommes que chez les femmes, des différences qui vont du simple au 
triple. Dans les mémes comtés, les deux sexes ne se comportent pas de la méme maniére 
vis-a-vis du cancer, 

Une telle double constatation oblige fatalement & de nouvelles recherches. Scienti- 
fiquement, on ne peut se contenter d’enregistrer un fait sans essayer d’en péneétrer les 
causes, . 

La répartition géographique du cancer dans le royaume semble proposer deux régions 
plus cancéreuses que les autres. L’une & l’ouest dans le Pays de Galles, l’autre A l’est en 
Angleterre. Entre deux, le centre du royaume parait étre la région la plus favorisée vis-a- 
vis du fléau. cancéreux. Les deux groupements géographiques les plus cancéreux cons- 
tatés ci-dessus se retrouvent aussi bien dans les cartes oti les sexes sont séparés que dans 
celles oti ils sont réunis. 

Les caractéres anthropologiques de l’Angleterre et du. Pays de Galles nous sont 
malheureusement peu connus. Ils sont tout & fait insuffisants pour une recherche du 
genre de celle que nous entreprenons. Les lignes qui vont suivre ne représenteront donc 
que des présomptions. 


Les comparaisons de la stature et du cancer en Angleterre montrent que les individus 
les moins grands et les individus les plus grands sont ceux qui sont les plus atteints par la 


maladie. Le taux minimum de mortalité se remarque dans le groupe dont la stature est 
comprise entre I m. 710 et I m. 729. Dans le Pays de Galles, les habitants les plus grands 
semblent beaucoup plus touchés par le cancer que ceux qui n’atteignent pas aux plus 
hautes statures. Mais est-on bien siir d’un tel résultat ? Il y a si peu de différences entre 
les groupes de tailles — un centimétre ! 

D’autre part, nous constatons que des comtés & tailles relativement moins hautes, 
comme celui de Pembroke, présentent néanmoins un taux élevé de mortalité. Mais on 
sait que la taille seule ne nous permet pas d’établir une caractérisation ethnique suffisante. 

Les formes craniennes des habitants de |’Angleterre et du Pays de Galles nous sont 
par trop inconnues pour que nous puissions nous baser sur l’indice céphalique des comtés 
aux fins d’établir entre cet indice, la taille et le cancer un rapport sérieux. Certains résultats 
semblent nous conduire vers une direction déterminée dont, un instant plus tard, nous 
sommes détournés par d’autres résultats venant de la méme source. 

Le Pays de Galles, dans son ensemble, parait posséder un indice céphalique plus 
dolichocéphale que |’Angleterre. Or, c’est une région fortement touchée par le cancer. 
D’un autre coté, le Pays de Galles est une région de fagon générale plus richement pigmentée 
que l’Angleterre dans son ensemble. Comment comprendre dans un tel groupement géogra- 
phique cette association d’une haute stature d’un crane plus nettement dolichocéphale 
avec des cheveux plus souvent bruns ? 

L’étude de la pigmentation ne nous a pas conduits non plus a des résultats satisfai- 
sants. Parmi les essais de comparaisons entre le cancer et le degré de pigmentation, les 
uns semblent indiquer que les populations ot l’on compte le plus grand nombre de blonds — 
celles qui pourraient étre de race nordique — ont leurs taux de mortalité par cancer les 
moins élevés; d’autres essais semblent indiquer le contraire. 

Il faut absolument que nous sachions si les populations les plus blondes sont en méme 
temps les plus dolichocéphales et les plus grandes. 

Nous pensons qu’une étude particuliérement intéressante pour le but que nous envi- 
sageons serait celle des comtés subdivisés administrativement, ot l’on a constaté de grandes 
variations dans les taux de mortalité par cancer. 

Quelques-uns de ces comtés (les York par exemple) créent — par leur dislocation 
administrative — des ilots partiellement disparates quant aux taux de mortalité. De tels 
ilots seraient 4 examiner dans tous leurs détails — ce serait plus facile que dans de grandes 
circonscriptions — en envisageant tous les facteurs qui pourraient étre susceptibles 
d’apporter une explication: facteurs ethniques et facteurs mésologiques. 

Du point de vue statistique, il y aurait lieu de se préoccuper d’un fait que nous avons 
relevé au cours de ce travail, 4 savoir que les comtés qui n’ont qu’un nombre relativement 
petit d’habitants semblent avoir un taux relativement trés élevé de cancer. Est-ce 1a 
effet d’une opération statistique ? Est-ce une réalité biologique ? 

Le Pays de Galles serait particuliérement intéressant a étudier au double point de 
vue anthropologique et médical. Certaines indications semblent faire croire que cette 
région est relativement plus homogéne, ethniquement, que le reste du royaume. Le cancer 
y semble aussi plus abondant. Peut-étre sommes-nous la, en effet, de par la composition 
ethnique de la population, dans un milieu biologique plus favorable a la maladie qu’en 
Angleterre ? Dés lors, il faut en chercher les raisons. 

Malgré les enquétes anthropologiques les plus récentes, telles celles de Fleure et 
James, le Pays de Galles aussi est encore trop peu connu}?. Les caractéres ethniques de 


1 Des enquétes semblables devraient étre entreprises sur tout le territoire des Iles Britanniques, mais, 
toutefois, 4 l’aide de séries numériquement plus importantes, Elles auraient vite fait d’atteindre les résultats 
que nous escomptons. 


J 
plusieurs comtés attendent leur premier descripteur. On a dit, se basant sur la couleur — 
foncée des cheveux, et la forme du crane dolichocéphale, que les populations galloises — 
qui possédent ces caractéristiques associées devaient étre rattachées A la race médite: 
ranéenne. Je ne le pense pas. Les Gallois sont de trop haute stature — en particulier — 
pour que nous les placions dans un tel cadre. Les régions centrales du Pays de Galles 


renferment des individus appartenant au type clair et leur crane, en moyenne, serait 
mésaticéphale. 


Ainsi, nous pressentons qu'il existe des répartitions ethniques plus ou moins b 
délimitées, dans le Royaume-Uni. Ce sont les groupes ainsi décelés qu'il faudrait surtout 
pouvoir étudier au double point de vue qui nous conduit. ae 

Les conclusions que nous apportons ici doivent étre considérées surtout comme 
incitant 4 de nouvelles recherches: la seule constatation des variations observées dé 
l’espace anglo-gallois, quant aux taux de mortalité, nous ordonne d’en savoir davantage. 
La présence de plusieurs groupes ethniques sur le sol anglais permet aux suppositions que 
nous avons faites dans un travail précédent de conserver toute leur valeur, au moi 


jusqu’au jour ot l’on aura démontré — ce qui s’appelle démontré — la cause réelle 
cancer. 


a, 


VI. COUP D’GIL GENERAL EN MANIERE DE RESUME SUR LES RAPPORTS 
POSSIBLES EXISTANT ENTRE LA RACE ET LE CANCER EN FRANCE, 
EN SUISSE, DANS LES PAYS SCANDINAVES ET DANS LES ILES 

BRITANNIQUES 


Par le professeur Eugéne PITTARD. 


1. LA FRANCE 


GENERALITES. 


Au cours de toute son histoire — préhistorique et historique — la France a connu des 
invasions humaines. 

Au point de vue de l’ethnogénie frangaise, les plus importantes sont venues du nord et 
de l’est. Les unes ont apporté sur le territoire francais des masscs imposantes d’individus 
appartenant a la race nordique (kymrique ou germaniquc — Homo europaeus), s’installant 
principalement dans les départements du nord et du nord-est 1; les autres masses, égale- 
ment nombreuses, peuplérent surtout les régions montagneuses et constituérent ce que 
nous appelons, aprés Broca, la race celtique (ou cévenole de Deniker) le type de l’Homo 
alpinus. 

Une troisiéme race, importante également par sa masse numérique, occupe le sud de 
la France, des Pyrénées moyennes 4a la frontiére italienne. C’est la race ibéro-insulaire 
de Deniker, la race méditerranéenne de Sergi, l|'Homo meridionals. 

Ces races principales de la France ne sont pas les seules de l’ancienne Gaule. Mais 
nous n’avons pas, a l’égard des autres races, assez de documents comparatifs pour que 
nous nous occupions d’elles dans la présente étude dont le but est particuliérement limité. 

On ne peut trouver nulle part en France une circonscription géographique ou la race 
soit restée pure. Cette hétérogénéité provient soit du fait qu’en arrivant sur le sol francais 
les groupes envahisseurs n’étaient déja plus homogénes, soit du fait que depuis leur éta- 
blissement définitif il y eut, entre les divers groupes ethniques, des mélanges. 

Les caractéristiques morphologiques et descriptives nécessaires pour établir la 
diagnose de ces diverses races ont été établies par une pléiade d’anthropologistes au premier 
rang desquels il faut placer Broca, de Quatrefages, Topinard, Hamy, Collignon, Hervé, 
Lagneau, etc., les médecins qui utilisérent les données des recrutements militaires; les 
démographes (Bertillon, Boudin, etc.). 


DOCUMENTS DE STATISTIQUES MEDICALES. 


Les variations considérables que l’on observe dans les taux de mortalité par cancer 
selon les départements frangais nous font croire que les statistiques médicales dépar- 
tementales ne sont pas exactement comparables et il y a lieu de faire toutes les réserves 
nécessaires a cet égard, 

Néanmoins, une partie des inconvénients résultant de cette inégalité de valeur scien- 
tifique s’atténue lorsque, aprés quelques éliminations, nous groupons un certain nombre 
de départements et que nous constituons des régions _ 


1 A l’époque historique nous connaissons I’arrivée sur le sol frangais d’un grand nombre de tribus d’ori- 
gine germanique. 


DOCUMENTS A NTHROPOLOGIQUES. 


La taille. — Pour faire voir d’un coup d’ceil les différences les plus saillantes de la 
stature humaine en France, nous avons dressé, daprés Broca, Lagneau, Boudin, etc., les 
cartes d’exemptés par défaut de taille (cartogramme No I) et les répartitions des plus hautes 
tailles et des plus petites tailles (cartogramme N° 2). On voit immédiatement que la France 
est peuplée par des groupes ethniques différents dont plusieurs sont restés relativement 
rassemblés sur certains territoires. Les plus hautes tailles sont l’apanage des départements 
du nord, ceux que nous savons peuplés par des représentants de la race nordique. 

L’indice céphalique. — Les divers départements frangais sont loin d’étre comparables 
quant a leur documentation anthropologique (voir cartogramme N° 3). Si certains d’entre 
eux sont assez bien connus, d’autres n’ont apporté a la statistique anthropologique qu’un 
trés petit nombre de renseignements. L’indice céphalique est incomparablement moins 
bien connu que la stature. Nous avons principalement utilisé les documents fournis par 
Collignon, Topinard, Hovelacque, Hervé et Deniker. 

L’indice céphalique permet de délimiter certaines régions en France. C’est ainsi qu’un 
groupe important de départements du nord, ceux qui sont limitrophes de la Belgique et 
dune partie du littoral, sont en majorité du type dolichocéphale. 

Une seconde zone dolichocéphale est constituée au sud-ouest par la région 
périgourdine. 

Une troisiéme comprend les départements pyrénéens et ceux du littoral de la 
Méditerranée. 

Quant a la France brachycéphale, elle comprend toutes les parties montagneuses 
sauf les Pyrénées; et les massifs qui topographiquement sont les plus compacts, présentent 
les hommes aux indices céphaliques les plus élevés. 

Cette agglomération brachycéphale est la plus homogéne. Elle apparait plus nette- 
ment sur les cartes que les autres groupements créés par les indices céphaliques. 

Une premiére masse de ces brachycéphales se rencontre a l’est, de la Meurthe aux 
Hautes-Alpes; une seconde grande agglomération compose un massif ethnique important 
dans la partie centrale de la France (voir la carte N° 3). 

La couleur des yeux et des cheveux, — Enquétes dues surtout & Topinard. Les carto- 
grammes N° 4 et 5 montrent une prédominance des types les plus blonds dans les départe- 
ments du nord de la France et des plus bruns dans le sud, des rives de Atlantique (embou- 
chure de la Gironde) a la frontiére italienne. 

Les cheveux les plus clairs sont l’apanage des hommes dont les yeux sont aussi les 
plus clairs. Une observation de méme ordre s’adresse aux individus ayant les cheveux les 
plus foncés; ils associent A cette forte pigmentation capillaire des iris sombres. 

C’est a l’aide de ces divers renseignements que les répartitions des diverses races 
francaises ont pu étre dressées. 


LA REPARTITION DU TAUX DE MORTALITE PAR CANCER. 


Le tableau N° 1, page 147, montre que ce taux est tres différent selon les départements 
francais, méme en éliminant certains departements dont la statistique peut étre sujette 
a caution. Les taux de mortalité par cancer maxima appartiennent presque tous aux 
départements septentrionaux: les taux minima (apres quelques éliminations) aux dépar- 
tements méridionaux. 

Le cartogramme N° 6 marque la répartition des taux cancéreux dans tous les dépar- 
tements; le cartogramme N° 7, pour plus de clarté, a été limité aux taux maxima et 
minima. A cause des statistiques discutables, il faut reporter les minima A la région qui 
va des Pyrénées-Orientales A la frontidre italienne. 


= 
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Existe-t-1l une corrélation entre les taux divers de mortalité par cancer et les diverses races 
humaines ? — Tout d’abord, il faut remarquer que les taux de mortalité par cancer dans 
certains départements possédant des grandes villes et des centres hospitaliers importants 
ne dépassent pas — ou méme n’atteignent pas — les taux de mortalité des départements 
les plus voisins qui pourraient tout naturellement envoyer leurs malades cancéreux dans 
ces centres hospitaliers. Par exemple, le taux de mortalité de Paris est inférieur a celui 
de la Seine-Inférieure et de la Somme. Nous avons cité plusieurs autres exemples de ce fait 
aux pages 150 et suivantes. 

Il ne semble pas, au premier coup d’ceil, que nous puissions établir une corrélation 
entre un type de stature donné et le taux de mortalité par cancer, quoique les petites sta- 
tures, A premiére vue, paraissent présenter de plus faibles taux que les autres !. 

Mais un examen de la seule stature ou du seul indice céphalique n’est pas, nous l’avons 
dit maintes fois, une base suffisante pour nos comparaisons. I faut leur associer les autres 
caracteres qui composent, lorsqu’ils sont réunis, les types ethniques. 

La carte de la répartition des taux de mortalité par cancer (carte N°6) montre que les 
chiffres minima se rencontrent au sud de la France et les chiffres maxima surtout dans 
Jes départements du nord. 

En associant les caractéres de la taille, de l’indice céphalique et de la couleur des 
yeux et des cheveux, nous pouvons constituer en France des circonscriptions géographiques 
habitées par des hommes qui sont loin d’étre semblables dans chacune de ces circonscrip- 
tions. C’est ainsi qu’un certain nombre de départements du nord renferment une majorité 
dindividus de haute stature, dont le crane est dolichocéphale ou a tendance dolichocéphale, 
dont les yeux et les cheveux sont faiblemont pigmentés. C’est le domaine en France de 
la race nordique indiquée ci-dessus. 

Les taux de mortalité par cancer dans cette région sont les plus élevés de la France 
(voir les cartes N°S 7 et 8), 

Depuis la région pyrénéenne jusqu’a la frontiére italienne s’échelonnent des dépar- 
tements dont les habitants sont en majorité de petite stature. Ils associent A ce caractAre 
un crane également dolichocéphale, mais la pigmentation de ces hommes est foncée. 
Ces individus de petite stature, dolichocéphales et bruns, sont les représentants de la race 
méditerranéenne ou ibéro-insulaire. 

Les départements qui sont les appartenances de cette race ont de faibles taux de mor- 
talité par cancer. Entre ces deux groupements géographiques et ethniques s’étend, grosso 
modo, le domaine de la race celtique ou cévenole, Les hommes qui le peuplent sont de taille 
moyenne, leur crane est brachycéphale, leurs yeux et leurs cheveux sont foncés. Dans ce 
domaine ethnique, les taux de mortalité par cancer sont un peu plus élevés que dans la 
zone méridionale. Mais ils le sont incomparablement moins que dans la zone habitée par 
les représentants de l’Homo nordicus. 

Ainsi s’établirait en France une hiérarchie des taux de mortalité par cancer. Cette 
maladie atteindrait beaucoup plus les représentants de la race nordique, beaucoup moins 
ceux de la race celtique, les moins éprouvés seraient les représentants de la race médi- 
terranéenne. 

Ce sont 1a des résultats globaux, obtenus avec des documents imparfaits. Ils méritent 
cependant toute notre attention. Aucun homme de science, aucun sociologue, aucun hygié- 
niste ne peut se désintéresser d’une telle conclusion. 


1 Tl faut souligner tout de méme cette intéressante constatation. Nous savons que les populations appar- 
tenant a la race méditerranéenne sont de petite stature. Celles qui appartiennent a la race cévenole sont aussi 
de taille inférieure a la taille des populations nordiques. Ces derniéres sont les plus atteintes par le cancer. 


2. LA SUISSE, 


GENERALITES. 


La Suisse, dont la statistique médicale parait excellente — exception faite pour 4 


quelques régions alpines (comme le Valais) —, serait un des pays les plus intéressants a 
étudier du point de vue qui nous occupe ici. Malheureusement, si les statistiques médicales 
de la Suisse sont bonnes, les documents anthropologiques de ce pays sont tout A fait 
insuffisants 1. Quelques cantons seulement nous montrent leur physionomie ethnique et, 
pour les recherches que nous poursuivons, ce n’est pas assez. La Suisse, a cause de sa posi- 
tion géographique, a recu, a diverses €poques, des immigrants appartenant A des races 


diverses. Mais elle ne peut pas chercher des filiations ethniques aussi loin dans le passé que 


peut le faire la France; elle a été trop longtemps recouverte par les grands glaciers du 
quaternaire. 


L’origine des populations suisses peut étre d’abord cherchée chez les Brachycéphales 


de l’age de la pierre polie, édificateurs des stations lacustres, puis chez les représentants 
de la race nordique qui arrivérent en Suisse probablement des la période néolithique, et qui 
sont déja nombreux a l’Age du fer. Enfin, certaines parties de la Suisse semblent étre peu- 
plées par des représentants de la race dinarique. 

L’exacte répartition de ces éléments composant la population suisse n’est pas encore 
possible, sauf pour de trés petits territoires. 

La répartition linguistique en Suisse ne correspond pas a une répartition ethnique. 
La Suisse alémanique n’est pas forcément peuplée par des individus appartenant a la race 
germanique. Peut-étre plusieurs cantons proches de ]’Allemagne renferment-ils une plus — 
grande proportion de types nordiques, mais ce n’est pas certain? Peut-étre méme divers 
territoires de la Suisse francaise possédent-ils plus de ces types que les cantons de langue 
allemande ? N’oublions pas que les cantons du nord-est de la Suisse sont voisins d’une 
Allemagne dont les hommes nappartiennent qu’en petite quantité au type de la race 
nordique. Les invasions germaniques des Alamans, Burgondes, etc., n’ont pas entrainé 
fatalement des hommes de cette race. 


DOcUMENTS ANTHROPOLOGIQUES. 


La taille (cartes Ns r2 et 13). — C’est le seul document anthropologique qui ait 
été bien étudié, grace aux recrutements militaires. Nous connaissons la stature des Suisses- 
selon les petites circonscriptions des districts (cartogramme N° 13). Cette stature présente des — 
faits exceptionnels comme répartition dans l’espace qu’il nous est impossible d’expliquer 


pour le moment. Nous constatons de trés petites tailles comme celles des deux demi-can- a 


tons d’Appenzell (1.605 et 1.620) qui sont parmi les plus petites statures de l’Europe et des 
tailles relativement élevées comme celles des demi-cantons d’Unterwald (1.673). (Nous ne 


parlons pas des statures toujours hautes des cantons exclusivement citadins comme Geneve _ 


et Bale-Ville.) Il est inutile, je crois, de tenter, pour expliquer ces variations de la taille en 


Suisse, des explications mésologiques. I] paraft plus raisonnable pour une telle explication _ 
de faire appel 4 Vhistoire. Grosso modo, les cantons de la Suisse orientale (les Grisons 


exceptés) constituent le territoire des moins grandes tailles de la Suisse. 


L'indice céphalique. — En Suisse ce caractere est trés mal connu (voir cartogramme s 
No 14). De grandes régions n’ont jamais été l’objet d’une enquéte quelconque. Le beau — 


: * Cette année méme la Société suisse d’anthropologie et d’ethnographie discutera des modalités d’une _ 
enquéte anthropologique étendue A tout le pays. 
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tableau anthropologique que pourrait montrer la Suisse n’est encore revétu que de quelques 
touches sur deux ou trois endroits: le canton du Valais et celui des Grisons, quelques 
parties de la Suisse centrale et occidentale. Il est impossible pour le moment d’établir 
une relation sérieuse entre la taille et l’indice céphalique. Nous pensons qu’une grande 
partie des Suisses, ceux de la région alpine en particulier, appartiennent au groupe des 
brachycéphales de taille moyenne du type de 1’ Homo alpinus, mais nous ne pouvons pas 
encore le démontrer. 

Nous savons qu'il existe, sur le territoire de la Suisse, une certaine proportion 
d'individus appartenant a la race nordique; une certaine proportion aussi appartenant a la 


-Yace dinarique. Mais aucune exactitude ne peut étre apportée aux quantités relatives 


de ces types, ni méme a leur répartition géographique précise. 


Couleur des yeux et des cheveux. — Ces caractéristique ont été l’objet des plus grandes 
enquétes. Malheureusement, elles ont porté surtout sur les enfants des écoles, c’est-a-dire 
sur des individus qui modifieront trés souvent la couleur de leurs yeux et de leurs cheveux 
lorsqu ils arriveront a l’age adulte. La carte N° 15 indique la répartition des types blonds. 
Elle montre que les pourcentages les plus élevés de ce type se rencontrent aussi bien 
dans les cantons de la Suisse romande (comme Genéve) ou dans la région de la Suisse 
italienne (le Tessin) que dans les cantons de langue exclusivement germanique. Il 
semble qu’une coulée de types blonds aux yeux bleus (cartogramme N° 16) traverse la Suisse 
du nord au sud, de Zurich au Tessin. Mais est-ce bien stir ? 

La carte des types bruns (cartogrammes N°S 17 et 18) montre que ce sont les cantons 
des Grisons, Tessin, Glaris qui en possédent le plus. Une partie du centre de la Suisse, 
les deux Appenzell et Genéve ont des proportions qui varient de 21 4 25 %. Nous emportons 
d’une telle enquéte une impression confuse, un sentiment de peu de sécurité scientifique. 

Toutefois, cette enquéte sur la couleur des yeux et des cheveux nous fait pressentir 
quelques faits qui, s’ils étaient confirmés par de nouvelles enquétes, mieux ordonnées, 
pourraient conduire a des interprétations fort intéressantes. Par exemple, le canton 
d’Unterwald, ot: nous trouvons une population de haute stature, dont la brachycéphalie 
est connue, est un canton ot la carte de Kollmann signale une faible quantité d’individus 
blonds. Si nous pouvions associer, dans ce canton, a la haute stature et a la brachycéphalie 
des cheveux bruns, nous aurions la diagnose presque complete du type dinarique. Mais la 
carte des bruns donne un résultat a peu pres identique a celui fourni par la carte des blonds 
sauf qu'il est encore plus accentué dans le sens négatif. Alors ? C’est que l’enquéte a 
révélé surtout des types intermédiaires. 


LA REPARTITION DU CANCER. 


Les taux de mortalité par cancer (voir les cartogrammes N®°S g et ro) sont loin d’étre 
les mémes partout. L’examen des cantons déja, puis ceux des districts, montrent des varia- 
tions considérables. Si, en considérant d’abord les grandes agglomérations relatives 
que sont les cantons, nous éliminons le canton du Valais, nous trouvons des variations 
qui vont de 60,8 dans le canton d’Unterwald-Nidwald 4 31,4 dans le canton du Tessin. 
Si lon élimine ce demi-canton d’Unterwald, les extrémes sont Schwytz (55,3) et Tessin 
(31,4). Quelles que soient les éliminations qui pourraient étre faites en imaginant que les 
statistiques de certains cantons sont moins bonnes que les autres, nous restons devant 
des valeurs maximum et minimum qui laissent entre elles un écart tres grand. 

Les cantons occidentaux et méridionaux sont moins touchés par la mortalité cancéreuse 
que les cantons septentrionaux et orientaux (sauf les Grisons qui sont parmi les moins 
touchés). Dans l’ensemble de la Suisse les femmes meurent un peu moins souvent du 
cancer que les hommes. 


Lorsque, abandonnant l’examen par canton, masse plus considérable, neutralisant 
les cas extrémes, on cherche a distinguer ce qui se passe A l’intérieur des districts, on note 
d’extraordinaires variations dans les taux de mortalité. C’est ainsi que le district de Muri, 
dans le canton d’Argovie, atteint le taux formidable de 80,1 décés pour 10.000 personnes, 
laissant bien loin derriére lui les taux cantonaux les plus élevés (le taux du canton d’Argovie 
est 45,2). Quelques taux trés élevés se présentent aussi dans les cantons de St-Gall (60,6), 
de Schwytz (57,3), de Berne (54,5), Zurich (53,4) et Lucerne (63,2) (voir tableau No3), 
Il ne semble pas qu’on puisse utiliser en Suisse, pour expliquer I’élévation des taux caneé- 4 
Teux dans certaines circonscriptions, la présence de villes importantes dont les centres w 
hospitaliers agiraient comme des aspirateurs de malades. Se 

Dans les neuf cantons qui tiennent la téte des taux de mortalité, nous ne trouvons 
aucune de ces localités dont l’importance des hopitaux soit telle qu’elle agisse vis-a-vis 
des malades comme des cités tentaculaires. Au contraire, des villes comme Zurich, St-Gall, 
Bale-Ville, sont dans les groupes intermédiaires de la sériation. E+ méme Genéve, Berne et 
Lausanne figurent dans le groupe minimum. La concentration des malades en certains 
points de plusieurs cantons suisses, ne place donc pas artificiellement ces cantons dans 
des catégories 4 taux cancéreux particulitrement élevés,. 

Peut-étre, pour expliquer certains chiffres minima, faudra-t-il faire intervenir 
des faits de statistiques seulement, car plusieurs de ces minima sont inscrits dans des 
districts 4 population relativement peu dense. 

Les principaux districts urbains dont nous avons calculé les taux en regard de ceux 
des cantons auxquels appartiennent ces districts montrent presque toujours un taux 
inférieur 4 celui des cantons mémes (se reporter au tableau No 4). Enfin, jai calculé la 
moyenne des 26 villes contenues dans ces districts. Elle est de 37,9. Ce taux est inférieur_ 
au taux moyen de la Suisse entiére (40,8). 


LE TAUX DE MORTALITE PAR CANCER EN FONCTION DES CARACTERES ANTHROPOLOGIQUES, 


La comparaison des statures, arrangées en plus petites et en plus grandes tailles, © 
semble indiquer que les districts A haute stature de la Suisse allemande (46,48) sont plus 
touchés par le cancer que les districts de la Suisse frangaise (34,84) (voir les tableaux 
Nes 6 et 7). Mais a cette constatation fort intéressante nous n’osons pas ajouter que ces 
hommes de haute stature de la Suisse alémanique appartiennent A la race nordique 
(ou germanique). Il est possible qu il en soit ainsi, mais nous n’avons pas les éléments 
pour une démonstration. of 

D’autre part, nous ne savons pas, pour ce qui concerne la Suisse francaise, le pourcen- 
tage des types de race nordique. Nous ne savons pas non plus, pour ces hommes de haute | 
taille, le pourcentage probable des individus apparentés a la race dinarique. 

L’observation ci-dessus (mortalité plus grande des hommes de haute stature en Suisse 
allemande) concerne des ensembles. Lorsque nous passons 4 l’examen des districts, nous 
éprouvons certaines déceptions. 

Ainsi les districts 4 taux maximum de Muri (Argovie), de Willisau (Lucerne), Alt 
Toggenburg (St-Gall), Diessenhofen (Thurgovie), d’autres encore, renferment des hommes 
de petite stature. A cet égard, j’imagine qu’une des études qui s’imposent dans le plus bref 
délai en Suisse est celle de ces districts a taux maximum — et, pour comparaisons, ceux 
a taux minimum — oii la mortalité devra étre examinée en fonction de la race et de toutes 
les influences mésologiques possibles. 

Nous avons constaté que l’indice céphalique est beaucoup moins bien connu quegla. 


stature. Le cartogramme No 14 n’est pas une représentation flatteuse de l’ceuvredesanthro- _ 
pologistes suisses dans leur pays. 
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D’autre part, nous avons dit combien étaient encore insuffisants, malgré certaines 
apparences, les documents relatifs a la coloration des yeux et des cheveux. 


Le massif cancéreux du centre nord-est parait renfermer des populations qui sont 
en majorité brachycéphales. Cela parait surtout évident pour les cantons de Lucerne et 
d’Unterwald. Les cantons septentrionaux de ce massif cancéreux, Zurich et Thurgovie, 
renferment-ils un grand nombre d’hommes de ce type ? En faisant appel au caractére 
de pigmentation, nous voyons que ce massif cancéreux ne contient pas un nombre élevé 
dindividus blonds, non plus d’ailleurs que d’individus bruns. Peut-étre les types inter- 
médiaires sont-ils les plus nombreux. Et c’est la surtout que git pour nous la difficulté. 


Quels sont dans ces groupes intermédiaires — composés de bruns et de blonds — de 
grands et de moins grands, de dolichocéphales et de brachycéphales — ceux qui sont les 
plus atteints par le cancer ? Lorsque nous avons affaire a des régions anthropologiquement 
bien délimitées, ot de fortes majorités humaines présentent un type défini, nous pouvons 
imposer nos comparaisons. Ici, hélas! il n’en est rien. 


Les zones faiblement cancéreuses de la Suisse semblent aussi étre peuplées par des 
individus nettement brachycéphales; au moins quelques-unes d’entre elles, comme les 
Grisons !. Cette brachycéphalie diminue dans les groupes de l’ouest. Peut-étre, dans ces 
milieux brachycéphales, les populations les plus brunes (celles qui seraient les meilleurs 
représentants de l’Homo alpinus) sont- elles un peu moins touchées que les populations 
moins souvent brunes. 


De telles présomptions nous ont été offertes par diverses régions. Grace au tableau 
N° 9, par exemple, nous pouvons croire que, dans l’Oberland bernois, les districts les plus 
blonds sont nettement plus cancéreux que les districts les moins blonds, 


Mais aucune conclusion positive ne peut étre exprimée. 


Il est permis de dire, toutefois, que, grace a ses bonnes statistiques médicales, la Suisse 
serait un champ d’observation de premier ordre si elle pouvait présenter, a coté de ces 
statistiques de mortalité par cancer, des documents anthropologiques suffisants. Prochai- 
nement, la Société suisse d’anthropologie et d’ethnographie proposera des enquétes 
anthropologiques étendues a toute la Suisse. Lorsque les résultats de cette enquéte seront 
connus, nous pourrons reprendre notre travail. 


Nous avons constaté, a l’aide des statistiques des taux de mortalité publiées jusqu’a 
ces derniéres années, qu’en Europe la race dinarique paraissait une des moins atteintes 
par la maladie. Plusieurs observations anthropologiques nous permettent de croire que 
des représentants de cette race sont disséminés en plusieurs régions de la Suisse, qu’ils 
sont méme groupés en certains lieux, comme dans le canton des Grisons. Avec les quelques 
bribes de renseignements anthropologiques que nous possédons, jai tenté quelques rap- 
prochements entre les taux de mortalité par cancer et les régions oti pourraient se rencon- 
trer des populations apparentées a la race dinarique. La mortalité moyenne de ces régions 
est inférieure a celle de la Suisse entiére. Mais je prie les lecteurs de ne pas retenir, pour 
le moment, ce résultat. 

Le taux de mortalité minimum du Valais, laissant loin derriére lui tous les autres 
taux minimum de la Suisse, ne doit pas nous retenir longtemps. Il est probable que dans 
ce canton, ot les conditions de la vie sociale sont souvent fort difficiles, les statistiques 
n’expriment pas avec suffisamment d’exactitude les taux de mortalité, C’est fort regret- 


1 Nous laissons a dessein le Valais & part, quoique ce canton soit a la fois trés brachycéphale et, d’appa- 
rence au moins, trés peu atteint par le cancer. 


table, car c’est le canton le mieux connu pour ses caractéristiques anthropolo- — 
giques }, ea 
Ainsi, fatalement, les conclusions relatives A la Suisse ne peuvent €tre que fragmen- 
taires, puisqu’elles ne concernent que quelques régions. De plus, elles n’ont pas grande — 
portée, puisqu’on ne peut avoir la prétention d’étendre A tout un pays des observations | 
locales. Les résultats fournis par la Suisse ne pourront pas €tre utilisés pour des compa- 
raisons avec d’autres pays. eh, 
En terminant, on peut constater que Vinégalité — parfois trés grande — de la répar- 
tition des taux de mortalité par cancer ne sous-entend pas des localisations géographiques - 
ou les conditions mésologiques peuvent étre opposées les unes aux autres. Le massif 
alpin renferme aussi bien des districts A faible mortalité que des districts 4 forte mortalité, 
Et il en est de méme du Plateau et du Jura 2. a) 
A l’égard de cette derniére région on peut constater que la zone jurassienne n’appar- ‘ 
tient pas 4 une catégorie de taux élevés. es 
Quelles que soient les qualités des statistiques évoquées, elles montrent toutes I’exis-_ 
tence en Suisse d’un centre cancéreux important — celui que nous avons rappelé © 
ci-dessus. Cette concentration sera un plan utile pour nos futures recherches. Géographi- 
quement, ce massif appartient en partie au domaine alpin, en partie au domaine du 
plateau suisse. . Ry 
Enfin, constatons que la masse linguistique germanique est beaucoup plus touchée- 
par le cancer que la masse linguistique latine. ° an 
fl y a encore de beaux jours en Suisse pour ceux qui, cherchant a pénétrer ]’étiologie | 
du cancer, étudieront les rapports entre la maladie et les circonstances extérieures qui 


peuvent aider son développement ou la créer, entre la maladie et la race. br 


3. LES PAYS SCANDINAVES. 


Le visage anthropologique des trois pays scandinaves apparait, de prime abord, 
comme a peu prés semblable. Une telle constatation est vraie dans son ensemble. Mais 
beaucoup de traits présentent de notables exceptions. C’est ainsi qu’en Norvége les” 
enquétes ethnologiques ont fait apparaitre d’importantes agglomérations de types brachy-_ 
céphales qu’a priori on ne s’attendait pas a y trouver, au moins dans une telle abondance. | 

D’une fagon générale, nous possédons sur les trois pays scandinaves de bons docu- 
ments statistiques et anthropologiques. A ce dernier point de vue tout n’a pas encore | 


été publié et nous attendons, en particulier, avec le plus vif intérét, les conclusions du 
comite anthropométrique danois. a 


‘ oe 
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i Depuis que ces lignes ont été écrites, un rapport a été présenté par le Dr Carriére, directeur du Servic e 
fédéral de Vhygiéne publique de la Confédération Suisse, qui montre que les statistiques médicales du Valais 
doivent étre, pour ce qui touche au cancer, soumises a revision. 


° > . ae Pt : BS . s . 2 a ae 
Je sais bien que, dans l’intérieur des localisations géographiques, ily a d’autres causes qui peuvent étre- 


invoquées. 


I. LA SUEDE. 


Ce pays présente des taux de mortalité par cancer (voir cartogramme N° 20), assez 
différents selon les provinces, passant de 42,65 (Stockholms stad) et 38,31 (Stockholms lan) 
a 26,37 (Jamtland). On ne remarquera aucune concentration géographique dans cette 
répartition des taux de mortalité. Nous trouvons de faibles taux au nord, au centre, au 
sud du royaume. Les endroits de fortes agglomérations humaines ne paraissent pas plus 
riches en cancer que les endroits ott les populations sont plus clairsemées. Si le groupe 
trés peuplé du centre-est, qui comprend les grandes villes de Stockholm, Upsala, etc., 
figure dans la catégorie des taux les plus élevés; le groupe méridional, ou nous trouvons 
les villes de Kristianstad, Malm6, Lund, Landskrona, etc., figure dans la catégorie. des 
moins touchés. 


Les principaux caractéres anthropologiques. 


Ils ont été surtout colligés par Retzius et Fiirst. 

La stature moyenne des Suédois est élevée (voir les cartes NS 21 et 22). Elle dépasse 
Im. 71. Peu de pays présentent, dans l’espace qui leur est dévolu, une pareille uniformité 
de stature. Une seule province a une taille au-dessous de I m. 70: le Lappland, et nous 
en saisissons aussitét la raison. 

Les indices céphaliques moyens en Suéde (carte N° 23) s’échelonnent de 74,8 et 74,9 
(province de Sédermanland et de Dalsland) a 77,5 (Lappland). Les valeurs de l’indice 
céphalique ne sont pas réparties non plus selon un ordre géographique particulier. Dans 
son ensemble, la Suéde est nettement dolichocéphale (indice moyen 75,85). 

A ces caractéres de haute stature et de dolichocéphalie s’ajoutent, pour définir la 
physionomie ethnique de la majorité des Suédois, des cheveux blonds et des yeux clairs 
(carte n° 24). 

Lorsqu’on établit, en face des caractéristiques de la stature, les taux de mortalité 
par cancer (tableau N° 9, page 230) on constate qu'il n’y a guére de rapports a espérer 
d’un tel rapprochement. 

Mais lorsque ce rapport est établi avec l’indice céphalique (tableau N° 10, page 232), 
nous constatons que les provinces les plus dolichocéphales paraissent étre celles que le 
cancer touche le plus. 

Pour vérifier l’exactitude de cette conclusion, j’ai composé deux tableaux a l’aide 
des taux de mortalité décroissants (tableaux NS rr et 12, pages 233 et 234) et j’ai mis 
en regard de ces taux les pourcentages des dolichocéphales et des brachycéphales, puis 
ceux des dolichocéphales vrais (indice inférieur a 75) et des mésocéphales. 

A l’aide de ces tableaux, on peut constater que, d’une maniére générale, les taux de 
mortalité les plus élevés sont le fait des provinces ot la population est en moyenne plus 
dolichocéphale, renferme plus de dolichocéphales vrais, mais notablement moins de 
brachycéphales et de mésocéphales que les autres provinces. Le cancer semblerait donc 
atteindre plus durement les dolichocéphales vrais. 

Néanmoins, plusieurs exceptions peuvent étre signalées. L’examen du taux de mor- 
talité en fonction de la couleur des yeux et des cheveux ne donne pas des renseignements 
intéressants, Il faudrait pouvoir pousser plus loin les analyses a l’aide des fiches indivi- 
duelles. Nous avons vu a propos de certaines recherches concernant la Suisse combien, 
lorsque nous avons le moyen d’obtenir des classements plus rationnels que les moyennes, 
les résultats présentent aussit6t plus de significations. 

Il existe en Suede une certaine proportion de types brachycéphales dont en méme 
temps la taille n’est pas élevée. Il semble que les provinces qui renferment les plus forts 
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pourcentages de ces petits brachycéphales possedent en méme temps moins de cancé- a 
reux. Mais la différence n’est pas grande. ae 

En résumé, si la Suede semble montrer que les habitants les plus grands et les plus 
dolichocéphales sont plus atteints par le cancer que les autres, ce fait méme, tout impor- — 
tant quill soit, doit étre soumis 4 un nouvel examen. I] lui faudrait, en particulier, le 
controle, par la couleur des yeux et des cheveux, que ces hommes appartiennent bien _ 
a la race nordique. ae 


vs 


II. LA NORVEGE. 


Les taux de mortalité par cancer en Norvéege (carte No 26) s’échelonnent de 24,02 a 
(Nordland) a 40,55 (Bergen). Ces deux provinces, si dissemblables quant A la mortalité . 
de leurs habitants, sont toutes deux des provinces maritimes. a 

Il y a, selon les provinces, des différences sexuelles assez considérables. Quinze Py 
provinces sur vingt présentent des taux féminins inférieurs aux taux masculins. 


Les cavactéres anthropologiques. 


Ce sont principalement les travaux d’Arbo qui ont permis d’établir les cartes ethnolo- E 
giques de la Norvége. . 


La stature. — La taille moyenne en Norvége doit dépasser 1 m. 71. Comme en Suéde, — 
la seule diminution de la stature s’observe dans un territoire septentrional, le Finmark, — 
peuple, en partie, par des Lapons, des Finnois et leurs métis. on 

ans la zone méridionale, les marins et les habitants des littoraux sont un peu moins — 
grands que les terriens de leur hinterland sauf, cependant, dans les provinces de Trondhjem 
et de Romsdal et ailleurs dans les environs mémes des fjords 


La répartition géographique de la taille en Norvége (cartogramme No 27) montre _ 
que, sur une surface composée presque uniformément de tailles élevées — I m. 67 a 


Im. 70 — existent des ilots oti la taille est respectivement beaucoup plus élevée ou 
beaucoup moins élevée. 


+. 

L'indice céphalique. — Considérée dans son ensemble, la Norvége est, comme la 
Suéde, un pays dolichocéphale. Mais on ne peut représenter cette caractérisation par 
une teinte uniforme. L’enquéte détaillée des formes craniennes a montré qu’il existe 
des masses assez imposantes de brachycéphales, également de haute stature. On a crue 
possible de rattacher ces hommes a la race dinarique. — 
Le cartogramme N° 28 montre la répartition des principaux types céphaliques en 
Norvége. On y distingue, 4 cdté de grandes étendues dolichocéphales, des territoires — 
importants de brachycéphales. C’est surtout la population cétiére de la partie méridionale _ 
du pays qui est pareillement riche en tétes arrondies. } 


Les taux de mortalité par cancer examinés en fonction de la taille ne donnent pasdes 
renseignements trés satisfaisants. Peut-étre ces variations proviennent-elles de ce que cesaas 
hautes statures appartiennent 4 deux groupes ethniques différents, a 

Les taux de mortalité par cancer, en fonction de l’indice céphalique, montrent que © 


les provinces les plus dolichocéphales sont beaucoup plus atteintes que les provinces les _ 
plus brachycéphales, 


Ici, encore, nous devons renouveler nos suppositions relatives 4 la présence sur le sol 
norvegien de représentants de la race dinarique (brachycéphales de haute stature et a plus 
riche pigmentation). I1 semble que celle-ci soit plus réfractaire au cancer que Jes autres 
races. La Norvege apparait, a cause de cette opposition sur son sol de deux groupes humains 
de haute taille, mais de formes craniennes et de pigmentations différentes, et présentant 
des taux de mortalité cancéreuse dissemblables, comme une des plus intéressantes régions 
a étudier au point de vue qui nous retient ici. 


JJ. LE DANEMARK. 


La répartition géographique du taux de mortalité par cancer montre, au Danemark, 
des inégalités tres grandes selon les régions. Les anciennes provinces du Slesvig recouvré 
ont des taux trés bas (province de Sgnderborg, 29,43) tandis que, plus au nord, toujours 
dans la partie continentale, les provinces d’Aarhus et de Randers ont des taux tres hauts, 
B2Ar €t 52,53. 

A cause de l’unité méme des conditions géographiques du Royaume danois, il n’ya 
pas a faire intervenir, semble-t-il, pour expliquer ces différences, des raisons mésologiques. 


Les caractéres anthropologiques. 


Nous les devons a quelques auteurs anciens, mais surtout aux travaux du Comité 
anthropométrique danois. 

La taille moyenne des Danois est relativement élevée (I m. 695). Mais elle est moins 
haute que celle des Suédois et des Norvégiens. La partie continentale du Danemark 
semble avoir une stature plus haute que la partie insulaire. Toutes les observations rela- 
tives a la taille permettent de supposer que des populations étrangeres au type scandinave 
ont da s’infiltrer dans le Danemark. _ 

L’indice céphalique présente au Danemark de grandes variations individuelles. Les 
Danois sont surtout (classification de S¢ren Hansen) des sous-brachycéphales. Les indices 
les plus souvent représentés sont compris entre 75 et 85. Malheureusement, le Comité 
anthropométrique danois n’a pas encore publié la carte de la répartition géographique de 
Vindice céphalique. 

Les yeux et les cheveux clairs sont prédominants au Danemark. Mais l’enquéte 
sur la pigmentation a porté sur les enfants des écoles et elle a constaté — ce que l’on sait 
aussi, pour les autres pays — que la pigmentation augmente avec l’age. 

I semble qu'il existe un rapport entre la stature et le degré de pigmentation. Les 
districts qui ont la moins haute stature sont ceux oti la population a le plus souvent les 
cheveux foncés. 


We RAPPORT ssPOSSIBLES ENTREYLASRACE- EI LE CANCER, 


Il est trés difficile de les rechercher puisque nous ne possédons pas la répartition 
géographique de lindice céphalique et qu'il est impossible d’associer avec certitude ce 
caractére soit a la taille, soit a la coloration des yeux et des cheveux. 

Peut-étre au Danemark le cancer est-il plus souvent représenté chez les groupes 
humains dont le degré de pigmentation est le plus accusé, mais ce n’est pas certain. 


4. LES ILES BRITANNIQUES, 


Notre étude n’a porté que sur l’Angleterre et le Pays de Galles. Nous réservons — 
l’Ecosse (sur laquelle de bons renseignements ont été publiés) et l’Irlande pour plus tard. — 


- REPARTITION GEOGRAPHIQUE DU CANCER. 


Les variations dans les taux de mortalité sont trés étendues A la surface du Royaume- | 
Uni, aussi bien lorsqu’on s’adresse aux statistiques féminines qu’aux statistiques mascu- _ 
lines. Pour chaque sexe, on trouve des différences qui dépassent celles qui vont du simple ~ 
au triple. a 
Les comtés a taux minimum sont au centre du royaume (Warwick) puis au nord- — 
ouest (Lancashire). Les taux qui viennent ensuite composent deux groupes: l’un au sud 
de Warwick: Gloucester; l’autre 4 l’est de Lancashire: les deux York. Ces deux ilots — 
ont des taux de mortalité par cancer qui ne dépassent pas 19.99 pour 10.000 habitants. ae 
Les taux maxima (40,50) forment également deux lots; l’un, A Youest du Pays de — 
Galles, comprend les comtés d’Anglesey, Cardigan, Carnarvon, Merioneth, Montgomery; — 
l'autre, a l’est de l’Angleterre, renferme les comtés de Cambridge, Huntingdon, Lincoln © 
(Parts of Holland) Peterborough, Rutland, Suffolk-West et Isle of Ely. a 
A propos de la valeur comparative qu’il faut attribuer aux statistiques des taux 
de mortalité par cancer, le lecteur est prié de se reporter aux tableaux N°S5,6et 7,désla page ~ 
275, ou il constatera qu’un phénoméne de statistique doit étre élucidé. Les comtés les moins _ 
peuplés (habitants ayant au moins 45 ans) présentent, en général, des taux plus élevés © 
que les comtés a plus forte population. S 


LES CARACTERES ANTHROPOLOGIQUES. 


La stature. — Elle mériterait d’étre mieux étudiée qu'elle ne l’a été , sur un beaucoup 
plus grand nombre de sujets dans chacun des comtés. Le fait que le Royaume-Uni n’a — 
pas connu les recrutements militaires obligatoires explique le défaut de documents sur la 
taille dans toutes les régions de l’Angleterre et du Pays de Galles. Tous les renseignements 
concordent pour assurer que les Iles Britanniques sont peuplées par des habitants dont la 
stature est élevée, Elle doit étre, en moyenne, égale A celle de la Scandinavie. L’Ecosse 
renferme les hommes les plus grands de la terre. LesGallois semblent étre un peu plus petits - 
(I m. 691) que les Anglais (r m. 706.) iv 

L’arrangement des comtés selon Ja valeur croissante de leur stature montre la taille 
minimum dans le comté d’Hereford (xr m. 684) et la taille maximum dans celui d’York 
(North and East Riding, r m. 754) 


L'indice céphalique. — Mémes réserves que tout a V’heure quant a Ja pénurie des © 
documents. Pour un grand pays comme Angleterre et le Pays de Galles, nous avons de — 
trop petites enquétes, trop clairsemées dans lespace, insuffisantes numériquement. — 
On peut assurer cependant que l’Angleterre renferme surtout des populations dolichocé- 
phales. Mais pour les comparaisons que nous recherchons, une telle indication globale — 
ne nous intéresse guére. La carte de l’indice céphalique établie avec ce qu’ont révélé — 
les enquétes actuelles, ne peut certainement pas étre considérée comme définitive. C’est — 
un document provisoire. ‘a 

_Dans le Pays de Galles, il est probable que les comtés du nord ont des habitants dont 
les indices céphaliques sont plus dolichocéphales que ceux des comtés du sud. Ces comtés : 
septentrionaux possédent aussi une taille plus élevée. by 


La couleur des veux et des cheveux. — Les documents enregistrés proviennent princi- 
palement des efforts conjugués de feu Beddoe et de la Commission anthropométrique du 
Royaume-Uni. Is sont encore trés insuffisants. 

Le cartogramme N° 38 représente la répartition du type brun. Il semble que |’Angle- 
terre, dans sa trés grande partie, ne montre que des valeurs trés faibles de nigrescence. Les 
régions ot elle est la plus forte sont d’abord: dans le centre de l’Angleterre, un fort ilot 
(comtés de Rutland, Peterborough, Huntingdon, Northampton, Bedford, Buckingham) ; 
un autre ilot touche le Pays de Galles et fait corps avec lui (comtés de Gloucester, 
Monmouth, Hereford, Salop, Cheshire); un troisiéme est composé des comtés de Dorset, 
Devon et Cornwall. Ce dernier, de tous les comtés de l’Angleterre, a l’indice le plus élevé. 

Quant au Pays de Galles, dans son ensemble, il est plus fortement nigrescent aue 
lAngleterre. 

Le cartogramme N° 39 montre la répartition des types clairs, c’est-a-dire des hommes 
dont les yeux sont clairs (bleus et gris) et les cheveux blonds (et roux). Un tel type est 
surtout répandu dans les comtés de Northumberland et de Durham, puis, au fond du canal 
de Bristol, dans le comté de Gloucester. Ensuite, dans l’ordre quantitatif, nous voyons 
un bloc composé de huit comtés dans la région centre-nord et le Surrey au sud. 

Le cartogramme N° 40 montre la répartition des cheveux et des yeux foncés. 

C’est le comté de Derby qui posséde la plus petite quantité d’individus présentant 
ce type. Ensuite, vient une masse géographique assez imposante composée des comtés 
septentrionaux; puis quelques ilots parsemés dans toutes les directions. 

Le cartogramme N° 4x établit la répartition des individus chez qui les yeux sont clairs 
et les cheveux foncés. Grosso modo, toute la masse centrale de |’Angleterre figure avec un 
taux dépassant 55 %. 

Le Pays de Galles et l’ouest de l’Angleterre qui, sur la carte de la répartition du cancer, 
montrent les taux élevés, semblent appartenir, selon Beddoe, 4 une zone ot les indices de 
nigrescence sont élevés. D’autre part, les cartes obtenues grace aux enquétes du Comité 
anthropométrique montre que les zones trés cancéreuses renferment des populations ot la 
statistique décéle des proportions de 40 a 45 % de types clairs. C’est donc que ceux-ci sont 
nombreux, atteignant presque la moitié des habitants. I] ne reste pas beaucoup de place 
dans un tel cadre numérique pour loger les types intermédiaires, toujours abondants. 


RAPPORTS POSSIBLES ENTRE LA RACE ET LE CANCER. 


La taille examinée en fonction du cancer. — En Angleterre, les individus trés grands et 
les individus les moins grands fournissent plus que les individus moyens des taux cancéreux 
élevés a la statistique. Mais une telle conclusion n’a guére de stabilité. 

Dans le Pays de Galles, la mise en série de la stature et des taux de mortalité montre 
que les groupes de plus grande taille sont beaucoup plus atteints par le cancer que les autres. 


L’indice céphalique et le cancer. — Ce caractére morphologique est trop peu connu en 
Angleterre et dans le Pays de Galles pour que nous songions a l’utiliser avec quelque 
autorité. Il semblerait qu’en certains points de l’Angleterre, ot l’indice céphalique est le 
plus faible, c’est-a-dire ot: régne la dolichocéphalie la plus prononcée, les taux de mortalité 
par cancer soient les plus élevés. Mais ce serait prendre bien rapidement de graves conclu- 
sions que d’annoncer un tel fait comme démontré. Le Pays de Galles a probablement, 
dans son ensemble, des cranes plus dolichomorphes que |’Angleterre. Il est aussi beaucoup 
plus touché par le cancer que |’Angleterre. Avons-nous le droit d’imaginer un rapport 
entre ces deux éléments de comparaison: la dolichocéphalie et le cancer ? 
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Les cavacteres de pigmentation et le cancer. — Nous n’avons pour essayer de tels rappro- 
chements que des documents imparfaits et insuffisants. D’un petit essai tenté a l’aide des 
Io comtés les plus cancéreux et des 10 comtés les moins cancéreux, A taille égale, mais 
a pigmentation différente (selon le Rapport final), il semble apparaitre que les comtés 
les plus cancéreux sont en méme temps ceux qui renferment le plus d’individus bruns; 
mais ce résultat est fragile. 


Conclusions. — Le cancer est trés inégalement répandu en Angleterre et dans le Pays 
de Galles. La répartition géographique de ce fléau semble proposer deux régions plus cancé- 
reuses que les autres: l’une a l’ouest, dans le Pays de Galles, l’autre a l’est, en Angleterre. 
Entre deux, le centre du royaume parait étre la région la moins touchée. 

Les caractéres anthropologiques et descriptifs de l’Angleterre et du Pays de Galles 


sont encore trop confus pour que les conclusions ayant force de loi puissent étre exprimées. 


Par exemple, les formes craniennes des habitants de 1’Angleterre et du Pays de Galles 
nous sont par trop inconnues pour que nous puissions nous baser sur l’indice céphalique 
des comtés aux fins d’établir entre celui-ci la taille et le cancer un rapport sérieux. 

Le Pays de Galles, dans son ensemble, parait posséder un indice céphalique plus doli- 
chocéphale que l’Angleterre. Or, c’est une région fortement touchée par le cancer. D’un 
autre coté, le Pays de Galles est une région généralement plus richement pigmentée que 


l’Angleterre dans son ensemble. Comment comprendre, dans une telle région, cette asso- 


ciation d’une haute stature, d’un crane nettement dolichocéphale avec des cheveux 
souvent bruns ? 

Le Pays de Galles serait particuliérement intéressant a étudier au double point de vue 
anthropologique et médical. Certaines indications semblent faire croire que cette région 
est relativement plus homogéne, ethniquement, que le reste du royaume. Le cancer y 
semble aussi plus abondant. Peut-étre sommes-nous 1a, en effet, de par la composition 
ethnique des populations, dans un milieu biologique plus favorable A la maladie qu’en 
Angleterre ? 

Bien des comtés, en Angleterre et dans le Pays de Galles, attendent encore la premiere 
description de leurs caractéres anthropologiques. Il faut souhaiter qu’une recrudescence 
d'intérét pour les recherches ethnologiques en Angleterre ne tardera pas a se manifester. 
Tant de problémes restent en suspens que nous n’avons pas le droit de laisser ainsi. 


On a dit, se basant sur la coloration des cheveux et la forme du crane, quele Paysde 


Galles pouvait étre rattaché au domaine de la race méditerranéenne. Je ne crois pas qu’une 
telle possibilité puisse étre envisagée. En particulier, la haute stature des Gallois s’y 
opposerait. 


VII. QUELQUES OBSERVATIONS FINALES EN GUISE DE POST-SCRIPTUM. 


La déception (l’imperfection de nos documents la faisait prévoir) que parfois nous 
avons enregistrée au cours de nos comparaisons ethno-pathologiques est-elle de nature 4 
nous décourager, a interrompre des recherches qu’a prior? nous imaginions fructueuses ? 

Nullement. La seule constatation qu’il n’y a pas un accord parfait, une relation toujours 
la méme, entre les taux de mortalité par cancer et les diverses races humaines, placées 
dans des mémes milieux, soumises parfois aux mémes conditions générales, nous incite 
a croire qu'il existe, entre certaines catégories d’hommes envisagées ethniquement et les 
maladies, un rapport qu’il faut pénétrer. N’avons-nous pas —a titre de seul exemple — 
pour encourager nos recherches dans ce sens, les résultats obtenus par les greffes cancé- 
reuses sur les animaux de méme espéce, mais de races différentes ? 

La trés grande difficulté pour nous, anthropologistes, c’est que nous ne pouvons 
jamais travailler avec des races pures, mais seulement avec des groupes biologiques toujours 
complexes, dont les degrés d’homogénéité varient dans les limites qui, pour chaque pays, 
ne sont pas encore précisées, puisque, partout, les enquétes anthropologiques sont encore 
insuffisantes. I] est impossible de faire un paralléle quelconque entre des expériences faites 
sur des animaux dont la reproduction est sévérement réglementée et les hommes chez qui 
— sauf chez certains clans primitifs soumis a l’endogamie — on ne s’est jamais beaucoup 
soucié de maintenir la race. 

Ii est donc bien entendu qu’avec des matériaux anthropologiques imparfaits nous ne 
pouvons parler que par approximations. La pureté relative des races humaines est une 
affaire de pourcentage. 

Mais ces réserves étant formulées, qu’on ne s’imagine pas que nos mains sont vides. 
Si les scrupules scientifiques nous poussent & montrer tout d’abord l’insuffisance de nos 
moyens, il n’en reste pas moins que, tout imparfaits qu’ils soient, nos documents nous 
autorisent déja a tenter quelques comparaisons. Celles-ci pourront devenir un jour le 
point de départ de trés importants résultats. 

Peut-étre le facteur race nous expliquera-t-il un jour — lui et pas un autre — lorsque 
nous serons mieux outillés pour nos recherches, — les variations des taux de mortalité, 
quelquefois trés grandes — connus par des statistiques comparables — que nous cons- 
tatons dans les divers groupes ethniques 1. 

Si nous ne devons avoir qu’une confiance modérée dans les statistiques médicales 
de certains pays, il n’en reste pas moins que, vues en masses, et pour citer seulement 
celles-la, la France, au moins en partie, |’Italie et la Suisse offrent des statistiques utili- 
sables. Or, les différences qui existent, par exemple, entre les taux moyens de mortalité 
en France, en Italie, et les taux de mortalité des Iles Britanniques et de la Scandinavie, 
ne peuvent pas s’expliquer par la présence de milieux géographiques différents (il est 
toujours trés délicat de parler de Vinfluence du milieu sur les hommes) avec tous les 
comportements de ceux-ci. Et cela d’autant plus que, a ]’intérieur de ces milieux mémes, 


1 Les statistiques comparées des grandes villes ot les conditions générales de la vie humaine peuvent étre 
considérées comme a peu prés équivalentes et ot les taux de mortalité (dans le corps des statistiques égales 
quant a leur bienfacture) se présentent trés différents, montrent bien que, dans le débat, 1’élément humain 
— la race proprement dite — doit jouer un réle efficient. 
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on trouve d’extraordinaires variations dans les taux de mortalité. L’Italie, la France, 
l’Angleterre et le Pays de Galles et la Suisse nous en présentent le phénoméne topique. 
Alors ? 

Alors, nous devons tout tenter pour pénétrer le mystére de ces variations, 

Les enquétes médicales selon les subdivisions administratives: comtés, provinces, 
cantons, etc., ont déja apporté une contribution précieuse a Ja meilleure connaissance des 
facteurs que nous devons mettre en présence. : 

Représentons-nous dans quel état de plus grande incertitude nous serions si nous 
n’avions que des enquétes massives par pays ? 

Cette répartition géographique précise du taux de mortalité est la premiére étape de 
la division du travail. Il faut tout faire pour l’acquérir. Elle devrait étre accompagnée 
par une répartition géographique non moins précise, dans les limites des mémes 
cadres administratifs (ce sont les seuls que nous pouvons avoir), des caractéres anthro- 
pologiques?. 

Pour obtenir ces documents indispensables, l’influence de la Société des Nations peut 
intervenir. Elle peut intervenir sur les deux parties en cause. Bénéficiant de sa haute 
autorite internationale, la Société des Nations peut amener quelques heureuses modifi- 
cations dans la maniére de travailler des deux équipes d’enquéteurs. En effet, les investi- 
gations que nous avons poursuivies nous ont amené a cette regrettable constatation que 
les documents qui nous sont offerts (répartition géographique des taux du cancer et répar- 
tition géographique des types ethniques) sont insuffisants pour le but que nous voulons 
atteindre. Insuffisants en qualité et en quantité. 

Des lors, n’apparait-il pas nécessaire, étant donné le but poursuivi et les premiers 
résultats atteints, que les organisations compétentes de la Société des Nations proposent 
aux administrations de tous les pays de meilleures statistiques médicales, plus exactes 
surtout quant aux déclarations des causes de décés et aux lieux de ceux-ci? Il faudrait 
que, dans toutes les provinces, dans tous les départements, dans tous les cantons, dans 
toutes les communes d’un méme Etat, les déclarations de mortalité soient identiquement 
inscrites sur un plan dressé aprés une entente internationale. 

Il est inadmissible que des recherches comme celles que nous avons entreprises, qui 
pourraient conduire 4 envisager plus sainement l’étiologie du cancer et par cela méme 
conduire 4 de trés grands progrés scientifiques, économiques et sociaux, soient rendues 
presque impossibles 4 cause d’une défectueuse documentation. Une réforme s’impose. 

Elle s'impose d’autant plus qu’elle n’entrainera aucune création cotiteuse. Tous les 
organismes de la statistique médicale existent. Il n’y a qu’a leur demander un meilleur 
rendement. La est le premier but A atteindre. Pendant qu’on y marchera — la route en 
certains pays sera longue — un concours plus actif des anthropologistes sera réclamé, 
fl faudrait demander aux Sociétés d’anthropologie, aux Instituts nationaux et interna- 
tionaux, aux Compagnies scientifiques, aux particuliers surtout une collaboration plus 
active’. Peut-étre a la lumiére des rapports qui ont été esquissés jusqu’a présent entre la 
race et le cancer pourrait-on signaler l’intérét spécial présenté par certaines régions, qu’il 


y aurait alors lieu d’étudier dans tous ses détails: ainsi des programmes de recherches ~ 


pourraient étre établis dont nous pouvons augurer d’heureux résultats. 
Ce sont 1a quelques suggestions rapides auxquelles, naturellement, peuvent s’en ajouter 
d’autres. La longue — et parfois dure — enquéte que le professeur Niceforo et moi avons 


1 De tels cadres administratifs ne doivent étre considérés, dans la plupart des cas, que comme des pis- 
aller. Mais, pour le moment, qu’y faire? 

* Un premier pas vient d’étre fait par la Suisse. La Société d’anthropologie et d’ethnologie de ce pays 
(Section de la Société helvétique des Sciences naturelles) vient de décider une grande enquéte anthropolo- 
gique sur les recrues militaires. Elle commencera sans doute trés prochainement. 


entreprise n’aurait-elle que marqué la nécessité de cette entente internationale en vue d’une 
unification des moyens de travail que j’estime que nous n’aurions pas perdu notre temps. 

Mais encore une fois ce serait une singuliére erreur sociale et scientifique que de mani- 
fester, devant les incertitudes des résultats actuels, l’ombre d’un découragement. En 
ouvriers conscients de leur tache et désireux de mieux faire, nous demandons simplement 
qu’on nous donne de meilleurs outils. 


Dans une conférence prononcée en avril 1925 par devant la Société de Géographie 
de Geneve, j’ai essayé de montrer qu’aux caractéres extérieurs, — aux caractéres morpho- 
logiques — correspondaient des milieux intérieurs (Claude Bernard) différents. Les unités 
biologiques que sont les races humaines réagissenttrés différemment les unes les autres aux 
mémes agents provocateurs. C’est ce qui explique la présence de maladies que l’on peut 
considérer comme raciales. 

Pourquoi, alors que toutes les autres conditions sont les mémes ou paraissent les 
mémes, l’unité biologique qu’est la race accepte-t-elle ou refuse-t-elle l’élément patho- 
génique ? La valeur diathésique du milieu intérieur racial — qu’il s’agisse des animaux 
ou des hommes — nous est surabondamment démontrée par les effets si différents causés 
par les mémes substances toxiques sur des organismes dissemblables. C’est pourquoi 
notre thérapeutique, basée sur des expériences faites avec des animaux appartenant a 
quelques espéces seulement, dont les milieux intérieurs sont souvent trés éloignés des 
notres, subit tant d’échecs lorsqu’on applique ses résultats aux hommes, a tous les 
hommes sans distinction. 

Depuis quelques années, nous commencons a saisir la variété raciale des milieux 
intérieurs ; depuis qu’ont commencé, principalement avec Hirszfeld, les analyses sanguines 
dans les divers groupes humains. Malgré que leurs résultats apparaissaient, dés l’abord, 
comme chanceux, parce que ces analyses portaient en elles, le jour méme ou elles 
débutaient, les éléments d’un oubli anthropologique, — (nous n’avons en vue, bien 
entendu, que nos préoccupations personnelles) — elles ont aidé 4 démontrer la réalité 
des variétés humaines. 

Une foule d’auteurs, — principalement des médecins, — ont fait des analyses de sang 
dans tous les continents, 

Il est désolant de constater qu’une part importante de ce gros effort est A peu prés 
inutilisable pour nous. En effet, ces analyses ont été effectuées en se basant non sur 
des groupes raciaux, mais sur des groupes nationaux. On avait devant soi, dans la 
plupart des cas, les représentants de telle ou telle nationalité, on n’avait pas devant soi 
les représentants de telle ou telle race. 

A priori, nous mettions les plus grands espoirs dans une enquéte de cette nature. 
Nous avions, pour alimenter ces espoirs, quelques faits biologiques qui marquaient par 
avance que «1’on devait trouver quelque chose». Les métis ne montrent-ils pas des qualités 
physiologiques — c’est-a-dire la présence de milieux intérieurs — qui ne sont plus ceux 
des groupes ethniques qui leur ont donné naissance ? Dans les épidémies de fiévre jaune 
ou presque toujours les négres proprement dits sont épargnés, les mulatres paient un tribut 
parfois considérable. Plus le pourcentage de sang négre est élevé, plus il semble que la 
mortalité soit faible. Le médecin américain Nott a pu dire autrefois « qu’un quart de sang 
négre vaut mieux pour préserver de la fiévre jaune que le vaccin pour préserver de la 
variole ». Si une telle formule devait étre acceptée, quelle meilleure démonstration pour- 
rait-on donner de la réalité des milieux intérieurs, c’est-d-dire de la composition différente 
des organes de notre corps, en particulier du sang ? — d’ott les résultats variés des analyses 
sérologiques. 

On peut rappeler ici les faits démonstratifs relevés dans l’armée francaise, lors de la 
guerre du Mexique. On se souvient que les régiments cantonnés 4 la Vera-Cruz furent 


décimés par la fiévre jaune 1. Un contingent de négres envoyés par le vice-roi d’Egypte, 
composé d’indigénes du Darfour et du Kordofan n’eut, dit-on, pas un malade, alors que 
toutes les autres troupes, les Kabyles et les Arabes comme les Frangais, étaient cruellement 
atteintes. Le contingent des mulatres « trés clairs, faisant retour vers le blanc » venus de la 
Martinique, fut presque anéanti. 

Des faits analogues ont été publiés a propos des épidémies de choléra 2. 

Pour donner un rendement utile — nous pensons uniquement au but que nous 
poursuivons — les analyses sanguines devraient prendre pour point de départ les résultats 
des enquétes anthropologiques. Analyser le sang des Francais, des Roumains, des Suisses 
ou des Allemands, sans autre spécification, c’est, on peut en étre sifir, aller au-devant de 
résultats presque toujours décevants 3. 

Je crois que, dés maintenant, on peut envisager un complément aux analyses mor- 
phologiques en leur adjoignant les analyses sanguines. L’anthropologie, si l’on ne s’occupe 
que delle, a tout a gagner a une telle collaboration. Mais il ne faudrait pas que les analyses 
sérologiques, parce qu’elles sont 4 la mode aujourd’hui, viennent se substituer telles quelles 
aux autres moyens dont nous disposons pour nos enquétes ethnologiques. Nous demandons’ 
association, sur un plan déterminé, des deux analyses et non l’exclusion de l’une ou 
de l’autre. Il est 4 craindre que dans l’esprit de ceux qui ne sont pas des spécialistes, 
l’engouement actuel pour les examens du sang des différentes «races » ne vienne jeter plus 
de troubles encore qu’il n’y en a dans les conceptions ethniques. Les champs que nous 
cherchons a défricher sont déja suffisamment couverts de ronces, de broussailles et de 
cailloux pour qu’on n’y fasse pas fleurir de nouvelles épines. 

Pour ce qui regarde spécialement les rapports des analyses sanguines et du cancer — 
il faut applaudir a de tels essais. Etudier le cancer en fonction de telle ou telle composition 
du sang, en rapport elle-méme avec telle ou telle association morphologique, m’apparait, 
encore une fois, comme une tache extrémement utile. 


* Voir Borpier: La Géographie Médicale, Paris, 1884 

* On peut ajouter a ces faits de large envergure d’autres faits non moins significatifs: I’épidémie de 
suette en Angleterre, s’étendant presque exclusivement dans les pays peuplés par des représentants de le 
race nordique, ce qui faisait dire & Kayes, « cette maladie nous suit, nous autres Anglais, comme notre 
ombre »; la gravité particuliére de la scarlatine chez ces mémes Nordiques, etc. 

* On peut étre assuré que les analyses sanguines qui pourraient étre faites en France, sur deux ou trois 
groupes préalablement choisis: nordique, celtique, méditerranéen, par exemple, donneraient des résultats qui 
ne seraient pas identiques dans les deux ou trois cas ainsi considérés. Tl en sera de méme dans les Iles Britan- 
niques et ailleurs. 
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QUELQUES MOTS DES DEUX AUTEURS 
EN MANIERE DE CONCLUSIONS 


Aprés avoir recueilli et examiné les documents démographiques concernant la 
mortalité par le cancer, ainsi que les documents anthropo-statistiques concernant la 
répartition des races dans quelques pays d'Europe, nous nous sommes demandé s’il 
n’était pas possible de faire intervenir |e facteur «race » dans l’étiologie du cancer. 

Malheureusement, et cela dans presque tous les Etats, la documentation démo- 


* 
* * 


France, par exemple: tandis que, dans d’autres pays, les faits ne s’inscrivent pas sous cet 
aspect. Peut-étre la «race » dinarique apparait-elle comme moins touchée que la « race » 
brachycéphale alpine ! Des zones presque entierement habitées par des Brachycéphales 
appartenant probablement a la « race » alpine (et aussi par les « races » alpine et dinarique 
ensemble) — ainsi la Baviére et certains territoires de l’Autriche — ont des taux extréme- 
ment élevés de mortalité par le cancer. Des zones presque entiérement peuplées par des 


OO 


¢ , D’autre part, et toujours a cause de ces difficultés de diagnostic, il est évident qu'une certaine quantité 
de décés, figurant sous la rubrique: cancey, ne sont pas dus a cette maladie. 
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OBSERVATIONS BY THE TWO AUTHORS IN THE 
NATURE OF CONCLUSIONS 


After having collected and examined the demographical documents concerning 
mortality due to cancer and the anthropo-statistical documents concerning race distri- 
bution in certain European countries, it occurred to us that it might be possible to consider 
the factor of “race ” in the etiology of cancer. 

Unfortunately, in the great majority of countries, the demographical documentation 
at our disposal is not as accurate as might be desired for our purpose. This inaccuracy is 
due partly to the fact that in several countries deaths are registered at the place where 
they occur and not at the place of usual residence of the deceased, and partly, indeed 
primarily, to the fact that, as the diagnosis of cancer is particularly difficult, it is more 
than possible that in any given territory a certain proportion of the deaths due to cancer 
may have been omitted under the heading to which they rightly belong’. Anthro- 
pological documentation is, with few exceptions, far from satisfactory. It is very 
incomplete almost everywhere and does not even exist in certain districts, while for 
countries which do possess such documentation the data are sometimes given simply as 
arithmetical averages and not inaseries, orin the form of tables with two or three variables— 
that is, in too general a form to admit of detailed study. 

The Rapporteurs have endeavoured to obtain from this inadequate material such 
results as it was possible to derive from it. 


* 
* * 


Subject to the above reservations, the positive results ensuing at first sight from our 
researches would appear to indicate that the Mediterranean “ race” (Homo mediterraneus) 
is less subject to cancer than the Alpine “race” (Homo alpinus) or the blond dolicho- 
cephalous “race” (Homo nordicus or europaeus). 

The place which these last two “ races ” should each occupy in any scale of mortality 
due to cancer still appears uncertain. In some countries where both are found, the blond 
- dolichocephalous type appears to be more subject to cancer —- sometimes much more 
subject — than representatives of the “alpinus” type, this being very marked in France, 
for example, whereas in other countries the facts present themselves under a different aspect. 
The dinaric “ race” appears perhaps to be less affected than the brachycephalous Alpine 
“race”. Districts inhabited almost entitely by the brachycephalous type belonging 
probably to the Alpine “race” (and by the Alpine and dinaric “ races” together)— 
such as Bavaria and certain parts of Austria — have very high rates of mortality from 
cancer. Districts almost entirely peopled by dolicho-blonds (for example, Sweden) also 


1 On the other hand, still owing to the difficulties of diagnosis, it is obvious that a certain proportion 
of the deaths included under the heading of cancey are not due to this disease. 


dolichoblonds, la Suéde, par exemple, ont aussi des taux trés élevés de mortalité par 
le cancer. Mais nous demandons au lecteur de ne pas oublier que nous travaillons obliga- 
toirement avec des documents massifs qui nous voilent souvent les réalités mémes. 

Les quelques faits que, malgré V’insuffisance des enquétes, nous avons pu constater — 
nous incitent a croire qu’un travail comme celui que nous présentons devrait étre appro- 3 
fondi, non seulement a l’aide de statistiques médicales plus précises, mais aussi en pro- a 
longeant notre étude par celle de quelques groupes anthropologiques spéciaux (Négres, 
Indiens américains, Japonais, représentants de la race dinarique, Juifs, etc.). 

A ces études, il faudrait pouvoir joindre les résultats analytiques des groupes sanguins. 

D’autre part, méme si l’on pensait faire jouer un réle, dans certains cas, aux influences 
des milieux et des constitutions — lesquels pourraient aussi étre invoqués comme éléments 
explicatifs de la répartition géographique du cancer — ces influences seraient bien 
loin d’exclure celle du facteur racial, étant donné la complexité des faits. 


* 
* * 


Les études que nous venons de présenter nous conduisent a émettre les voeux suivants: 


1. Il serait désirable que les statistiques des causes de décés fussent améliorées en 
ce qui concerne l’intervention toujours plus active du médecin déclarant le décés. Les 
chiffres qui nous seraient ainsi donnés acquerraient plus d’exactitude. Plus on tache 
d’élaborer scientifiquement le matériel des statistiques officielles, plus on s’apercoit que 
ces statistiques font trop souvent naitre des doutes; le degré de confiance qu’elles méritent 
n’est pas encore assez grand. 


2. Il parait indispensable que les pays qui n’ont pas encore une connaissance suffi- 
sante de leurs caractéres anthropologiques poussent activement les recherches nécessaires 
pour acquérir cette connaissance sans laquelle les études du genre de celles que nous avons 
entreprises, et d’autres encore, seraient rendues trés difficiles, souvent insurmontables. 


3. Confiants dans le fait que les résultats des analyses sanguines peuvent, d’une 
part, conduire a une connaissance plus précise des races humaines, d’autre part, mettre 
en lumiére les rapports existant entre la qualité des «milieux intérieurs» et la maladie, 
nous émettons le voeu que ces analyses soient pratiquées en tenant compte, non seule- 
ment de la nationalité des sujets considérés, mais de leur race, c’est-A-dire en inscri- 
vant, a propos de chaque cas, les comportements physiques et descriptifs qui carac- 
térisent celle-ci. 


have very high rates of mortality from this cause. We would ask the reader to remember, 
however, that we are working of necessity on gross data which often leave the actual facts 
in obscurity. 

The few facts which, despite the inadequacy of our researches, we have succeeded 
in establishing have convinced us that a work such as the present one should be carried 
on more exhaustively not only by means of more accurate medica! statistics but also 
by extending our enquiry to certain special anthropological groups (Negroes, American 
Indians, Japanese, representatives of the dinaric race, Jews, etc.). 


These :tudies should be supplemented by the analytical results of blood groupings. 


On the other hand, even if one were prepared to admit in certain cases the influence 
of environment and constitution — which might also be quoted as explanatory facters 
in the geographical distribution of cancer — it would by no means preclude that of the 
racial factor, in view of the complexity of the facts under consideration. 


' * 
6 * 


As a result of the investigations referred to, we would submit the following recom- 
mendations: 


@ 1. Its desirable that statistics of causes of death should be improved by making 
increasing use of the services of physicians for certifying death. The figures which we 
should thus obtain would tend to be more accurate. The more one tries to work up on 
scientific lines the material supplied by official statistics, the more apparent it becomes 
that these statistics are in many cases open to doubt: sufficient reliance cannot yet be 
placed on them. 


2. It is essential that countries which are not yet sufficiently acquainted with their 
own anthropological characteristics should actively pursue the necessary researches in 
order to obtain such a knowledge, since without it studies of the kind which we have 
undertaken, and other studies as well, must prove extremely difficult and in many cases 
impracticable. 


3. Convinced of the value of blood analyses, from the point of view both of a more 
accurate knowledge of the human races and of the relations between the “ internal 
medium ” (body fluids) and diseases, we recommend that such analyses should be carried 
out with reference not only to the nationality of the subjects under consideration but 
also of their race — that is, noting, in the case of each individual, the physical and descrip- 
tive features characteristic of the race in question. 
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